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Abstract

(1) Background: The evolving demands of general practice have increased stress, workload,
and fatigue among patients and doctors. In 2022, the European Young Family Doctors
Movement (EYFDM) identified wellbeing as a key competency for future GPs. This study
primarily explored the perspectives of early-career GPs on integrating wellbeing in general
practice training. (2) Methods: A concurrent mixed-methods approach combined a quanti-
tative survey with a town hall discussion at the EYFDM workshop during WONCA Europe
2023 in Brussels. The meeting included brainstorming, subgroup discussions, and synthe-
sis of findings. Subgroup discussions among young GPs and GP trainees were recorded,
analyzed using content analysis, and validated through two rounds of stakeholder consulta-
tion. (3) Results: Participants advocated for mandatory wellbeing-focused timeslots during
training with flexible, self-selected learning activities. Proposals included a toolbox with
individual, group, and supervised options. A cultural shift towards prioritizing wellbeing
as part of professional development was unanimously supported. Senior GP involvement
was seen as crucial for driving this change, alongside wellbeing training for coaches and
role models. (4) Conclusions: GP trainees across Europe emphasize the need for greater
focus on wellbeing in training, supported by a generational cultural shift. Voluntary, di-
verse learning activities (toolbox) and role-modeling activities with experienced GPs may
support wellbeing to be embedded as a core competency in general practice.

Keywords: general practice; GP trainee; wellbeing; competency; medical education

1. Introduction
Definition of wellbeing (info box):

Wellbeing is a dynamic, multifaceted concept influenced by cognitive processes,
emotions, personality traits, age, biomarkers, and individual goals [1,2]. It in-
volves both the experience of positive emotions, such as happiness and content-
ment, and the ability to develop one’s potential, maintain a sense of purpose,
and foster positive relationships. Key to wellbeing is the balance between pro-
fessional obligations, personal health, and the presence of positive resources like
resilience, social capital, and positive psychology [3]. This conceptualization em-
phasizes that wellbeing goes beyond the absence of mental illness, encompassing
a sustainable condition that enables individuals and populations to thrive [4].

Int. Med. Educ. 2026, 5, 14 https://doi.org/10.3390/ime5010014

https://crossmark.crossref.org/dialog?doi=10.3390/ime5010014&domain=pdf&date_stamp=2026-01-21
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/ime
https://www.mdpi.com
https://orcid.org/0000-0002-2202-5060
https://orcid.org/0000-0002-3435-6721
https://orcid.org/0000-0003-2247-5640
https://doi.org/10.3390/ime5010014


Int. Med. Educ. 2026, 5, 14 2 of 11

The demands placed on GPs have increased over time, creating a complex working
environment that can contribute to feelings of uncertainty, stress, and overload, particularly
for trainees and those in the early stages of their career [5].

The literature has described a persistent neglect of physicians’ wellbeing [6]. A lack of
happiness at work is a contributing factor [7]. Happiness in medical education tends to
focus on individual factors, disregarding social influences including political, social, and
economic factors [8]. The understanding of wellbeing varies, and consequently, wellbeing
lacks a universally accepted definition, leading to varied interpretations in published
research [9,10].

In a recent study, Junge et al. identified doctors’ and patients’ wellbeing as a key
competency for future general practitioners within the European Young Family Doctors
Movement (EYFDM). While there was no consensus on a level of agreement (LoA) for
wellbeing, all other competencies comparable to the WONCA tree reached a high LoA [11].
Rather than indicating a lack of relevance, wellbeing stimulated the greatest debate among
participants in the study. It was ranked third among competencies, highlighting its per-
ceived importance and its conceptual complexity. Young GPs pointed out the lack of
training in affective competencies. They expressed an interest in integrating learning activi-
ties for wellbeing, including how wellbeing applies to patients and practitioners [12]. This
interest is rooted in empirical evidence demonstrating that doctors’ mental wellbeing can
benefit patients by enhancing doctors’ empathy towards patients and team members [13].
Role modeling was mentioned as one concrete example during the data collection of the
study. While role modeling is not a new concept in wellbeing, its impact remains in-
conclusive, especially for early-career GPs [14]. Additionally, the literature suggests that
role modeling as a learning activity is often underdeveloped or difficult to establish in
curricula [15,16].

