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INTRODUCTION
°

iii

O

The past decade has seen unprecedented interest andactivity

in continuing education for all professions. .NweehOs this activity
4 it

been greater 'than in the fipl'd ,of health sciences: Healih sciences

centres, voluntary 4eElth agencies,Iprofessional societies and govern-
s,t. w

ments are jUst a few of the agencies who .feel a responsibility in'this
4

'The,professional educator is now an integral part of the protess

.and provides expertise that was lacking in the past. Medical schools

%increasingly recognize their respeinsit'i *Icy for continuing education so

it is less frequently treated as a °tor ielative of undergraduate and

3 ',

postgraduate education; Much needed researchis being undertaken, and
.

.t, ,1,..,

searching questions are ,being 'asited'4,- T4-idpa of- the continuum of ed-
r . ,

ucation 'is accepted and curriculum committees are addressing themselves
\ ,

to the task of encouraging lifelong learners through curricular modifica-

tion. Admission committees are'addressing.themselve to the selection \
rt.

f Students with attitudes Conducive to selflearning. All this activity

.

has led to an increasing, volume of 1Verature,which the authors have re-
.:. ,

viewed and analyzed in a way that will prcive most helpful to all thOse

.

10.th ap interest its continuing educetOn.
,/.

upi'versi

December

,

ty of Biti6,.folumbia.
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CHAPTER 1

PROIANUi

1 11,4ic

4

One of the most conspicuous and indeed alarming features of modern

life is the rapid growth, proliferation, and diffusion of knowledge in-every

area of human endeavour. This is having an impact upon individuals and social

institutions more profound than one can conceive or readily accept. It is

producing changes that erode cherished myths about education which destroys

personal and institutional security.-

Individuals Can no longer enjoy the security that is based on levels

of educational attainment for new knowledge quiCkly makes past learningV
W,

obsolete. The higher,the original level of educational achievement,i(thOkoka

,

r 07 A i.
. .

quickly obsolescence ocurs; consequently, tht several professions are diore
v

significantly threatened by change. At the same time, the accepted roles of

,,
-. ..

social institutions are undermined. As new knowledge permeates all segment

of society it altersqthe function Sand. purpose of each institution in its

.4

relationship to others and CO society in general. The firmly entrenched instl-
. ' ,, ,

,
.

:

',. tutions are most threatened since their security is' based On.traditiopal

77 :I I'
. responses. to proble4s'.which new knowledge has made obsolete. ';'-gr

, - ..:' ;:-" i, '"
T

To'sUrvive in a changing c4orld, both i4dividUals and,i4Stitutions must
,,,

0
continue to learn. Such learninedoes.occur but as DeCrow* has noteld, much

,

N
of it

...is happening unintetionaily, largely dhobserved,'and without

the slightest cons,cfcid'Ai tion. It is happening of necessity;,'talmost a$ a reflex motion society'Oapplingowith social forces
which are remoulding a nation} Ito confront the challenges of a raps ,y ..

changing world.
, : Ali '

. .

.1

. ,

, 4
* R. DeCrow, "The Scope of Continuing Education.",-Contin Education,

(January, 1969) pp. 5 & 9.
0.



; *Ihe several health professions are just now beCd*u* aware of 61eif

2

1

yrut'learning cannot be left to chance and without "...the slightest
I ,'.,

conscious direr,tion." There is too much to be learned, too little time to
,0-

Ae,
. , ,le it in, and too manyi.distractions in the mrork-a-day world to.6nsure

_ s
/. , 7,...

i
.

that the learning reqUired will be achieved. In the past,.such learning
-t '7

, .
1 ,

to keep abreast of new knOWIkdge was thought,to-be an individual responsi- '

7
. . -,

bility but few.individ 1S'accepted that responsibility) -so that the majority

became obsolete and dysfuN n4ional in a changing society.
r i

Consequently it

-.P'4" v
.'

.

s.becoming increasingly obvious that continuous learning, is. responsibility
T.,

that must be shared by both individuals and by society. f

Some individualS,and institutions have accepted this responsibility

A 6

for continuing edudatien more readily than have others and over a longer

period of time. Adult education has been an integral part of society for

centuries but fprthe most part it"bas existecioutside the institutional

structure as an activity of individuals concerned about their own personal,*

need for syStematic learning opportunities or with a philanthropic concern

for.the'needs,Of others. If is only within the. past century that educational

,tnstituL'Ons' have begun to accept a responsibility for continuing education

,
I..hut not yet to the extent that it helps shapethe self-image of the insti-

and function in society. At'thefoment,-adult education is
,

still largely a marginal activity.
= .

. i'C',..,;.,s,

[.

.role and responsibility for the continuinfeducation of their memhers.
1.,'

l.

FoAhe,mat part this has been forced on theM and accepted with some ---

reluctance through -fear bf losing control of their own destiny to other
, ,

forces in society. In implemelkting this newer responsibilityithe health
,. ... 4-

professions have not MOM-1W their traditional perCeptions o
7
f.learning

.1



4

4- 1 ,

4' I t)
ield. Research is producing new knowledge in the health field at an un-

a

'CC
3

, . . p-
.

and education in light of new'scientiflic knot.ilq4ge ab2qt adult eduCation
.

.1/7r'

. 5 4,

sb that their continuing education program.do n0eusually achieve the,
. .,

, -

.

, ..... -
v . .

%

learning and changes-in behavior
.

necessary.for improved patient care.
,...4. 4 s

.-

THE HEARTH PRaESSI9NS'4 ,

-04

The scientific and socio-economic fadtors accentuating the need°

for continuing education iti the health professions has been well documented

in many, health manpower reports and by numerous leaders in the ealth

relenting pace. Science has made massive strides in the understanding,-
)cure, and prevention health, so that life expectancy has been'iriereased-i
two-fold. 4At the same time, it has become.increaeinglyapparent that new

and better means must "tie found to hasten the application of new knowledge

for the improvement of health care.

An increasingly informed public awareof newdiseoveries'and de-
..

manding them has accentuated,the need to hasten the spread'and use of knowl-

g.
edge. Higher education and 'income levels; as well as expanded coverage by

. .

4 '

health insurance schemes is shifting the role of the consumer as 'patient"
.

. .4k . . .

c

'to that of 'buyer' thereby strengthening,his position to demand more and
,

1.

better health services. A'growing egalitarianism now views health as a

basic human right which should be readily available to all with equal

quality.

f

In response to 'the ch nging nature of publi\e expectations;7upiver-

-
sities and professional associations, joined by hea th service agencies 4nd.

' /
,1

sr



4

/

*#
a.

institutions, areattempting,ID-feeventghsolescence by increasing their'

r
involvement in continuing .education. Although someinterest and activity

4.
,, ..

in continuous learning has lo/ng beenthebcondern of some individul,mem:- . .. ,..,

tilk
hers of the, health p99.gesslOna, it is' only within

A
the-past decade that

, ,., r . ,./
9 A 1

.'' professional group's4haNie concentrated their attention upon the.provisioh ..
I i r

. -

of systematic educational opportunities for all the professions.

In spite c this rapidly growing interest and 'concern it is
. .10

.

..everywhere apparent that continuing education is a reapbnsibility not'
. ..

.

yet discharged satisfactorllywor adequately at all levels, Moreover, as
1

.1.,::noted by Houleti , "
.

,g

..even more ddsconcerting-ia the expressioh of a
.

groOine public
hostility toward the several professions beeause'of the alleged
incompetence or self-satisfaction of their individual: nmbers,
faults which better continuing professional education might have .0

-lheped to prevent., ,

.

.. .

Although the ease is not clear, the view is .expressed widelWhat
.

continuing education.in the health sciences suffers from a lack of;clear
. 4 . .- V

. ,s . -

purpose, an absence of profesgional interest, and ipcompeten0 in 'the

prov,ision arid conduct of educational activities.' There is also widespread1
/0 . ., A- .

.

P 'e 4 . .
the impression that programs are ad hoc or piecemeal insteadof continuing,

A -

and-designed along the traditional lines of youth.educatidn rather than'

4.,

I *

taking into account that the potentialparticipants'are adults. n

Whatever the crux of the problem,-the,general'eopsensus is, that

4,4

"1 AL

.:
.

pretent programs have many shortcomings and ,that newer and more effective ..,

/ /.

approaches must be found, Recent government reports:'recOmmending that
J,

, o

P01. ' , .
.

.%b ,
.

.

lc. C.0.Hdlile, !lo Learn the '°"To of Noah America,' .

I' ,54: 5 -17 (January 100),
--/r" 4 4

4i
,

d .... i
---/ llo

a

4

11,

13
4 i



5 . ,

,"...professional associations explOre the means whe;eb continuing ed-
.

ucation,catild be made a condition for practice..." have added a new

sense of urgency to the task,

NEW DIRECTIONS

, i t
. ,

At present, programs for continuing education in the health

professions are constructed largely the'model of academic pre -pro-

fessional education whIch is controlled exclusively by subject matter

and conducted prima ly to disseminate information. This approach to

learning, stems from the prior educational experience of hose planning

the program as they generally lack sufficie't knowledge a out adult

learning and instruttion ta do otherwise. Furthermore; as a result of

their prior experience In pre-professional education, those for whom

programs are planned resist educational activities that violate tradi-

tional conceptions regardless of their efficacy for learning. 'Since the.

traditional approach to education is not fulfilling the need, continuing

eduCation for health professionals must seek new directions.
. .

r

1 4
In order to design new directions, it is necessary to examine /.14

*/'
t

existing activities in continuing education. This review, therefore ,is
o

k,
a summary and analysis of the.literapre on continuing education in ge

health professions from 1960 to 1970 in order to provide a basis iosseek,

new directions. By studying existing patterns of education for the,pra-
I /

fessions it will be possible-to avoid earlier mistakes and profit. frfail/r

prior experiences in designing functtonal edttcational p
i

rograms. ;r[`

3-;

e,;f4
If

.. ,

" 4,
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V

I '. -
-1.7.1.:',4 -% 'a . \ \N

1 :'t) "4 (^

-F.7... '1 . ,

' -
* L. - ^.. r- ;'.'1; -°_ ; '"" ' 1...L.,. ; */ 6 I

Nt-Ontintring' .
7. * -* \ V V ., :.1-%.: *, a .', \ .' V., -Ai .f.,,be;lie-atf"1: science-Eli Spine -de kiniftions',Are hrtritd1

/ .
- - .).. r

_cle;e'at;1 on' following the tomqet ion of Prihrares sional prOkr4b1S. id Iniaer- ,
.'. ,,,,,,.,../, : -- - ',4",,,vy-:- . T. .., . . .:e, , , , ,c,...) .

gredtate stUay. In oilier cases\, the terni.4A-d-efittet-i1.--a2Vg.i7 ree-t`ricr.ive ', .-
.--.t . rtl, ' -- .-.., - .,.

... ... -.,..:e. ...:;, - -:. :. :' ,'1; --..N. __.- -7-::-. -.7--- . . . , .1.

stilse veo apply only -;:o...triloit refresher--type- tour - seas.; t-ii:-E o.ttters-;-us-e- -: - - -
4,1

.7 . 7 -
) ,i "/".' 1 ' "."- : 7."--,-- --:-; ' .,:' ii ---:.;,.

..'ttie term as a Synonalf_of adult education to include aatA4-ning..sctivities ..--

:,'" ' A ' : - - .. '. . ; . '--,,: '.. '77 --: -=
...'l (. , , , .!"-:-.!-- --;. v.,: ,..e,

i, which 'contribute tti gere-onal growth and devel6i3in'ent....%%:'/ - ---:.-----'--: -71:1il''' . J.;-
.. i: ':, : i' .- ",

/ % "."' - c .,:,-; '2 I.-. 7. 1.:, ,. .1) ; i
As used in thie,'reviewo continuing education trAc,ludO'S'',any edu.=, y :.

..... 1 , / ., ::., - , .

. , .