Targeted interventions can support effective learning and the achievement of affective
competencies in medical practice [17,18]. In contrast to training in other affective compe-
tencies, such as communication skills, a consensus is currently lacking on the optimal way
of teaching wellbeing within postgraduate medical curricula. Skills in managing personal
wellbeing are not uniformly included in European postgraduate medical curricula [19].
Most research in this field focuses on preventing mental illness, rather than promoting
positive mental health [5]. Wellbeing is often viewed as a binary state, with “low” en-
compassing depression and anxiety, and “high” characterized by positive emotions [20].
Studies have investigated the efficacy of interventions to enhance wellbeing [21]. Stan-
dalone interventions such as “resilience training” and “compulsory coffee breaks” have
demonstrated minimal improvement in reducing burnout and supporting wellbeing by
not addressing broader organizational and systematic stressors that contribute to physician
distress [22]. This suggests that a comprehensive enhancement of wellbeing requires a
general “system-level change”, not discrete interventions [23].

Grounded in the EURACT Educational Agenda and operationalized through the
WONCA tree, this study focuses on the integration of “wellbeing” and presents the per-
spective of trainee competency. This paper aims to identify desired learning activities to
facilitate improvements in future GP curricula.

2. Materials and Methods
2.1. Participants

In this exploratory concurrent mixed-methods study, participants compromised two
groups: 1. workshop participants, who were initially recruited through a voluntary work-
shop at the EYFDM pre-conference of WONCA (2023), focusing on early-career GPs, as
defined by EYFDM [24], while also including GPs with over five years of experience; and
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2. community-member-checking participants, who contributed exclusively through two
digital rounds of stakeholder consultation. The inclusion of GPs with over five years
of experience reflects EYFDM’s participatory ethos and broader “community of interest”
in family medicine. In the results, if not indicated otherwise, comments come from the
EYFDM definition of early-career GPs. All contributors are collectively referred to as
“community members”.

2.2. Setting and Data Collection Strategy

The workshop was conducted on 7 June 2023. As seen in Figure 1, it followed a struc-
tured town-hall format across three phases [25]. The town hall methodology enabled the
incorporation of an open-forum discussion as a data collection tool, allowing participants
to engage in an open dialog with transparency between participants and researchers [26].
Phase I of the workshop started with a contextual presentation of Junge et al.’s findings
as the basis of this paper. Junge et al. stated that doctors’ wellbeing is a key competency
of the future, and this was identified in the study cohort [12]. Junge et al. also describes
the difficulty of having to explore new approaches to learning when wanting to introduce
wellbeing as a new learning objective. Doctors’ wellbeing was described to be a new
affective learning activity, while another core affective learning objective (communication
skills) was described as more unanimously accepted in curricula [12]. A prepared definition
of wellbeing was presented to the participants to prevent misinterpretations. In phase II,
participants were voluntarily divided into three groups (7–8 members each) to brainstorm
possible learning activities, addressing benefits, issues, and implementation choices (taught
as mandatory, included in the formal curriculum; self-directed, taking responsibility for
own learning, or guided regarding to optional classes led by trainee faculty). These sug-
gestions were brought together in a final plenary session (phase III) and participants were
encouraged to discuss the concept of role modeling, a concept that had re-emerged and
was also already discussed during Junge et al.’s data collection [12].

Figure 1. Workshop structure and data collection process. Divided into three phases (I–III). Phase I
was based on key findings from Junge et al. (2023) [12].
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Quantitative data was collected during the workshop survey, capturing sociodemo-
graphic information (training stage, gender, affective competency training experience, and
country of origin). Descriptive data was collected separately from qualitative responses to
ensure that no personal identifiers were revealed. Real-life data was gathered continuously
through anonymous real-time feedback of submitted responses via Sli.do™, alongside
moderated group discussions (facilitated by CD, AP, and FD). Audio recordings were
made, and responses were digitally recorded (by submitted comments) and complemented
by structured researcher notes and in moderation minutes. Representative quotes were
assigned to each participant within each subgroup according to the chronological order of
their contributions, and they were then pseudonymized (e.g., G1Q11).