.. ,rational activity for heelth, 'professionals "...through which"..soliportuntige

for systematic learning are provided". Thus, any plannedleerning expe4---
\ :: ' .ence is-' inclided, in this term and, these range Ir.oiiiforrnal courses through

..-

conferences, conventions, institutes, or workshops, to clinical trainee-. .
N

, .
-ship' 'so long 'ab.they are conducted for practising professionals and are

4stematic 1:arning activities. /'
.

: - . )
1

, Iatructional devices 'suph a4 recordings, films; television, 'radio
.., .t ,, // - ,

1,4 r programmed instruction are, also included in ads review where approprioe.'
. . ,

, ... .. ., .
;For the most patt such devices are used principally as information-sources;_/

f - I'/ ,. 'I.
' I, 1

. to aid in self- instruction, or way'51Of extending`- range_of an
,f

include
t-,12 :. i ' 41-4if .1.., , , f . .

widely dispersed partiCfOgAi -.;..i

'.'f-N--4
* ti ..! ' \'',c/4

course and o ram,are 4sedinterchangeaoly (h this

',' I

r

. ,
,

tor to

,/ The 'terms
/review and ref

r

sPecific

./
t

r

;"4, VA'

1

inStruc-

;
to those learning activities ,*iich are designed-to achieve

instructional

I

objectives within a. specified :period of 'time.

4

1 5

F

1

-

/

;
1 'I

:1././11 r ,r`
../ '

-
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5-* ^-;
1- ;' ,;.,/ ; ? 7(

-)sr single inst-ructighal event such

be a ,sequential series'

.. '

..

'11 ; .ting.;or p is;ne flay nstitute, or it, may

as an

; ,* N

. F _OE ,otcitri trig regularly- over a: period, of Vim

.

-'% t
;

I ' The terms method and. tectinique .arejgefieral
.1 ,

e.
I.

ly used interchangeably
t .. -, , t

in* the literature Zgithout specificatronpirAimethofl is ,a way of organizirw
. .,._. _

, 1 ,-
, c :7' . ,.-/ . I, ../

,pax,t.i.c.i\pants for the purpose of citliducting a learning aetiVity and kay ,
-:,- ../. , . ._ /

fricialde Certe\sp_ondence stUdy, classes, workshops, ward roA,..4S, or,'cl'irViiCCSII ;
--: ''':,: '..- - : , ,

---.... .- . . .. ,". ' '
...-- ... , / '

nc, identifies the behavi;Ors-,!.......

/

traineeships A. technique 7_ on_ the other
. ,...

. - . :. - ,that occur in the_ instructional situatidn ich are intended :to hrip--tn- _

. 4. - .,-
.(41..; / ;:- . - / --., .

...participant' leers 'afild includes such things as the tectu,ce,.pttnel- Symposium-,,
Ai._ '...--- 4' ,v.....---- ,- . ._ - _ - ' ' -- ' .. (5 ,.,-- (.-

,-
- :

discus.sion, ,aergon-St.Tation--and similar ,-ac 1-ons. -
, .4 ..,,. . '

-",') __,- 14.--,..41 ..-/- -: .- . ...r. S " t 0 , .. . 4 . --- _ i-..., ......4.., ....-

Leg:eraWA is used her pc? identify_ the process thro_ugh="1:4111cliarir-----', -'
....,;.--- J. , i. t- ; ,s,..; % .:.

..,
,-4. ... ., -

individual':acquir es e i 17e14.capabi
,.:-.:-..-:-- L- . , .' . , 1

_ ..;,:- .-.:-..--- _., ;
-:. 7:- -` ..,,

change i n b
- ,

e
. ;

? a v i O r r y
-
s i

- -
i t i n .g f ram ier.

-

i e nce
- -

u c

-

-
h s a.---

-

c,-- f- u ir, i. ig
:

ew informa-

tion, neW..skill, or an ,&ititukle.. : '

- ,
.

. _

The.' term :Instruction is :used to 1-den:tiffthe'aCtion<"of an agent, ,-

.. . _ ....-

-- --',. 4; --.7 ,-.:1

.
. .

., -. _

who desigii,S Anemanages a learning activity in order to achieve_ greater
i .- ; ; L ,

_. -

-
-that is a Ore -les§ permanent ' . .

t's

'success ;I-earning.

I .

-
.! § i : LIMITATIONS ,

' '
.' ,. , '

e . ' ' ,' , g -

."!'''' 4 4: ;
-X I ' .4' ir

1,.' ,". I If ., .. , - -- - -... --
09.,s review, is primarily concerned with basic-. progranr-development-:.

: ,
if. 1 1. 7

' 1'...-. _ -
,tOt oittititiing education. in the health,' pt.OfessiorTs'. Most of the literature

. 'I it!: 0: - t ,. ',..-,--.. -
_ - - -

- --.,----',- - 1 '. ` 1reviegad`fias been descr4tive in nat4if.e_povering a single: program or- a survey
,... I ,..; : ,:v 1 ,, , .: ,, ,..; , - ,.:." , . .., _ 7.. : . , -.. ,

..,..., .

---,,,` olf.-priikeain....activ#1:.es. iThere 'has been very -little- done in the way of Sfti)3,7-.,,
...,:-.4--;.::: __:',7" '", i 1 - .

i` ' .

1,1'. ............ r ...,:1, ' a .., ,+,,.r

- .
. ;- ,-.1.....% -.-- t---_,),......--:7-,' - -... ,,, -_:,

L. 1,;:ri.../......-,`-i-,-."7-.."---:- 7 .,. ' :,, :} -- i ,-.... .;' .- ,,. - - . ..; 4.-iv , `I ` L.^.
. ,

, -.1- IS. e ' ,,,,,. ..r.,....-A

. -,. .e$' ' i 1 '''' :I t i? 1 , 1
! 7. ' 1 .. t t I 1 . ..

1 f
,.--c ,

:*
'

.
Y ' ' q 1 : i y , i ,.-

4

2--:- ".''" 4 . 1.. 1-; !:-.,4 i
::-4 - -1-i-''';.'2 .1' ,:i '...s., 1'4

.,

;41

-4

t

A1 ;"
4

N "I'
4



-',.:" ` ",'..:,.4 ; -.:,V.','`

'.1..",/ l' '..1 ,
) 4.TIr 1..", f l , i 1!.4 i' it:,., (,%).... Zp ; * . '

' . I ". 'RV l' 7 ,..,1 44 ii ' ; Itl 4. r.., -ir- ,

' , .4 ''r...4 . s N', 's ,, ,..'''' %,itantive research and, suth as is ailable oftelails to ,satisfy the.',,, 44' : i
,.. / " %

..
- rigorous canons ,o£ social C.ierit6 so' tha ere- laliitsili- valid,ity, 'or

'14

' .

. . . % 4.'; , re-liability in thetheta or' conclusions pres1,-t,ech perhaps_ i_ f it accom-
b . . .,, . .. --,- ' ,\ ' -

r p4,, e& other useful purpose, this review -may-rimy spu., th-e-seyeral Aoko-,
,.,

.. ...s..--_-.-`,.. :- - rl.1 .

,. ., 4, .'
, .fressieino\to engage in te_varch that , is frictional in _answering Ehe-man-y ::-_.- -I.-- 77,:- z,, ..., ,

,
.

, .
_

1 , p' .''' .1 i ='., 4 " - , \ .t..... .i 4' , ,c, :
.. '...... . ...." .. :\ ' .1?rob A OS [J.Iientified in tile 'literature . - .......7"\----;-.---.:-.-.--:.-_,,

. /

: I ''' 1 '''' \ ."
. I .14 . fil : ' ix ..-. I '' .......

". ---..--2.,
... , ,

r......75; i ' , f: I" e ..

, ' t
, ,,

-\ ,

3

./

. . it
-%,

t
4

t. . r'%:;''' ,
%,/ : i

N%, . , , . i ,
.

.. . . 1. (1'
4 (i

1

% ;1 . ' p 'ie.;

V ' '.

(0.

17

,1-

4

.
a



Si

CHAPTER II

, THE PROFESSION AND CONTINUING EDUCATION

O

An'keeping with the rapidly changing nature of science 'and society,

medicine has undergone, and continues to undergo many changes, all pf which

'must be reflected. in educatipn.,at all levels. In both Canada and, the United

States the number ofptive physicians has been increased over the past
t,

S 4,

few es,.but this is,offset by the fact that the number of patient

seeking edical 'care has increased proportionately .(171). (243), Moreover,
'

. -

despite the immigration of foreign doctors to maintain what is considered

to he an optimum'physician/PoiLation ratio, unequal,distribution and

lizaeion of.physician6 has.create a. disparity between demand and supply

(171).

. r -

k

PHYSICIAN COMPOSITION AND DISTRIBUTION
tiS

An analysis of medical manpower in the United States reveals th
°

s
,the number of-physicians employed in,teaching, research,vadministration; andi" °: .

-A. ;.
-.....

-
. ,

.

.other activities unrelated to direct , patient c'hre, has beenincreasing in ..
,.., i' ,

. ,
,

,,.,.,
.

.. --..... s...,,re9ent decades while the number in private practice is deaining (171):----:::.,
. . / !/ ./i,

..---0hanges in the pattern of providing"Medical care haVe'als6 occurred -: -:-

.1
vok

ithin pr$ ate practice. 'In the United:States, the number of general prac-
/.1 , /

,- :*;//titioneWdeclined'from roughly 50 pere,ent of the total number of physicians/ e . ,.a, ,, 1 .1,

, p: 4!
..i,' e /

a c.

.: 1 --/,',:'
A

,
1

p
' :i / * 44.used in this study, ,"General Practitione refers to,those M.D.'s,with

,
1 f , 1

1 ./ . .

I ! nOppecialty training and/or those with some ecialty training, but whof.
' aitnot board certified, acid who do 'not' limit heir practice, to a single field.

4 1:7
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in 1959, to approximately 31 percent in 1967. Currentsinformation on

physician manpower in Canada reveals a similar trend. Whereas in 1965 17
.

4

the percentage of physicians in general practice was 67 percent, in 1968-
. 4

the figure had dropped to approximately 54 percent (243). :

0

Since some of the services formerly provid&I by general prac:7,-

titioners aDe being redistributed among the specialties, and other health

workers (92) (134) (195), the implications of this changing pattern are

not clear. Neveftheless, most reports stress the growing concern of both

the public and the medical profession over the declining, numbers of phy-

sicians in general practice, and many authors (96) (195) (257) reiterate

a

'the recommendation of the Millis report (163), thai a new type of general-

ist he .p,repared, who has graduate training im family medicine.

Of equal concern are the wide regional, differences in the supply of

ph);sigins in relation to population. Doctors tend to concentrate in the

larger-urban \areas and it is estimated that over one half of all actors

c

are presently practising in communities, with populations in excess of

100,000 .(257).' This disproportionate distribution is also foun at

estate and provincial levels, varying diretly with the per cap ta income

endthe,proportion of the population in urban communities: Thus,. pile the
.

physician/population ratio in Canada in 1971 was 1:723,' British Col hia

has the most favoUrable ratio of 1:638, followed by Ontatio,with 1: T

and Newfoundland with the least favourable ratio of 1:149.

Work Patterns:

A number of recent surveys (127, 232, 242, 257) disclose that

physicians average a 56 to 63 hour,worl week; of which roughly 80 percent .

.43t.

1 ,
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is gent in direct patient care. The remaining,20 percent or less of ble

pbysiciant,itime is spent in office administration, contint:ing educatior0

medical society and hospital meetings, research and/or teaching. Contrary

to the popular belief that offi:Ce practice is decreasing, studies reveal'
2_

that physicians average more than twice as manY,patient-physicIan contacts

Or9ughofficevisits than theydo through hospital visits (16 127, 242).

,While generalizations cannot be made from the limited data provided, most

authors agree with Somers (232).:that "Ohe ,limit in the doctor's product-
,

ivity we have almost surely reached...the number of hours that he can be

4 exRected to work." ik

Changing Patte ns of Practice:

Group ractice, which brings toget'her, generalTractitioners and
1

,

4 4 specialists who can share their expertise, facilities, and the services

'of` supporting perionnel, is a ical development to offset the frag-

.°'

4
f4A

mtentation of care resulting, ftotkincreased specialization (163). Such

arrangements should also lead to the sharing of on call time, thus lessening

the lengthy work week of physicians to some degree., Despite these ad- ,

vantages,the adoption of gioup practice has ,been relatively slow iyi both .