Qualitative data consisted of anonymized written submissions, peer-sourced questions,
and pseudonymized quotes derived from subgroup discussions. Peer-sourced questions
ensured depth until theoretical saturation was reached and were submitted anonymously
and moderated by the facilitators. Participant wording was preserved, and all coded
comments were checked for accuracy and precision in a peer debriefing process after the
workshop and again after coding (see below).

2.3. Ethical Considerations

Ethical approval was obtained prior to study initiation (Saarland Medical Associa-
tion Ethics Committee; 25 September 2020, extended on 14 April 2022 (Bu234/20)). All
participants were informed of the study design before taking part. Written consent for
participation, recordings of verbal contributions, and anonymous data collection were
obtained digitally through Sli.doTM. Participants had the opportunity to log in and log
out at any time. In the online consultations, the participants provided descriptive answers
about their age, country of origin, and professional status. Researchers (CD, JK, and FD)
were unable to draw any conclusions about participants’ personal identity.

2.4. Data Analysis

Quantitative data were analyzed using Jamovi™ (version 2.3.28) and Excel™ (version
16.91), excluding incomplete responses (9 of 41). Given the sample size and the exploratory
design of the study, no inferential statistical analyses were conducted. Qualitative data were
analyzed according to Mayring et al.’s content analysis criteria, employing a structured,
iterative coding process to ensure intersubject comprehensibility and intercoder reliabil-
ity [25,26]. Categories were developed inductively and refined through feedback loops.
Independent analysis by CD, JK, and FD was validated collegially, ensuring transparency
through peer debriefing. This reflexive approach minimized the influence of preconceived
opinions. Researcher triangulation during data collection and analysis enhanced credibil-
ity [27,28]. To confirm findings and reduce bias, stakeholder consultation was conducted
in two rounds (Round 1: 14.10.23–31.12.23, Round 2: 26.09.24–26.10.24, both via Google
Forms™). “Community members” provided feedback, which was coded and integrated
until full consensus (100%) was reached in Round 2.

3. Results
3.1. Demographics

A total of 22 participants took part in the workshop (7 June 2023). All consented to
a recording of the group phase I–II–III discussion, and 19 participants (86%) took part
in a digital data collection (n = 13 early-career GPs; n = 6 GPs > 5 years post-training).
Participants were from 11 countries, with the majority being from Belgium (n = 6), Austria
(=3), and the Netherlands (n = 2). Participant age ranged from 24 to 64 (mean 34.4 years, SD
9.3 years). In the stakeholder consultation process, 32 participants from 11 countries took
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part (first round: n = 19, second round: n = 13; see Figure 2). Participants were early-career
GPs (n = 23), senior GPs (>5 years post-training) (n = 7), and medical students (n = 2).

 

Figure 2. Countries of origin of study participants. Not on the map: Brazil (EYFDM workshop
participant), Australia, and Israel [27].

3.2. Discrepancy Between Communication and Wellbeing Training

Participants described a large difference between having experiences with communi-
cation training and wellbeing training as part of their medical training. A total of 76.5%
reported having received curricular communication training, while 17.6% reported to
have received curricular wellbeing training. In participants’ home countries, the predom-
inant teaching method for communication training was simulation and role-play with
actors (63.2%).