Canada and the United States (195)-(232). Moreover, there is no con-
.

elusive evidence th'at groUp practice does in fact improve the efficiency

or effectiveness of medical care'(171).

F.

On the other hand, the major development in the organization of

medical practice has been the trend toward hospital' based services '(232).

Without elaborating on the netkre of this trend, it is worth noting than

there has been an increasing number of articles and reports reflecting the

"C.; 45
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growing internal as well as external contradictions'of the medical care

system. There are many comments about the inequities In hospital-, priv-

ileges, inte'professional stresses and strains, and the sparing costs of

0

hospital care (183)'(196) (232) (243). Furthermore, it has been said that

the hospital system is more'produder than consumer oriented, and that it

has been so busy "keeping 4in step with medical advances, that it has lost

Ystepkvith the medical needs of the cOmmunity," (232) (252).

The charge is heard increasingly tha't while medical science now

has the knowledge and technology to promote effective "health medicine",

* k

the bulk of`medical practice is. disease or cure oriented (195) (243).

As-indicated by the Task Force on Health Costs in Canlda (243) "more- than
o

95 percent of health costs are spent on hospital and medical care services,

the'treatment component, while public health'.and the preventive aspects

constitute legs than 5 percent. 6

The Report of the Committee on the Healing Arts (195) defines the

'problem in concrete terms:.

This is not the fault of the 'individual practitioners: -most are
already. overworked in proyiding curative services. It is the
fault rather, of a health:system-in which Medical schools have ,4

failed to emphasize preventive health....and in which the rewards
in income and professtbnal status are relatively lower in this
type of work than.for other aspects of medical practice. Further-
more, and more importantly, the system is ill organized for,the..
provisioh of comprehensive health care...The medical technology
is iliaw-glided among poorlrZO-ordinated groupings,of pratti-
tioners'd agencies, specialists, general practitioners hoSes
pit#1s, community services, and public health agencies.

The iSues
4

and problems of the medical care system are enormous y
gs
, .

complex and will not soon be resolved. At the samettime, as noted by

Storey (237) "any attempt to improve medical practice through Continuing
,,

education must take into account the existing system, and relate effective

f'

,,,, ' ..

education to that system."

9
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NEED FOIVCONTtNUING EDUCATION '?

't

Three discrete phases of eduCation are distinguishable.in the

fieip,of medicine: undergraduate eddcatiOn leading f6 thelM.D. degred;',
7

graduate education.coyering the4nterneship, residency, or other...full

time study leading to advanced academic degrees or medical specialties;)

and-continuing education, comprising those activities engaged in by

practising physicians "both torefresh the individual in various aSpects

of his basic'medical educatioh, and to inform film of new developments

In hia owni'and related fields of medical practice, but which do-not

#

"lead to any formal advanced standing in the profession"' (51). This

third phase, frequently referred to as the "last undeveloped frontier of

medical education," is the concern of this review.

The problem of keeping up Ifth the research revolution is par-
v .

.,

ticularly acute in medicine where new developments are occurring, perhaps

more rapidly than in any other'fie14. .Ttle physician is confronted by ever

Aa -

Dicreasing demands of a busy practice and by the omnipresent threat of

obsOlescence,

and time , its

this investment are now being questiOned. Manning (145) and q)ther's
,

, ki
s

(86, 194, , 275) estimate that only 10 to 25 percent of the,practising
,

,.-

physicians-tengage in continuing education despite the multitUde of

\ ..r" .

opportuni ils available to them. To what extent the quality and tech-
.

.
4

piques of,OoatOaduate medical education are reiponsible for this

seeming dlsintetest is unclear, nor is it known,how many of those

physiCians who do participate actually benefit from the programs o /fered.

22

a



6-

'

6

/.

Although much has,been written abOut the nature of the problem there is

insufficient reliable data to understand the problem.

1

Continuing education in medicine is not without its landmarks.

Indeed,,most of the problems being debated

coniidered to be AsT or revolutionary .have

and the concept currently

been recognized aid documented'

in a number of studies and imaginative reports published in the last

half century.

i

Early Developments:
o

In his historical chronology, Shepard (227)+ reports that prior
*

o°1930, continuing medical eduCation was largely directed toward car-

recting deficiencies resulting from inadequate basic medical educatio.

I.Twesnot Until till thirties, when the last.of,the proptietory schools
. ,

.

closed and gradqate,P 40.ty prograMs began to develop, that continuing

4
education came to be viewed as the'necessary"third stage lathe life-long

1

education of the physiCian. In 1930 and 1931, the university of Michigan,

,Albany College, and Tufts University, initiated planning for regional

'Ontinuing,medicaieducation programs. Dr. Benjamin Horningdescrip-

tiolfof the early Michigan program defines precisely the concept of

regionalization advocated today (108).

'11 The Dniveraity of Michigan medical schdol has accepted the
;° principles that graduate and continuing medical education,

should be decentralized and developed about the regionals'`'
an&comMunity hospitals, and that medical education channels
should extend from the'medical schools out through such

o hospitals, to,the rural physicians.

-A report by the Commission on Medical Education of the American

Medical Associivon,published in 1932 (227) noted:

4) C

a

44
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1. That the education sequence from premedical education to
retirement -from practice be looked upon brbadly ps a single
problem, not a succession of isolated and, unrelated, exper-

.

iences.
y.

2. That the continued education of physicians is synonymous with
goof medicatk-practice, and.provisions should be made ultimately
°whereby every physician will be able to continue his education:
The time may come when every physician may be required in the.
public interest to take continuation courses to insure that-
his practice will be kept abreast of currenfonethods of diag-
nosis, treatment, and prevention. t A

g ,

3. That the problems of postgraduate medical education'are 4.

closely interwoven with these opractice and education.
The great need at the moment is to secure joint leadership.
in a program which will embody the educational ideals and
methods of the university and the highest type of medical
practice.

Others repeating these admonitions and recommendations were,J. H.

Upham (250) in 1937, and Rappelye (227) in 14 who also stressed the

need for a critical re-examination of existing programs.to determine whether

they were meeting the needs of practising physicians.

A significant landmark in the histdricalevontion of continuing

medical education was a program evaluation reported by Youmans in 1935

(280). Youmans made unannounced visits to 30, physicians who had attended

his course 'Seven]. Months earlier and by using a pelf-devised rating scale

for measuring the quality Of medical practice, he compared what he belidved

to be each participant's pre-course performance against his post-course

performance. Although the small sample and crude methodology liMited his

findings, the study As important because it appears to be the. first attempt

at program evaluation using a reRearch approach. Two observations by

Youmans relatiiTe toc'the?teaching-learning process werec"..-"-...the decided

superiority of the practical over didactic teaching...,It was very apparent

v
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that the work which

patient departments

an4ltreatment, were

teacher of the phys

dealth with patients in the wards and in the out-:

or,with various technical procedures of diagPOsis

the most valuable part of the teaching," and"The

ician,student must possess not only knowledge but

also a sympathetic appreciation of the problems and limitations imposed

. on the practitioners by a busy practice."

In 1938, the Council of Medical Education and Hospitals of the

American Medical.Association conducted the-first national survey to
/

determine the nature of existing postgraduate programs. The report of

-this study revealed that circuit type courses were being 'used, in,ten.

of the states 'Visited.(191)t'' .It noted ti;t: "Under this arrangement,

one physician or a team of physicians would spend from one to- twd months

,)
3 in)a region of the circuit and then mover ton to a new area" Ind that "in-

.

residence type programs were evident throughout the countryi-One, two

week or longer, periods of bedside instruction of limited groups with prd-a,

4,

vision in medical schoolsand in'boapital for board and/or lddging, and

intimate instructor graduate-student relatidnships characterizeltilese

short term residencies".
tv"

The most direct outcome of this report was the decision of'the

American Medical Association to publish a nation-wide listing pro-
s'

grams of continuing education available, "both as a service to physicians
.

;

in Selecting courses to attend, and es an aid to course sponsors in

planning programs." While publigiltd first on a quarterly basis, it'is

now published annually as the "Annual,e6urse,Listing": This constitutes

one of the Mafor sources of information concerning t110 field of continuing

0

0

4

4.
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medical education in the United States. Thus, the deCade'of the thirties

saw the emergence of a number of very modern ideas and several .program

innovations; nevertheless, according'to Sheperd (227), edudationally

sound programs werethe exception rather th.an the rule in terms of the

nation as a whole.
t

Although a setback in the evolution of continu medical ed-
,

ucation occurred with the onset of World War II;/this is thought to
4

, . .

have had some long range benefits in that it "forced the medical schools
. ..

..

)

sand 4osOitals to re-examine dh ir programs with respect to their quality
. i . ..

and quantity, and shifted th9plajor responsibility for continuing medical

reducation from the professiona societies where it had traditionally
.

, 4
. i

belonged, 0 the universities and their medical achools"*(168)..

One major study of the early post-war which reflected a growing

concern for the r7:4 of the medical school in continuing medical ed-

ucation was the 1949 Deitrick- Berson study (45) which was a national survey,

of medical school programs including continuing medical edudation. The

recommendations of this report related to continuing medical education

Were that: 1) courses should be designed so that students Can
a

participate and their performance be evaluated; 2) courses should be

increasingly located in medical schools; ,3) medical school faculties

should be increased to meeyhe incriasing demands of postgraduate medical

education; and 4) that accurate costs should be determined.

Probably the most comprehensive and significant national study

on continuing medical educatiorf was that undertaken for the American

Medical Association between 1952-1955 by VolIan (256). This study

WI
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,04

, .

included both the producers and consumers with'infortak4on collected

through observation,atteldance 'at courses, interviewevith more than,

400 persons in programs 'of Continuing medical educatiOn sponsored by

,

dyer 200 institutions and organizations, and thrOugh a questionnaire

survey of 5,000.responses from pfractiting physiciAns. The major con-
,

cldsions and recommendations of this study are summarized as 'follows:

1. Postgraduate Medical Education Lacks Direction:
..,If postgraduate medical education is to develop soundly-,
it is essential to have the major purpose clearly under-
stood the specific Objectives delineated,°1ong range plant .

to obtain the goals, and effective leadership.

General Practitioners are Neglected:

4

...The greatest single need in this field 't
and better refresher courses for lener etitioners.

...

These shouldbe planned'specifically or them in co-operation
with local general practitioner grows.

y is for more

.,

, -
.

3. sualit of Courses it not Consistent :,

A ...This is largely due to undue'emp sis on enfollit fig-
ures haphazard preparation gf Cour es and7the practical li8it-
ations that ofteh obstruct educational idlials. This malady .

only be corrected by-an emphasis.on:,ffa) careful selection
Gof taculty and definite resOonalbility,of-laculty for post-. . ..

graduate-education; bYsystemagcevaluatiOn of post-graduate
teaching methods; and C) eventually, some formof aocreditaf--
tion procedures may be necessary .in this - field:

4. Many Physicians Do Not Continue Their Edutation:. I .,
..-

.
...The,best potential 'cure for this conditibn is an impxo4=-Th

: .tent in the direction and quality of postgradudie co rses* . ,
% -. 06 as to attract these phyticians.. the other Factors to be

° - considered include: a) arranging patient'coverage'whilethe
physician is away; b) finding ways to attract the physitian
for example, certificate, compulsory attendance; and c). 6 .

4
demeloping the attitude and habit of lifelong learning in

t
. .

the undergraduate. .\ . .,... C. ?

.
. .

.,.)
. .

,

11 ..;5. Physician's Time is Limited: .
.

.The practice of.#1edicine generally consumes' 60 hours or ,,- ,

.,

more-a week. 'Every should made to utilize the-time.- : ..
th&physician cad give to continuing medical educabion.. . _ 4_

,, . -. . '. '5 f'. . .

.

f
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. Postgraduate Opportunities are Too Few and Maldistributed:
...90% of the hours are concentrated in six states and.most .\

of these are in a few large cities...Postgraduate opportunities
should be more equitably distributed.