3.3. Desired Learning Activities to Support Wellbeing

Participants (n = 22) proposed a diverse set of learning activities to foster personal
wellbeing, which were grouped into six main categories (see Table 1). The quotes in
Table 1 are pseudonymized using subgroup-based identifiers (e.g., G1Q11), indicating the
subgroup and the contributions without implying frequency or prioritization:

a. Self-reflection: participants emphasized the relevance of self-exploration through
reflective tools (e.g., personality tests, guided questions) to align personal needs and
professional goal, for instance, “What would your dream—and your nightmare—practice
look like?” (G2Q5).

b. Peer exchange: proposed group-based formats such as “team time-outs and feedback
sessions help [. . .] reflect together” (G3Q2). These formats also included the following:

• Intervision: structured peer mentoring in small groups with institutional support.
• Tutor sessions: small-group discussions facilitated by senior physicians.
• Feedback groups: platforms to address professional and personal challenges.
• Team counseling: workplace-specific discussions to enhance professionalism and

error culture.
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c. Mentorship: participants advocated for structured mentoring relationships between
junior and senior physicians. Mentoring was described as a mutual, voluntary process
involving goal-oriented coaching, with clearly defined expectations and the possibility
for dissolution by either party. The primary focus was “meeting the right person” (G1Q3)
to connect on both a professional and personal level.

d. Role modeling (see Section 3.6).
e. Courses: structured educational programs, such as the online Yale Science of Well-

being course, were cited as valuable resources for self-directed wellbeing education.
Leadership courses are a valuable resource to “help people [. . .] to step up and [develop
confidence to do] what they love” (G2Q8).

f. Workplace interventions: on-the-job learning and a supportive work environment
were identified as essential, because “[a]good mental health [was acknowledged] as more
financially attractive” (G2Q12). Proposed interventions included the following:

• Cultural, musical, and physical activities.
• Childcare services and flexible working conditions.
• Mindfulness exercises (e.g., daily breathing exercises).
• Working wellbeing models (e.g., “the GoogleTM approach, which offers cultural,

musical and physical activities at work” (G2Q11)). This refers to a reinterpretation of
the workplace.

Table 1. Categorized learning activities, given by the participants. Abbreviations: G = focus group
number (G1–3), Q = quote of participants (1–13).

Category Suggestions on Learning
Activities Sample Quotes/Opinions

Self-reflection Self-personality tests,
reflection questions

G2Q1: “Implementing personality traits into the curricula”,
G2Q2: “Find out what are your strengths and what can match [with] you”,
G2Q4: “What do I need to [ful-] fill my needs?”,
G2Q5: “How would your dream- and on the other hand your nightmare practice
looks like?”

Group
exchange

Tutor sessions,
team counseling,
Balint groups,
feedback groups,
Intervision (peer mentoring)

G3Q1: “share and reflect”,
G3Q2: “team time-out”,
G1Q2: “to discuss about working- and non-working-based associated topics”

Mentorship Senior/junior GP
mentoring programs G1Q3: “meeting the right person”, G1Q4: “making a good connection”

Role modeling G2Q5: “Tinder for GPs”
“job-hopping”

G1Q5: “matchmaking”,
G2Q5: “Senior GPs present themselves (. . .)”,
G2Q6: “different types of role models”,

Courses Yale Course,
G2Q8: “Leadership courses”

G2Q8: “Help for people to step up and what they love”,
G2Q9: “Not for everybody”,

Workplace
interventions

Cultural, physical, and
musical offers
activities besides work,
babysitting service,
mindfulness exercises
G2Q11: “GoogleTM approach”

G2Q10: “The facilities need to accept and facilitate non-working activities”,
G2Q11: “Google and Facebook provide those activities”,
G2Q12: “Good mental health is also financially more attractive”,
G2Q13: “Important, because most of the people still with their thoughts at home”

3.4. Perceived Benefits and Challenges

The reported benefits (positive outcomes expected from the proposed learning ac-
tivities) included increased self-awareness as key to personal and professional growth
(G2Q14: “finding yourself, reflecting on what you want”, G1Q7: “knowing your character”),
stress reduction (G3Q3: “identifying what gives u stress”), and a supportive work environ-
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ment for staff retention (G3Q4: “[. . .] less drop outs”, G1Q9: “How to express ask for rights?
e.g., having lunch”). Several challenges were noted:

• Individual preferences (G2Q16: “[. . .] subjective, not for everybody”, G1Q10: “Some
people find it hard to express problems”).