Emerging, from Vollan's ,study were a number bf important items,

notably a Guide Regarding Objectives ;and. Basic Principles of Continuing

Medical Education Programs. This4ublication, with minor revisions, now
'V ..

. ,
.

serves as the statement of standards for the field of continuing medical

x

education (65):

Othez important'reports that followed Vollan's study, were those

by Darlei, (70), Dryer(79), torey, (237),-all of 'which focussi: on

a national plan for continuing medical education. Although the recommen-

dations of these report have not been implemented, they collectively

offer a sound framework for the establishment of a "university without

walls."

.Z)
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'Organized systematic programs for the continuine education of

. -- -

lJ
/

, 'jor:

;

OAtin. LII

. d I
PAiTTCIPATION fN CONTINUING EDUCATION'

L

,.---.

physicians are not necessarily a new development btrr ffie tremendous

, ,. _,.-...,..
growth in opportumkqba And interest has occurred recently. As yet

""v"

I .

there has been no definitive study, of the educational activities of

physicians but thers a,Ye-been a number of attempts to assess the amount

of participation and_tpe degree of. physician interest. Some surveys

have attempted to involve physicians in defining their own felt learning

needs, and as well, to solicit

needs might best be met. Most

are rated highly as a means of

their'opinions with regards to how these

studies disclose thatpostgradlOp course's

gaining new medical knowledge (117, 200,

256) but, at the same time, the actual extent of physician participation

is not known. The oft quoted estimates of ten to twenty-Uvepercent

attendance are at'variance with recent-surveys which suggest a more

1

optimistithirty to fifty'percent attendance rate (37, 117, 263).

Recent reports:from medical schools indicate a steady increase in en-.

rollment figurs over the past,severk years (54). While this increase

may' npf accurately distinguish the number of individual phySicians attend-

"ing'Iormal courses, it is felt that physician participation is probably

somewhat greater than has been generally assumed (6, 37, 50),
4

!s
!4.

NevTrtheless, many medical educators express concern.that there
!t:

remains a hard core of physiciang who never avail themselves of oppor-.

ti
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tunitiesefor postgraduate work and will not, unless attendano,e_ls,:qade le:
.'

mandatOry,-(6263-). dn the other hand,liWs-eveal that the,majOrity,
/ ,

,.
. , .

- .

of ,practitioner's, are of the ()Pinion that attendance should be a voluntary..,
- :

'4 i, .

..;

,.
.

/.:. matter and "they are concerned by the mounting pressure to make continuing..

: ..... -

..7.
, -

. - .

i educatiOn'a:d'ondition for practice" (254, 260).

,

Q

Field of Practice:

`"lost studies- indicate -that specialists devote more time to con-

tinuidg medical education'ttharr do general practitioners (42,,177, 185, 256).
0, ,

Further, it is repOrted that,epecialistsSPend approximately'five pe t

.

of heir typical work week -in some form of teaching and/or research, hereab

general practitioners are said to-engage_in althost no formal teaching:
.

. _
(

activities (42, 258). Vollan"-(256)_ attributed these differences, in

part, to the longer period of formal education required for specialty

,:practice, howeer, Peterson et al (185) found no significant relationship

:between the length or type of interneship and subsequent postgraduate

study habits.

/..
A _recent .california survey found that when a detailed analysis

of apecialty practice was underta en, a high percentage orthe dissatisfied,
' r i 1;

nonTp /cipants were found in select specialties, notably psychiatry,

!t
anesthesiology, neurosurgery, and other -sub- specialties, while general

:.practitionera expressed greater satisfaction with-courses attended, and

'displayed greater interest nylanned.programs of. continuing education:

atudy,revealed that some specialists, particularly internists and
e \

'
'surgeons (other than those in general surgery) attended'courses often.

The Indiana survey (117) disclosedriO significant difference in attendance

V between'generalists and specialists.

;
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Arrangements:

Although

participation in

this assumption.

t

iv is ..generally',aasumed that group practice encourages;
\

.0.

continuing educact i, research findings do not support
. .c

At least two studies (37; 185) disclosed that while

physicians.in grou praC4ce were sligh ly better able

than Were those in i dvidtill practiceNir difference
/ \N\

was not statistically signifiOnt. In factN,'\one'study
.t.N

costs deterred relatively moresphysicians inNlo

as many programs as they would Oe,more respOn*,

-

. tents

, jgetting

23C1

to attend programs

in participation

found that while

practice from attending

tits in group arrange-
c t<

%.

said they limited their atttn rice because er.difficulLies in

away from their practices.
V

.e;w1t.. of thephypiciaris. men-f. Stotey (237) notes that whi

\

.;0,rt:,'---........-.._
-.)

tioned.too many patients as_ an obsta e to*.iFteattendat'e, only 21
.t. .

\

percent listed the absence, of a subatitutephycian as an7pAatacle.

He attribute this seeming inc

concept of "medical care as a

t

prActitioner himself, and whic

1.. r i '
' -

.

'others." ,' \..

4.,:-Iz--- , .-.. - - :.! .

...,-..:- Onit6e-other hands a recent survey by,thg Canad n It'd

_,,,-:..--

AssOCIatIon (196) Trovides.some interesting figures telativ YAgr tp.,-,. , \
3 ; , \ 1 . N - , .

continiiing,education. As shown in Table I, theSe 4Va., '---_:

group.Practice promotes not only postgraduateudi, bA
...

onsistency to thetraditlOnal NotbirkMeilTagn
t'

personalized service:- rq041ed-by the privgte

h therefore, cannot The eddliy delegated to

I '

praCtibe and

'sOiggest that

e'en more important', it

going opportunitie for

,

provides a great,variety of legs.formal but 'Cihrs-
\

.

*::
learning continuously. --:-..,,

__ -;/V-.

"N111::

1



TABLE I

QUALITY OF CARE PROCEDURE IN GROUPS
(Canada, 1967) t

FEATURES OF GROUPS NO. PERCENT'

246

240

100

98

Total numbed of groupt

Member selection

. .. ..
Supervision of new members 204 83/
-Clinical conferences 151 61

Frelueniconsultations 239
. 97 .

Postgraduate study 226 92
-..

Reference library 160 65 ,

i
.._ )

..._

SOURCE: Reporiof the Committee on the Healing Arts; Volume 3, TAble
29.5; p. 171:' (196)

4
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Menzel, Katz, and Coleman (154) disclosed that the adoption of

new drugs occnrredton the average,Of two months toner where physicians

shared offices, than where doctors practised alone. Both Cute (46) and

Peterson (185) found that physicians themselves frequently mentioned group

/
practice as a convenient and inexpensive means of consultation. Thus,,

1

while group practice arrangements may otinecessarilybe organized to max-
i

' 4 11

imize attendance at formal courses iOpPears to provide conditions con-
V

J -
ducive to continuous learni

1r r
0

Location of Practice: it'

'Although physicians! practising,in rural. arpas nO, doubt experience
,more difficaty'in arrangin to attend programs, an increase in the size

of the community does not necessarily correlate with increased partici-

pation in continuing education. Conversely, seyeral studies (37, 185, 256)

reveal-that physicians in smaller cities and outlying districts attend

courses more often than do those in larger metropolitan areas, and, when
*

s

they do attend,. they are more satisfied than their metropolitan peers (37).

Rising et al '(2.) attributed the somewhat lower attendance in larger

cities to great4idependence on hospital staff meetings as 'well as to the

number of professional consultations available, while those in smaller

communities must depend more on,course attendance for new'information and

professional contacts. "Both Vollan (256) and Peterson (185) made similar
r, ,)

observations; however, they elk) found that physicians practising in the

largest cities averaged the most hours per year in continuing education.

=Years of Practice:
r,

rf

Age appearsto bean important variable related to participation.

I

i

,

in continuing medical eddcation. Both Vollan (256) and Peterson (185)

'°1!..'ll
itl

r

4 , I

;I ,I'

1
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disclosed an age related pattern of participation that was charact-

11erize by a gradualAincrease
ir tr

postgraduate courses as the

the percentage of physicians attending

i of years in practice increased ,

Which-reached-a peak in the fiffh decade and declined thereafter. More

recent reports reveal a similar pattern but with younger physicians,

averaging more,regulftr?attendance at formal courses (37, 177). Appel

ft

concluded that this trend is related to the realization by younger

physicians that they cannot "coast along for the first few years in

practice as could their predecessors twenty years ago" (6). Others

suggest that this trend' maysbe due more to deficiencies in basic medical

education (15, 37).

().

OPINIONS AND PREFERENCES

Numerous studies have sought some measure of attitudes about

continuing education and have attempted to identify factors in the pro-
-

vision of programs which may encourage or inhibit participation. These

include such matters as feesoscheduling, instructional processes and

content. Most of these factors lie within the domain of those providing

programs, consequently the findings from such surveys can provide clues

useful in planning.

Deterrents to Attendance:

The major obstacle to attendance is the inability to leave a busy

practice rather than gross dissatisfaction with courses attended, or lack

of available educational opportunities (34, 37, 39, 117). As might be

4

A

is



expected, general practitioners' experience the greatest difficulty in

getting away for additional study (37,,117, 200). At the same time,

they express a greater need for it than do specialists who are more

likely to'feel that the-can get needed information through alternate

routes. One study (37) of non-patticipants revealed that 81 percent

of, those physicians in surgical specialties and 60 percent in rhedica

'specialties indicated "get information from other sources" as their

primary reason for not attending, while. only 30 percentof the general

practitioners listed the same reason. The'primary reason for hon-

27

participation given by this latter, group was "time committed to patients."

Other deterrents to attendance mentioned by phYticians included
a

unsa*sfactory scheduling of programs; costs; unsuitable subject matter

(37 (117) (197) (229); lack of awareness of courses available (39);'

. "
anct,4.1 the physician felt himself to be adequately informed and not

in yedi;Of further ,study.

bees an Stipends:

Most physicians prefer td'assumeresponsltility for their own

continuing education and are'not adverse to tuition fees (37) (169)

(204) (260). There is, however, less agreement with respeOt to receiv-

ing financial remuneration for course attendance. In the 'California

survey (37), 39 percent of the respondents were somewhat in favour of

stipends, 32 percent disapproved, and the rest were indifferent.

Surgeons wdelleast in favour of financial assistance, while general
:

practitioners were most in ofavour. In New Jersey (99), while 40 per-

cent disapproved of stipends,,11 percent approved, and 49 percent did

not respond to the questioi

° a
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Scheduling of Programs:
11.

Physicians are overwhelmingly in favour of concentrated short,,

courses lasting one week or less (37) (99) (107) (233) (256) (260) (266).

Most indicate that either weekend or evening progras would be rellL

tively easy to attend, but express a preference for week-ends (6) (37)

(169). In two surveys pratitionekgave as their first choice,/

.7)

Wednesday or a Wednesday- Thursday combination (114) (233). With /few

exceptions, the? prefer courses held in,Oeirlocal communities 1,(20)

(99) (117) (266)'but distance is not as much of a problem as the phy-

sicians'feelidg of responsibility to his patients (185). Vollan (256)

:-found that two-thirds of the physicians were willing to travel, 100 miles

or more, as ldng as the course'wes a relatively short one. I

OPinionssdiffer with, regards to the place of meeting. Many doctors

% .

prefer to leave the interruptions of practice and hence give first pre-

ferepce to a university medical center (20) (192) (233), a local hotel

(6) (192), or resort areas where they can combine education with rec-

reation (37) (192). Othe.rs would like programs rought to their local

ho;pit414(117), (200).
V

Long term programs are not endorsed as uniforily are s ort

ThereThere is some indication that physicians are becoming in-
a .

.AD
'creasinglys.eware of 'the potential` worth of lengthier in-hospital type

3

ve-
training programs (6) (107) (192). In one study (371;, three to six

'month clinical traineeships, and one, o three week inservice programs

were considered important by those who were familiar with them. Sim-
,

S

9
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(
iiariy, in a very recent survey of psychiatrists 669), 38 percent

of the respondents favoured an extended intermittent course offered

over a period of from one to nine months.

Sponsors:

Specialty societies represent an important source of con-

tdnuAng education (42) (99) (117) (197). According to the California

.t 'survey (37,); courses sponsored by specialTYlicieties were rated most

highlym /
physicians, with those by medical schools rated second.

, dther,agendies ranked considerably below these with local medical so-
.

o

. cie$ties.rated,last. ApproXimately 41 perEent of the'respondents

. .0
iRdicatedia lack of familiarity With courses co-sponsored by medical

a-
,

obls,and'hospitals, an percentowere not familiar with courses,
. 1

,.,

sponsored by hospitals alone.
(

o: .

, ,

i 'In conti.Ast,,,.a, recent survey (goo co- sponsored` by the Western

Interstate CoAMfasion for HigherEducatiOnand the Mountain .State
. -

RegionalMedicai Program (hereinafter referred to as the,WICHE study)
, , I

. . ,

disclosed that in the mountain
47

states, with the exception of Nevada,
.

.--- ":

prOgrams sponsored by 'lobal medical societies ranked.first; hospita4.
. , t

..

10 Programs second; state medical societies third,; and medical schools

fourth. Other studies also reveal (42) (263) that programs sponsored ."

4r

D.

!8y Medi al, societies and national organizations are rated higher than

,

those sPopored by medical schools. While these difference? are no

doubt due impart to regional variation inthe availability 'of pro-

grams, Wenrich (263) suggests that it may also }fie related to the."toWn-
f

gown" Conflict. In his study, many respondents wereof the opinion

'
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1.

that the physician teaching in a medical school had "lost touch with

clinical reality."

Instructional Processes:

Physicians-seem to prefer the more familiar instructional pro -.
O

cesses. Lectures, panels, seminars, clinic demonstrations, educational

films, sytposia, and grand rounds, are generally familiar and approved

by most'(99) (114) (200) (233). Although the traditional` ecture ha's

been Criticized as a didactilt, passive technique in a number of studies,

doctors rate it first in,their list of preferred techniques (37, 177,

169, 233; 239). Some physicians in Ruhe'S survey (220) indicated that

this was because "group discussions and question periods were-often

dominated, by more vocal dOctors who did not necessarily reflect the

interests,of the group." Op the,other hand, many physicians indicate

that the eXchange of ideas an information in informal conversations

with peers can be aft important reason for attending courses (212, 263).

Two studies suggest that supervised clinical practice, which is rarely

used at present, is.gaining in popularity (37, 200). , I

0

Physicians also express interest in the newer,aes of the mass
;

media such as television, radio, and recordings, but they tend to rate

them lower than the personal contact ,methods (37, 117,-263). "While

this rating may be due in part to the fact that these mediai-ard ot-

always a ilable in all regirs (39, 99, 200, 212) in California, where

f . ,

all three media are used extenrely in continuing medical education,
,

i

responses indicate that they are perceived by,physicians as supplement-
e

.1

ary when measured against the total spectrUm-Of,4iavailable methods and

techniques (37).

4
:"3 3

)
I. 0,

f.

4:3



31

Actording to a number of, surveys, the least popular method of

instruction is correspondence'study (20, 571 192). One study found'

that programmed instruction was well received (263).

indicate a preference f

more clinically applied

.1

In general, specialists

teaching ward rounds, and other

(42, 117); however, there are c onsiderable differences

or reading,

techniques

in the prAfer

ences listed by those in the different specialties. General pracbi-

tioners prefer methods more compatible with a busy.practice. They

rate the mass media and bedside clinical courses in medical schools

relatively high, as opposed to reading and long term clinical trainee-

ships (37).

Younger physicians favour mere participation (37, 117, 200).

They are also better acquainted with the different teaching techniques

and are More discriminative in evaluating their effectiveness. 'Thus

in thelpaliforniasurvey, while younger physicians tended to rate short

courses higher than older physicians,-they were less likely to consider

them applicable to all subject matter than were their elders% With the

exception of audio-digest which was ranked fairly high, they considered

the mass media less effective than did their older colleagues.

Felt Learning Needs:

Surveys disclose that physicians want subject matter which is

immediately practical and applicable to their particular practice situ-
0

ation (37, 84, 212)% The most common criticism of non-p sychiatrist,

physicians is that psychiatrist teachers do not understand t eir praceidal

,problems (34, 229, 258): Studied suggest didt physicians atte ding

A

0

:
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postgraduate courses in psychiatry want to learn concrete ways to diagnose

and treat particular:patients, and to increase their skills in *Muni-

cation .(3q, 217; 229, 233, 245). In short, practitioners are more

interested in common medical problems rather than esoteric diseases

unusual procedures (37) (190),'butthis does not mean that they woul

ignore new developments (126). In one study, 54 percent of the respond-
.

ents felt that insufficient attention was given to recent innovations in

medical techniques,. 'frIp.s'opinion was more prevalent among generalists

and those inimedicalspecialties than amongst surgeons (37).

Physicians also want programs to deal with one or two topics in

depth, rathet than a broad coverage of several subjects (107, 126, 192).

Specialists are of this opinion more often than generalists, bpt even-

the latterprefer more intensive coverage'of content (37).

There is some evidence that practitioner would like refresher `../'

courses in the basic sciences (37, 107), but there is no general agree-

ment on this. In one study some 90 percent of-the'respondents felt that

basic sciences and clinical research programs should continue %o be

,

Offered, but to a lesser degree (107). In another study approximately

69 percent of the respondents were In favour of more such courses, with
o

specialists in medicine more favourable 'while general practitioners

were least interested (37).

'According to the California report (37), the subject matter most

frequently requested by physicians relates to the diagnosis and treatment

of'disease. Moreover, physicians! interest pertaining to medical con--
ditions is to a considerable extent specific to their area' of special-

.%
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ization and place of practice (42.,.29). Thus, in the Utah study (42)

it was found that Nhile endocrinopathies rated highest among all groups;

and cardiac arrythmias second, these were ranked very surgeons. .

Similarly, in one area wher4..the socio-economic level.of the polulaiiom
.

. .
''' , .

was higher, all physicians displayed a greater! interest in psychiatric'

subjects than-did those from less prosperous "'treas. When individual

practices were examined, great variations occurred in thephys cians',

perceptions of their lehrning needs.

icians-would also likeAt least two studies sug chat ph

more courses dealing with medico-sojal<problems, notably in the areas .

of "physician-patient relationships," and medico-legal probfems..(37:1)'.

141The Utah (42) and WICHE.(20Q) studies indicated there was little

-.4correlation, between a physician's expressed learning needs and thoe.

iconditions most frequently encountered in medical practice. Of all

t'411Lgroups, generalists were found to be the most realistic in relating
.

educational needs to practice oroblees. At the. same time,. ix was ob- 4 .

if"' '.- =
- .?:gt 4 . ., , 4.

served that a great deal of the practitioner's time WAS spent in treating . ).
f,

.
. 1

.
,

minor ailments which could have been delegated to-medical ass,istants.
/ .

Other Information Sources:'

c

,Harris reviewed the linblished research on the utilization of
1, ...

medical communication sources (111) and concluded that thle majority
1p

k
of doctors were acquiring their' medical' information through4ftsitsltiom

. . _,---,
. A ,

the pharmaceutical representative, direce mail, drug sample literature, .

medical journals, consultation with colleagues, and professional meetinO, .

,

, 1. r`-:. .....7....z.;

rather tan throdgh formal courses. Subsequent studies suggest that .
.,w .

.

,there has been'little change. Although he de air eman is generally

t\>

.

-
.
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perceived as less valuable (117, 263, 265), medical journals, unsolicited

literature, consuiltation with colleagues, and professional meetings; Ns

utilized extensively bye most physicians (117, 200, 263). At-the same time,

%while physicians may use these information sources, they do not necessarily

find them too useful (185).

Peterson et al (185) noted that the most common criticism ex-

pressed by general practitioners was that medical journals were too

theoretical and the content not sufficiently relevant to medical practice.

A more recent survey by Hamburg and Dohner (109) suggests that despite the
,

passage of,time, the'opinions of generalists have not changed, with over
------ --------

50 percent of the respondents rating current mediCai llterature adof

little use as a source of fnformat,ion inthe field of urology. Nonethe-,,

less, Peterson and his, colleagues (185) were able to show a positive

correlation between the quality' of a'physician's practice and his interest

in seeking new knowledge through the purchase-of medical journals, Sim-% 0

ilarly, Wenridh:(2,63)4.in identifying the characteriitics of "gatekeepers;'
ktigf

or educational influentia a4.0 one small community hospital, found that

such physicians relied much moreon written so es, infOrmal consult-

ations, and discussion with related health p ofessionals in the hospital

than did those physicians who sought their advice..

Although research On the use of informal sources of continuing

learning is both limited and limiting (150075), Peterson et al (185)

conclude, as have many others subsequently, "that basic medical educaiion-
=fbz-

has been only partially sdrcesSful in inculcating in future practi.,-

.tioners both the ability and, the debire to seek out through a varisty:aH

;
0

/12

4 ----
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'

1

informal sources, greater knowledge and understanding of medicine through -

outout their professional lives ."
r I

t

.0

t

4
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\The recogniti

education;has grown stea

i.

CHAP 'TER, TV

NATION AND ADMINISTRATION°

the necessity for and

S

37

t;

impottatce of continuing-<=-

ly in recent years. The growth _i -n intefest and
a

,,--
participation is reflected in the increased number of-c6Urses Keported as--
-- - ..

:---weil-WheAnv-E2Pitfent pf-aibre_and"mare-inat-fiutiona,arid organizations
.--

..,-

----.._. sIn theponsorship of....educatibnal---gCtivities:for_medical practitioners

.
Along the,E0:owthrn.9pliortuaftLee,surcrpatticipation has come

. fv
6.11;b0AvVeAds=in%tlie or.ga?4-71onand administfation

.edueseto11-..programs.%.

.

'";%;

-

A variety of patterns of organization
. ,

, ,

''O ON, -

/

of continuing

are encountered in con-

tinuing education fo medicine,:-These patterns
.6.

400
extent b3 the sponsors ip of the grogram.

Number of Courses and sponsors:

The number^of courses available

are determined.to some

to physicians

ing over the past dedade, with an averag-increment

.;
1961percent per year from 19 to 1970,

greater increment pf Iifteenpercent

was'accompanied by-an equally 19rp

'institutions presenting courses.

.t

1

f
17 ."

has been increas-,

of approximately five

In 1970-1971 there was'an even

over the preceding -year and .this

increase in the total_ number of;
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In 1968-1969, 372 institutions sponsored or co-sponsored courses

and this increased to 611 institutions in 1970-1971 (54). Thes'e included
e 1

-4, 77 medical schools, 291 non-school or community hospitals, 50 city, county,i / ,

and stalte medical societies, 66 specialty medical societies, 33 voluntary. .,1

health:Agencies, and 94 "others," including schools of public health,
t A

:1 # '
11

ibstgna dto medical schools, private clinics, foundations, or local
, 0 .

.and national governmental agencies (61).
'

t

THefmajor producers of courses have been the medical schools and

-community hospitals. As noted in Table II, medical schools alone produced.

over one half.,of all.coursesoffered from 1961 to 1969. Although this

,

decreased to 44 percent in1969r70 and to .35 percent in 1970-71, medical

school prOgrams are still the most extensive in that the number of

courses Offered per school is far greater than the number of courses

offgred by other sponsoring agencies. Medical schools are reported to

'average approximately twelve to thirteen courses per school per year,

'compared with 6ommunity hospitals which average roughly two courses per

hospital per year (61).

Course Content and Eligibility:

C

4

For the past'seven yearS the greatest number of courses have
1

emphasized internal medicine, psychiatry, and general medicine, in that
--- _

...,

Oder (52) (54) (59) 069. Othr major fields with a, substantial
4-..