• Workplace personality mismatches (G3Q5: “Meeting the right person”, which can offer
personal support, “[this] is key to avoid mismatches [in the workplace]”).

• Time constraints and prioritization at work (G3Q6: “too much work, no time”).

3.5. Conditions for Successful Implementation

Participants agreed that wellbeing-related learning should be embedded meaningfully
and sustainably. Key conditions included the following:

1. Attitude and cultural shift: promote openness and reduce competition; emulate
supportive corporate models (G2Q17: “attitude change”).

2. Time allocation: mandate protected time for wellbeing activities (G2Q18: “more
time needed”).

3. Individual choice: offer a modular “toolbox” for personalized wellbeing strategies
(G2Q19: “give opportunities what you can do”).

4. Curricular integration: establish wellbeing as an explicit, standalone competency.
5. Coach training: educators should be equipped to support junior physicians (G1Q11:

“train-the-trainer”).
6. Intergenerational responsibility: senior staff should model wellbeing practices.

According to these conditions, most respondents (57.9%) favored guided wellbeing
activities; fewer preferred traditional (33.3%) and self-directed formats (4.8%). This quanti-
tative preference is reflected in the qualitative data, which highlights the need for structured
support, facilitation, and protected time when engaging with wellbeing-related learning.

3.6. Role Modeling

Role modeling was identified as a desired learning activity and a crucial element
in shaping professional values and behaviors. Seventeen of the nineteen participants
(89.5%) emphasized its importance, describing ideal role models as empathetic, honest, and
capable of discussing emotional and work–life challenges in clinical practice. Effective role
models exemplify both personal and professional wellbeing. Proposed strategies included
the following:

• A matching platform (e.g., “Tinder for GPs” (G2Q5)), based on personality traits, is
intended to “[make a match]” (G1Q5), helping suitable role models to be found for
every GP in training.

• Exposure to diverse role models through job rotation or increased visibility into role
models’ lives. “Job-hopping” as a term was mentioned by participants, describing the
purposefully high volume of job changes seen in the younger generation. However,
here, it aims to provide the trainee with a larger variation in perspectives on how to
have a fulfilled professional and personal life as a GP.

• Role modeling should be implemented via authentic interactions, emphasizing the
mentor’s lifestyle, values, and career decisions.

As one participant noted, “Meeting the right person” (G1Q3) can make a crucial differ-
ence on how trainees internalize wellbeing practices.

3.7. Online Stakeholder Consultation

“Community members” reviewed the data for credibility and confirmability. In the
first round, 94.7% endorsed the ideas as valuable for future research, with feedback empha-
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sizing flexibility and individual choice in learning activities (Q1: “(. . .) ideas recognize the
different needs of GPs and the solutions offered are pragmatic and underscore the impor-
tance of flexibility and individual choice”). One respondent suggested a “mentor database”
for matching mentors with trainees, as an addition to the “Tinder concept”. Codes were
revised based on feedback from the online stakeholder consultation process. In the second
round, all participants (100%) approved the results. A medical student emphasized the
need for a supportive environment where mistakes are viewed as learning opportunities
and called for a cultural shift to effectively implement wellbeing in the workforce as a
lived experience.