; include Surgery, pathology?, opthtAmology, pediatrics, obstetrics,,and

gynaecology (59). Despite this specialty orientation, over one half of

.the courses listed during the past fiv0,years have been open_to both . .
1.

generalist and specialist. Because of the varying backgrounds.and differing 4

(

,V7
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learning needs of the two groti/ps, ot4 might question the wisdom of this,

however,Ruhe (220) notes that the experience of medical schools discounts

this concern as medical school courses are more often designed for a

general audience. An exception to this is psychiatry where there is

tendency to provide different levels of instruction suAd to the n

of non - psychiatrists (88) (231). At the University of Southern Ca ifornia,

practitioners are offered three course levels: a basic, an inte _ediate,

and an advanced course (88). ,

While it is impossible to determine the extent to which programs

are designed forte interprofessional education, the general impression is

,

, e
thatthe,n(mber is',Small ,(198). One program which appears uitable to

an interdisciplinary approach is the "Ca e of the Premature Infant"

which originated at Cornell Medical Center in 1949 (19). This program

was designed for teams ,of'physicians and nurses and the program model

has been used in a number of centers in both

(19) Can- -More_recently, several Regional
-

ported succesg4tulapiOfessional programs

Canada and the United States

Medical-Programs have re.-

on the "Management -and_

Rehabilitation of the Stroke Patient."- In most of_these4-physician s4,-

nurses and physical therapists provide the,teammnucleuswith involve-

ment of,occupational therapists, rehabilitation counsellori. and,other

essential `Health workers where these are availehle_and.,r4red-(252).'

Other :fields of study reporting occasional interprofessional efforts

are psychiatry (20), and public health (182).
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Patterns of Course Organization:

t

In the annual listing Of courses -reported in the A.4.A. Journal,

there are six major patterns of course orgarilation:

1. Continuous courses are conducted over a conseative nupoer
of hours; days, or weeks, but usually of short duration.

2. Int'rmittent coursesextend over
certAn number of hours per week

3. Circuit courses are presented in
faculty.

a period of timb,,with a
or month during phat time

L

rural area by tfavelling

4. Traineeships are clinically oriented in- hospital residency
type programs ranging in length from five days to one year.

5. Home study involves correspondence, programmed instruction,
tape recordings and similar devices that enable the physician
to study in his own time.

6. TV-Radio courses are similarsto continuous courses but offered
through the media of radio or television to physicians at
home.

Of these six types, continuous courses appeat to be the most

common pattern as well as the most popular. In the four years reported

in Table III these accounted for some 62.14 percent of all courses in

1964-65 with a high cf 66.79 percent rgached in 1966-67. During 1969-70

the 1261 continuous` courses accounted for 65.54 percent of all courses

offered with 83.74 percent lasting one veek or less.

Intermittent courses were the next more frequent pattern with a

C

high of 31.42 percent of all courses in 1964-65 but showing a dedline to

26.86 percent in 1966-67 and a recovery,to 30.95 percent in 1969-70.

In that year these courses averaged 31 1/2 hours of instruction and

appear to have the potential for providing more continuing instruction.

-0
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Psychiatry makes the greatest use of intermittent scheduling

because it is felt tht, instruction extended over a longer period of

time is essential in changing attitudes and teaching psychiatric con-

cepts. Curiently, over 70 percent of all 'psychiatric courses are ffered

intermittently, and, of these, a 4w extend throughout th whole of an

,academic ye.ar (59).- This may account in part for the over-all

attendance (217) (229) (245) since, as previously noted, busy practi-

tioners find.it inconvenient to travel long distances forms few hours

of ins;rnctibn.

Postgraduate Traineeships are offered by many hospitals without

publicity, hence the number recorded in the Annual Course Listings may

not be an accurate reflection of what is currently being offered. Of the

77 listed for 1969-1970, all were offered do a full time basis ,ranging in

length from five days to one year': While 16 sponsors provided specific

course dates, the.remaining 61 sponsors left the scheduling to "be

arranged" implying that enrollment was negotiable anytime thioughout

the 'academic year. In all but three cases, planned instruction was used

din addition to clinical experience. Of the 68 sponsors specifying, only.

10 limited enrollment to either specialist or generalist.and the remainder

were ope to both groups. Fees varied from no fee, to $2,350 for one,

eight month experience impediatrics. Over 80 percent of the sponsors

were medical schools, with the Uniyersittes of Kansas and Maryland

offering the greatest number and variety of programs.

,

In both Canada and the United States, physician interest in

this type of program is said to be increasing, and r number of medical

50
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4

schools report plans to expand their.preient offerings (8) (10) (35).

Major deterrents to date have been the lack of university facilities;

the chronic shortage of physicians; and the loss of physician income

(189).., A program of physician and:housestaff exchange fashioned after

the successful Tufts regional program-hag been suggested as one pos-

sible solution to these problems (23) (44) (47) (61). Another suggeg-

tinn is Dimond "s highly ambitious proposal calling for the establishment.
6

of a National Graduate Medical Center using one or more of the Vetetan's

Administration Hospitals. In this plan, practising phySicians wouldOpe

offered funded training positions at the Center for periods of.one to

twelve months. A permanent staff of proven teachers would be assigned

tO_the Center and, in addition,-outstanding practitioners Would be

-invited as_visiting clinicians (74).

0
At the'operational level, a plan whichshas been implemented

J--
ith relative success at Dalhousie University in Halifax (67), Staunton

Clinic in Pittsburgh (186), and more recently,. by the Washihgton/

sOlaska Regional Medical Program (7r), is a traineeship offered on a

part-time basis but extending'over a fairly long period,of time. The

Washington/Alaska Regional Medical Program has organized a postgraduate

predePtorship network involving sixteen university and community hos- -

pitals.

During 1970-71, the Faculty of Medicine at the University of

British Colrbiatoffered 21 different types of "Clinical Traineeships"

i.in,whch 56 phy061ens,participated and received 10,475 hours of

instruction at an average of 187 hours to each person. 'The University

;,.

0
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also has a "ClinicalAerkshiP Elective rogram" for final year students

through which they serV't for 12 weeks at one of 29 community hospitals

in British COlumbial. Participating physicians in local community hos-

pitals, indicated that' the students had an' influence on their oWn con-

tinuing education study habits.

Circuit courses have shown a steady decline during thelifour years

.

:reported. Probably the most suiAssful circui rogram is that operated
.

. 1
,

X4,,, &
by the University of Kansas. For the past sev" earl, this program

i.'

has offeredoffered six symposia in each of eight citbuit centers distributed
-..,. - -,

throughout the state of Kansas bringing ing education to approx-

imately 500 to..600 rural physicians annually (267). Another successful

model is that operated in Michigan. -Towstey (6) reports th.at in the

year 1967-1968 programs were offered twice yearly in twenty areas with

!

1,033 physicians attending at least one of the two programs and 637

attending both. In Canada, the successful,pioneer has been Dalhousie

University which presently operates regional programs involving 34

centers, each of which receiyed five or 'six visits per year from the

Dalhousie faculty (15).

An extension of thisircuit concept to include community hos-

pitals .(non-teaching hospitals, both rural and urban) as learning centers

with ongoing informal and formal programs of continuing education, is
, .A

what is receiving the greatest emphasis in the literature of postgraduate
t,

_

medical education today (85) (104) (215)'(246). The implementation of

Public Law 89-239, authorizing funds forconiinuing educatiOn.developed

co-operativseely by medical sctiols and'health.agencies within the frame-
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work of Regional Medical Programs (hereinafter refered to as (RMP)'

on heart, stroke, cancer,and related diseases, is reported to have

been'a major factor facilitating this trend in the United States
el

(252): Presently, there are 55 RMP distributed throughout the nation,

and some of them provide substantial evidence of the wisdom of develop-

ing continuing education as an integral part of health services,

, Radio, television, and home study programs are few in number and

have shown only slight variation'over the

Another type of extramural program which deserves brief mention is

the'postgraduateiruise. As noted earlier, physicians indicate a pre-,

ference for a program which combines a vacation with a limited amount of

study. Fov,a number of years Albany College (277), the University of

Florida (267), and the Academies ofGeneral Practice (125) have sponsored

such cruise programs, but the high cost and the time factor are said to '

limit their use (256).

SPONSORSHIP:' ROLES AND RESPONSIBILITIES

4

While one of the strengths of continuing medical education lies

in the diversity of agencies active in the field, at the same time the

need for co-ordination and co-operative planning has become accentuated

A

by the great proliferation of programs. In 1955 VolIan (256) concltded:

There are over 300 different institutions and organizations
in the United States known to be engaged in postgraduate
medical educatlon in one way or another. This diversity of
sponsorship results in duplication of efforts.as"to the con-
tent,-facultyy facilities, and scheduling or courses within ,

WI&

J

.4
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given areas. 'The net effect 'is inefficie',Ett utilization of

teaching resources and frustration on'tbe part of the phy-
sician who has to choose from among a large selection of
competing offerings. Although competition in itself is not
harmful, in this case it results in wasted time, effort, end,`
money.

In the intervening years, the number of, sponsors has increased

wo-fold, and studies both on a national ac9d regional basis merely.

4:14
reiterate the conclusion of the Vollan repols. (64)'(114)'(219) (230).

1952, the Massachusetts Medical Society met this problem of dupli-

cation and maldistribution of courses by establishing the Postgraduate

, Medical Institute, which serves as a central. clearinghoLthe and single
.

source of information pertinent to all continuing medical education in

Massachusetts' and the other New England states (248). The California

Medical Association established a similr statewide information 'Service

in 1964 which ,includes data projected three to five years .on all

California and a ucational activities andas a further aid to

planning courses the association now publishes in its journal an annual
o

summaryof continuing education for the State of California (64).

With the exception of these, and afew successful co- sponsorship

plans, whereby medical schools, medical societies, and public health

departments have joined forces to plan and co-ordinate continuing ed-
.

ucation for an entire state (207) (252) or region (6) (178) '(252), the
L

r-.

problefa of co-ordination remains unsolved. Related to this problem

and contributing to,it..iis that of defining respective roles and respon--
er- .

sibilities. The history of pontinuAng medical education is replete

with illustrations of how:the major responsibility for continuing, ed-
,

. r
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O

ucation has shifted back and forth between medical sosieties and medical .

A
A

41 4.tschools (45) (256) and, more recently, community hospitals and RMP'

taire 8ecome involVed also (6).

-
Medical Schools:

0

O

As noted earlier, medical schools have been responsible for

Over one half ofhe courses offeredto practicing physicians over the
.

past decade. Wha-the number of schools involved has varied,,' the over-
z:

.

all trend has been'toward-14ased participation.X54) (59) (61). .

Research data suggest that this involvement through.COhtinuing educa-

tion programs does not necesSNitily indicate schools°' I

7' .

. 1t
lF

have made a' major commitment to continuing medidal ;ed tioh.. In 1952,

k . ,

4, 0

N.e,Norwood's survey (174) of eighteen medical schools revealed. that while ',I

4.
N.

tostlof them regarded state and local medical societies, as appropriately

.

cast in the supporting role for eduC'ational activities adminiitered
161

by the medical schools, their own interest in continuing -medical ed-
./

ucation was only casual. The majority of edudators and adthinistrators
. .. .; -, 41

.

interviewed tended to favour the undergraduate and griduate programsp

and to rattrd continuing education as an "extra chore.", In 963,

a.

Ruhe's study (220) of eigh4y-siilAmerican arra twelve Canadian medical
h. r.

schools, disclosed that only twenty -five schools had programs rated

"good" by the criteria outlined by the CouncilvonsMedicalL,Education,

The majority of program offeringsrconsisted.of-isolated courses mire-

lated to one another and frequently,lacking inspecific objectiv
o

f the American schoOls, thlitty-Seven (43 %) rated continuingriedical

ducation as a major responsibility', while fOur,,(33%) of the Candian

schools did so.

4

41.
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Krystal's more recent survey (135) of instilt4tions providing

continuing education for psychiatrists ft:hind that w 'le forty -trio

responding medical schools felt that continuing education was Ehe

responsibility of universities, only nineteen departments of p atry

were actually offering courses. Five'departments were emphatic in

stating that this was the responsibility of the professional societies.

Many.wrfters suggest that medical schools continue to fall short

in, fulfilling their leadership role in contin education. Each

/admonishes the university medic schools for not recognizing their

xesponsipilities in the field (6) (137) (208) (230) (240)

From'suchwriting one gets the impression that the medical schools have
id

exerted very little effort indeed; but this is misleading as many medical

schools have been steadily improving their programs and establisliing

more effective administrative arrangements for continuing education.

In the United States this trend has been fostered by Public Law 89-

239, but 'even wiSyiut Federal'aid this increasing involvement of medical

schools would continue. In Canada, a number of universities report an

increasing trend toward co-operatively sponsored programs, more often

involving medical schools and hpspitals or medical societies (8) (14).

,
Also reported are plant to implement programs sponsored jointly by medical

schools (10:11).

Still to be resolved, however, is the question of national co-

ordination, and perhaps even more important, the.q%stion of how much

responsibility medical schools thaLd.and/or can assume in the continuing
,

educat ion of practising physicians. Probably Hudson (120) best summarized

the presentp position and futP urp role of the medical schools:



1'

; i I

4
I .

50 , ;

Many faculties have a sense of obligation to contribute Co_
continuing education...But in the face of shortage of funds
andtpersonnel and overwhelming teaching and research commit-
merits, there is an equally strong feeling Ot.frustration that
to take on more would be..impossihle. The .fault is not that
a great deal can't be done...it is being:done. The models
exist but an example here and there is riot -adequate to'demon-
strate the fact that physicians twat have easy access to -

current information that can be used to the benefit of their
patients. In future, I. believe it is inevitable that univer-
sities and theirs medical schools V111 assume a majaor'ahare of
responsibility in the field of continuing medical education.
A major share not the whole of responsibility. .I hope that

i

r

the periphery m co-operate with the center by teading ideas'
AlliP and personnel in such a way that-the-teacher learns and the

students teaches, and that there will be an exchange of fact
and knowledge for wisdom and experience.

1

1.

I

Community Hospitals and RMP: .
Since community hospitals are widespread and utilized by most v.- .

, .,.. -

physicians as part of daily practice, considerable attention is nol,F..

being directed toward their deVelopment as the major foci of cont

medical education (216) (269). It has been emphasized that if the

regular hospital staff conferences, coimitte-revieWs,

and, other routine day to day activities were effectively organized,

these could serve as the means through which continuing education

could becme a built-in component of medical.pratflee188). Even

I
more importantly, there is a g

dl
is thebne place'where the qual

1

owing con ensugl, t

f edical c

\ 4.-,t

tan ongbing program of current case medical audit kere enk
Av e

'

at thg-liospital setting

Coula. sessed if I

-,(139) .(225).

85)

t%

On the other hand, physicians in practice m. 1 t sh 0..:these

..

views. Werch's study (264) of five community hospitals revialed'that

while all fiveutilized regular chart reviews; the prime objective was

r
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on1, to meet the minimum standards, of hospital accreditatLon. In many

inStahces, there was a general "hands off" policy, and even gross errors

wefe !overlooked and not ---criticized constructively. This study also
..:. .-.

4 : diicIPsed that'6onsdltations were more often used simply as a way to
..., t .

tr4psfer patients to another physician or service, and rarely was:
there an exchange of, medical viewpoints. Similarly, Fox and Robertson's

'/ I
,f. ,

're4eoW (103) of eighty-six Consultant's Letters found that only 30, ,

.

. I

ipertent of'the reports included releVant new information or reinforced
;7:

,

'a4iating Information which might have been of educational, value to the

tefertingPhysicians. Moreover, in notione case was a reference cited.

Wenrich!s study (263) in one: 5Ommunity-hqqpital disclosed that

since hospital by-lAwl required acts e physicians 'to participate on
-

. e

rev iew coromittees-randimade attenda ce at hospital staff conferences

-com lsory, "whateger their educational value, th-ey were viewed by

hysicians -as adminiqtrative obst
/

uctions, designed to-police the
"

prattice,

L

of medicine." Wanrich uoies Di. N.,Stearn as saying, "ed-
;

ucational activities at the loc 1 level can be successful only if indi-'

fr.--
, viduak physicians zee themselv s not only as physitiani but also as

:. . ,.,.

teachers, and Are. -willing to: asume some responsibility for preparation,

IPparticipation; and presentat on."

The phehomenal grOwth of separate hospital departments of medical
..,,

41

education in.recent years s viewed by:many authors as a significant

facilitatedevelopment which will iacilitate this trehd (104). As a relatiVely
; ::' / r-(

new educational activity,/ the role and funCtion,of these administrative
...

,

"

.

.:q_ 4
.. f . ' 1

units is not!-i'clearly cleaned and in many instances,- medical

\
$

..
,

i.

%..,.1..

\ :to

'I :c

1.' !
.

!.',, -:

t..

i

,

'.;.

Vti'.1' 1 /
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education directors devote only a few hours a week to continuing medical

education (25) (188). Moreover, their sponse of individual hospitals to

this new and more demanding role is variable with some even resisting

attempts by medical schools to assist the hospitals in developing their

own ongoing programs of continuing medical education (14) (188).

The 1967 Planning and Goals Conference sponsored by the California

Medical Association (188) recommended:

1. That community hospital medical staffs be encouraged to
organize a, ommittee to study the problems of continuing
education. This should not be confused with the regular
program co itt4.

. 2. That the should communicate with hospitals,to inform
them of ducatioiial assistance that is available: For
example, some hospital staff do not know that -some medical
schools will help them with planning hospital staff meetings.

3; That the CMA encourage community'hospital medical staffs
and medical schools to enter into experimental projects
designed to disCover, feasible relationships that might be
developed.

Recent reports by the Council'on Education of the Americak-

Medical Association (59) (64 suggest that some progress has been made
1

in these directions; As previously' mentioned, RMP :have in many in

stances served as a stimulub' in encouraging Community hospitals to

assume a more significant role, and in turn to seek assistance from
, 4

the medical schools, Some RMP are Ehemselves do0 being charged with
.

.

developing "parallel offerings not necessarily cot plementary to those
/ .

of universities and component societies" (6).

Medical and Specialty Societies:

loca*Land.state-medicaladcietiesAwere the pioneers

of postgradpate courses for physicians <191). Although still active in

111 the field, their programs have been declining, steadily. According to

O ,
0

1

i'

J'
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the'Council's Annual Reports (54) (59) (61) general medical societies ere

presently averaging one percent or less of the total postgraduate hours

of instruction reported. At the same time, national, state, and local
,

meetings with an educational component are reported on the increase,

but the general consensus is that most medical society programs lack

co-ordination and continuity, and that the business and social functions

frequently take precedence over educational activities (256) (263).

Although many medical' societies are presently re-assessing and

attempting toe improve their current programs, others are questioning

their role as producers of continuing education (6). At a recent dis-

cussion this view was advanced (-268):,d0"%ass

Leadership as a learned society is passing from medical society
to hospital staff...I do not hold that this is good or bad,
simply that it is happening. Local groups that are highly
organized are perhaps better able*to carry,but programs of con-
tinuing education than medical societies which. may hdve many
component bodies concerning themselves with education,f thus
having confusing re-duplications. The role of the medical
society is really the co-ordination ofihis kind of egtivity,
the development of a multi-phasic approach, including medical

. colleges.

An application of this is illustrated by the activities of the

talifornia Medical Association. In addition to co-ordinating course

offeringyt- ccrediting prograis for the State of California (187),
11-

the Aqe,Oefation is conducting Regional dical Institutes in cooperation
l'.
, IF

-With selferal of the state's, medical schobis. To further assist the

medica staffs of community kospitais,in developing effective continuing

education programs,.the Association recently published a supplement to

the American Medical Association's,Guide (38), and 1.9, operating a pilot
/

project to examine the potential role of the community hospital.

I

fi

d

CO
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A
a

n contrast to generaltmedical societies, specialty societies

are well established as purveyors of continuing education. For the

past several years they have averaged from eleven to twenty percent of

the total hoUrs of instruction reported (52) (61). While their offer-

ings are few in number in comparison with medical schools, the number

Of physicians attending specialty courses almost equals the attendance

reported at medical school programs. Thus for the year 1968-1969 (54),

specialty medical societies and Academies of General Practice offered

collectively 467 courses which were attended by 29,590 physicians at

an average of 63.36 per course. In contrast, medical schools offered

1,128 courses with an attendance of 34,106, at an average of 30.24

per course.°

' Despite this seemingly successful performance, specialty medical'

societies are presently receiving the same criticism that is directed

at medical school and general medical society programs. In short,

it is said that their programs are episodic, and that the relevance

of "one set of presentations to others, either within the meetings

themselves or reJlae to other meetings, often is strikingly lacking"

(230). Miller (159) adds still another dimension to the problem:

The ilcredible,success of modern preventive and therapeutic
measures'in medicine is changing the basic nature of medical
practice. The growing host of.aging patients, of those with
chronic debility-or disease, calls for a kind of care that is
less readily measured by precise instruments or in precise
units. The "4cent'Advances..." in dealing with these problems
areas often provided-by behavioral scientists are by those from
the purely biologic disciplines; the subtleties and complexities
of patienttcare in this context are only beginning to be elab-w
orated,by serious students *an& have yet had little impact upon

.4o
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practitioners or the educational programs offered to them.
It will require the most skillful leadership to introduce

such important components of the contemporary social fabric
into the instructdon of physicians whpse focus has for so
long been the disposition of acute problems...

Rr
PROGRAM PLANNING`-AND ADMINISTRATION

O

The liteiature pertaining o program panning and administration,
V

is limited to medical schools, consequently, this section is confined

to arrangements within schools of medicine.

Administrative Arrangements:

In all articleson the organization of continuing education-iit
.

.
schools of medicine it is recommended that there should

r
be a clearly'

defined department or dividion with a full time director responsible

for the overall program (38) (207). This ideal has been achieved in. but

a few medical schools.

In 1963, Ruhe (220) found that while 54 American (62.8%) and

6 Canadian schools (50%) reported having a department, section, division,

or standing committee for the planning and implementation of continuing

0

education, only 5 American (5;8%) and 1 Canadian schoOl (8.3;) had a

formally recognized department identified

A4ocil-tion of American Medical Colleges.

.in,the Directory of the

Moreover, while 57-American

(66.3%) and 7 Canadian (58.3%) schools reported a part-time person

responsible for continuing education, in only 3 AmeTic&n (3.4%), and in

no Canadian schools was, there a full=time director or bead. As late as

1967, Sullivan (240) noted that ofthe'65 medical schools offering courses
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in the Annual Listing, 20 percent had a listed department or division

of continuing medical education.

Reporting on the current accreditation Program in the United t.,

States, Ruhe (218). identified the lack of central authority as/one of

the major probles facing the accreditation committee. It haso.been found

that in many institutions programs are deviloptng within schools or hos-

pitals with little co-operation among departments. Even where there,
4

is
,

central authority, in some institutions the responsibility for the

development of educational programs is left to individuals or groups

, rather than planned on-a departmental.basis. As a result, educational

.

offerings are said to rage from excellent. to pdor.. .

In Canada, a 1968 surve,c,i(241) of medical schools disclosed'tfiat
.1

. twelve of the fourteen respondinL achools had an established department,
, -

4.

division, section, or standing committee on continuing education. =The

remaining schools reported'pellana astpAng this responsibility on a
.,:q

.

art-time basis, rangin om one quarter to three quarter time. On
.,,

the other hand, all fourteen res nding universities indicated that the '<,

X
postgraduate division or section ass med,mijor responsibility for the '

VA
selectionand arranging of course oon ent.on gate, of an

,.--.
. .

. .

,.
..- oe

.r: ;:appointed, chairman.

r

InStructors: '4

Courses sponsored by medical schools are taught largely by mem=

bers of the regular facty or by guest lectuers from other medil'

centers. Non-academic physicians or non-medical personnel are utilized

.far less, frequently (4'5') (220) (241). A view gaining strength is that

1
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practising physicians should be encouraged to participate.in teaching,

thereby involving them in their own continuingoeducation and at the

same time alleviating, some of the excessive demands made on the medical

school faculty. The evolving role of the teacher as consultant in

regional progr.img (208) probably illust ates-best the successful

N

mentation of(this approach. The pilot pro ect reported by the'Tufts

57

New England Medical Center (210) utilizes residents as teaching consult-

ants in several of the small community hospitals in Maine which

another innovative and promising program model.