4. Discussion
This study explores the perspectives of trainee and early-career GPs on learning ac-

tivities related to doctors’ wellbeing. By utilizing participatory methods and community
member checking, the study gathered diverse views and collected innovative ideas, such as
“Tinder for mentors” platforms to help young GPs find suitable role models. This holistic
approach is particularly important because it links personal wellbeing to wider systemic
outcomes. However, several limitations must be acknowledged. The list of learning ac-
tivities is not exhaustive. This paper should be viewed as an exploratory contribution to
ongoing discussions on medical wellbeing education. We acknowledge the potential for
selection bias in this study. Data collection occurred in English at an in-person conference
in Brussels, resulting in a higher proportion of participants from Belgium and neighboring
countries. It is important to acknowledge that general practitioners who are highly engaged
in their professional activities are more likely to participate in such initiatives. The self-
selected sample limits statistical generalizability and may overrepresent positive attitudes
towards wellbeing and related educational approaches. This observation is an inherent
limitation of participatory research. Although participants represented multiple countries,
the sample size was limited (n = 22). Online community member checking expanded the
range of countries and opinion leaders. Broader discussions at several WONCA events
and through various EYFDM channels helped mitigate this bias. The inclusion of new
participants in community member checking, due to the participatory involvement of the
EYFDM group, may introduce interpretive variation and affect analytical consistency. De-
spite triangulation and validation procedures, interpretative bias remains in the qualitative
analysis. Participants were treated as a single community (EYFDM), and subgroup analyses
by age or training stage were not conducted.

Relating to affective competencies, communication education has evolved through
methods like patient actor simulations and reflection exercises, becoming standard over
time [27,28]. This underscores the need for a similar shift in wellbeing education. Partici-
pants expressed strong support for the integration of wellbeing into GP training, partic-
ularly through allocated time for engagement rather than prescriptive learning activities.
This approach encourages educators to prioritize wellbeing as a learning objective. A
“toolbox” of activities was proposed, reflecting previous findings that no single solution is
adequate [18]. The literature supports the participants’ view that mentors and role models
play a crucial role in fostering physicians’ wellbeing and benefiting their health [10,29–31].
Participants emphasized the need for positive, personalized mentor–mentee relationships.
Given the responsibility that mentors bear, it is vital to equip them with the skills needed
to fulfill their role as “active coaches” [30]. The necessity for the integration of wellbeing
results not only from personal need but also from its impact on patient care, workforce
engagement, and performance [32,33]. Participants referred to examples from other sectors
(e.g., GoogleTM company) to illustrate how organizational approaches to wellbeing, by
offering free-time activities at work during working hours, may interact with productivity
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expectations [34]. The literature reflects broader concerns about balancing productivity
with genuine wellbeing support. This phenomenon can be exemplified within the medical
field through the concept of a learned culture of sacrifice for work, which young doctors
have been taught since university [35,36].

This study provides exploratory insights that may inform conceptual discussions
on the integration of wellbeing into GP training. The proposed “toolbox” illustrates
flexible approaches to wellbeing learning, allowing trainee GPs to choose the methods most
relevant for them and ensure that time is protected for wellbeing during training. Mentoring
and role modeling emerge as central strategies, underscoring the need for collaborative
efforts between early-career and senior GPs and educational policymakers. Formalizing
mentoring systems, including the development of innovative matching platforms, might
help address the unique needs of new GPs and reduce issues like job-hopping linked to
inadequate support. Future studies should evaluate the feasibility, effectiveness, and long-
term impact of the proposed activities within national and cultural contexts. Especially
regarding the role-modeling idea, ethical and practical considerations such as privacy,
consent, and professional boundaries will need to be carefully addressed in the design of
any future programs.

Additionally, more granular research is needed to understand how wellbeing needs
evolve across different career stages, enabling the design of more tailored interventions
and ultimately improving physician wellbeing across GPs’ professional lives.

5. Conclusions
This study highlights perceived gaps in the integration of wellbeing into current GP

curricula, demonstrating its potential and revealing young GPs’ ideas for its future im-
plementation. They advocate for structured, mandatory learning activities and a cultural
shift that prioritizes wellbeing alongside clinical skills. They also call for mentoring, in-
stitutional support, and a change in professional attitudes across generations. Proposed
solutions include creating a diverse “toolbox” of activities, formalized mentoring systems,
and innovative tools like a “Tinder for Mentors” platform to help early-career GPs find
suitable role models. The creation of GP-wellbeing role models requires collaboration be-
tween early-career GPs, senior GPs, and educational policymakers. A holistic generational
approach is essential to drive improvements in wellbeing training within general practice.
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