Despite the trend toward greater utilization 'of clinicians as

teachers, with the exception of psychiatry teacher training programs
,

are still sparse. In psychiatry, short training courses for program

directors and teachers have been undertaken by a variety of groups

including;. WICHE; the American;Psychiatric Association; The National

Institute of Mental Health's Continuing Education Branch; The American

Academy of General Practice; and others. In a recent editorial, Stratos

(238) reports that the Psychiatry and Medical Practice Committee and

the Physician Education Project'of the("American Psychiatric AsSociation

plan to expand consuitition services'and intensive teacher training

sessions for those involved in teaching psychiatry to non - psychiatrists.r
From the geneial field, a recent propo'sal by McMaster University plans

to provide a visiting teacher program in which both practitioners and

consultant, from the region will work in the McMaster clininal.teaching
t4ik

units to update their clinical skills (11).

J

s

a

J

ca
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Although there is a growing interest in the need to improve the

quality.of instruction in the undergraduate medical training program,

this has not extended generally into continuing education. The feeling

that profictenCy, in medicine is the principal prerequisite still per:-

sists withoUt regard to teaching ability or to the amount of learning

achieved by participants. Some moves are underway to ,Impro e the quality

of instruction by providing clinicians with training for the instructional

role.

Finances:

Financial support for continuing education varies widely from

school to school (220). In general, th
00"

or sources of revenue are

tuition fees, some government health grants) and donations (8) (14)

-(135) (274). The percentage of the medical school budget devoted to

Continuing education.is almost negligible. Nevertheless, since most
Et

-1
f4
P

schools do provide' acilities as well as faculty time, their contribution

is not insignificant (45).

Some medical schools attached to state universities receive

additional funds from the legislature and state health departments.

Others support their ptograms through contracts with community hos-

pitals, some are financed by fees charged for individual programs,,'or'

consultation services to other institutions (9); still other programs

are managing to break even or'to operate at a modest profit almost
,

solely on tUition,and the contributed services of the regular faculty-
.

(9) (45),(55). 'Professional ass ciations, voluntary "health agencies,

41.

federal training grants, pharmaceu cal f,irms, and philanthropicsoci-

4'r %

or-
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)
.

eties all contribute significantly to continuing educatipn in medicine
i.

,. ;

',L----.

:1'. (8) (12) (45) (55) (207). .----

.

, -
. .

More recently, particularly in the United States, the federal

0

goverpment has provided greater financial assistance to continuing

medical education. Childs (44) noted that projects supported by govern-
!

1

ment have proven effective in accelerating the development of more

innovative programs of continuing medical education.

Publicity and Promotion:

In the United States! sponsoring institutions may publicize their-

t
course offetings through the "Annual ,Course Listing""published each year

in the early Aug ust issue Of the Journal of the American Medical Associ-
.

ation. In addition, medical journals in'both Canada and the United

States publicize selected course offerings. Other traditional methods

pf advertising p rograms include posters, direct mail and personal

announcements (241). .

A number of state medical,societies (6) (64)..repO'rt the use of

a special continuing medical education bulletin. One such, which is
/

mailed to physicians and hospitals in the New England States, 'announces'

all formal programs offered in New England including essential infor-

mation as to their time, place, and tuition (248).

In Canada, the University of British Columbia (8) publishes an

annual listing of coursEs offered by the Division of Continuing Education

.

in the'Health Sciences. This is mailed to all physiains in the provInce
,

to assist'practitloners in planning their personal programs of continuing,

education well in advance,-
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Because these publications are often overl ked by physicians,

someNcourse sponsors are using reinforcement trough personal visits to

ph/Olkams (222) (269) and, or radio announcents

(11) (269).
/--

Progiamming

ti Inspite of all these efforts to promote continuing medical

educevion, the problem of relevance is ttioughlimit the effect-

iveness of -most programs offered (84) (173). Those expressing this

view suggest that programs ignore the interests and expressed needs of

practising, physsicians. Reports from medical schools suggest that many

use questionnaires extensively to test the market for continuing

ucation (220), X241):Itindeed, as early, as 1952, Norwood (174) found-

k

that it was a common%practice for medical schoolg to send out reqtlest

forms on which physicians could note their suggestions for courses.

Many programs are not designed with fllearly defined objectives

and, as Miller (159) indicates, in the process of implemelitation phy4-

sicians' "wants" may become confused with or subordinate to what the

p*ogiammers

the teacher

learning

step before

"want or think the practitioners need. "' Moreover, "unless

is careful to determine where his students are in their'

ana.requires them to exhibit some understanding of each

proceeding,on,to the next, a program of greatest relevance

may encras a collection of nonsense,Syllables with carefully concealed

irritation and disappointment on both sides."

So.deman (230) has stressedthat the ideal program is "an

. individual one bilitlt to suit the specific requirements of each physician,
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and perhaps a few more like him." The obvious implication of thist,/,',

0. ,
-

principle is that the programs moat likely to succeed are those whiefi

involve the learner in the planning process. That, present organiza-'

tional structures and administrative patterns are unab4e to meet this

required is implied in the many critiques on continuing medical ed-

dcation (104)-(219) (225) (246).

Several recent experimental programs have attempted to involve

the consumer in planning programs. MacLeod (144) repoits a successful

self-sponsored and self - administered course on internal medicine at the '

Yale-New Haven,Medical Center. Although 'initiated as an annual review

for internists preparing for board examinations, this program has

4

evolved over the yeard into an ongoing. comprehensive review of the .

whole field. While the main criterion of "sudikss" has been measured

largely in terms of increased enrollment (from 26 to 60 physicians over

four years), in the words of MacLeod:

The growth of this highly structured yet informal review course
appears to have been alunction of the relevancy'of the course
material and a sensitivity to the changing needs of the group.
The principles of student participation in planning and admini-
stration, and continuous feedback through 'questionnaires,.served
as the basic framework for the organizatiqn of the course.
These principles alg important considerations for otherb 4esiring
to set up such a course and.merit emphasis Iv the Ameiican
Medical Association's Council on Medical,Education in setting
standards for accreditation of institutions pfoviding postgraduate
courses.

411i

Anbther expeimental project which points out the need to con-
,

sider alternatilie administrative arrangeplifpnts foxprogramming, is, that

reported by Torrens (246) of 8t. Luke's Hospital in New York City: In

this project, a speFially created hospital department called The Community
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Physician Relations Office was established in4)rder 10 aSpist non-

.

affiliated general Tractitioners with patienereferral prdblems-and
, ,

currently to offer,continwing education. programs

, . .

to meet the day to day problems encountered by physicians in their local --'1,0',

-4'
.. , t,

. P*
practice.° Initiated to offset the inaeasing, isolatiaPv of general

.
.

practitionersis. from the specialist oriented teaching and tesearch
'4*

hos:- - ...
--- .

pitals, this program has reeulted
It"

in increased utilization of the

.

h o s p i t a l ' s referral services a'a well as the teaching.'6onferenceSana

grand rounds which previously the general practitioners had ignored

as "of little'use to them in their practices." Torent recommends

that "other teaching hospitals establish a
c
similar office or departntnt

(

,

r
.

°

.
)

.

to serve as a single place to which'the community physicianknows he ,Caaft
A° ,. 0

,:turn for assistance with problemsof patients in his;practice, and

from which he can obtain information about patients he has referfed

,f,
4 i .,...

to the teaching hospital for care." . 17 iv, s

%

Webster `and Ozarin:(262) described program p. Worth;

in which a circuit riding psyc

ina

rist made regular.visits to all phy-

sicians in five counties and w vailable at any tide physiqans,.

wished to consult him about cases. During the, first two years in which

this project was in operation, the.number of admissions to the stt

. . .

mental hospital from this five county area decreased vhereag admissiona

f .l . t

from other counties increased. The program g being expanded throughout
, \ _0

the Ltate as an adjunct to.comMunity mental health seriics.

The preceptorship pr9Oeck_sponsored by the Washington /Alaska WA
+2

+ .
,

is another example of a program specifically designedyto meetthe.learning'

- .

,..
cr

't ',, C , .
1

Fr s

:
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needs of Jndividual.physicians. The physician requesting a preceptor-

ship is asked to outline what he wishes to learn and to indicate whethe
De4.

he wishes a structured progrAM o one with free s'tudj and conferaces.--
The.plannerusee this information to design an indi

of studies for the physician. The evaluation of thO_program is based'
, .

alized program

ff
r .

on the objectives stated origipally by the physielan: To date, 92 "

, ,

percent of the physicians who have partioipatOd in the program are

rekrted to have satitfied at least three - fourths of their educational
, A. .

objectives. Although no statistical' evidence was offered:to show im-

4. -/
proved patient care as a result of Erie program, Davidson et a]: (7

I

. i.

noted that "In this type of program, the physiCian is°able4o satisfy.
:C

=

his own, educational needs which, makes his experience relev!ant-to his
-:. .

practice."
r

.;

,,

. . :!%e r ..
. (-

Under ..the auspices of the Oregon RMF,1Meighan in&e:Burg (152)
.' ',..

. , "
f:

are investigating the effectiveness of an expermental:prioject in which
'...; :

. .

health professionals in two Oregon,communitfPi:Ire givenlanl; opportunity
, ,

-,=s 1 1

.;
to develop'their Own educational progralis on:

,
bekcare of rhe stroke

.1.
, .

patient. This is based on Miller-is "process"\bodel which pea1 umee% ,
: ..'

th before adults'learn they must recOgnize't need
.

tA\i'oin=t, and that
-

,
,,. ,

,

his is best accomplished by involving them in .4' er4ifying 'prq lems and
1

l'
seeking solutions. :To itplement this, ,"stroke stu

%
y%groups"WEi-

\1

formed, membership of which was interdikiCiplinary, 0 resenting '41

,.
6-A.

health care professionals available in the ommuni The study
.

. 1.o
1

N

, .., 1
group task was to "identtify existing barriers to the ivery of opt

\ A t.g

stroke care and then to design educational tO,b41:1-mount theniV:

t

t , oN,41 -

5
"`

^ 4

,
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;
° ; 4,1

f

, 4

0 ' I

. ,/
I
i.
i

... f .

.-- ,..

The prod staff participatedas facilitator% enabling.the groups
0

to work togetier in identifying local educationaleedsior-in planning

programs..." Td date, two groups have planned community programs

J

I . ;
,1

,. ?

which differrwidely in objectiVes and approaches. One of these groups has
4--

submitted a proposal for a grant to continue the program: ndependently

i-when the experimental projec 'ands. leighan and -Burg question "whether

such a group can'function without administrative assistance from outside

the community..."

t

CURRENT AND RECURRING' ISSUES AND TRENDS

Despite the many unresolved issue nd operational problems;

continuing medical education is thriving. Concurrently,'a number of

developments are occurring which can beexpected to influence future

trends but there is stili-Many issues that require the attention of the

profession.

4 Accreditation:

.s., /.--
inc e the publicatir of the original "Guide" in-1957, the

1

.

,

American-Medical Assodiation his been working on a rluntary.system to

accredit institutions sponsoring programs of continuing education.

In 1961,,1961, its Council on Medical Education appointed an advisory committee,

and underait'S direction a number of site surveys were comducted.to-deter-
,

mine the feasibility of such a plan (219). As_a result of f,e.study,

-An.acceptable program of-accreditation was proposed and approved by

L

the Association's Hove of 'Delegates. , In 1967, formal accreditation ,.

, wat initia;ed (81). By,September 1970, 86 institutions and/or organi-
,

`,..z
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\
zations had' been acci*dlted and listed

14\

Listing. Ultimatelyoinly'accredited

AnhualyList._ In this'

will either be improved
1 4

'...1'. '

4
because physicians do not attend-them (61).

'

. , 4

_ .. . . 4,y\
,. .

.
.
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a such iwthecAnndal Courset

courses will be included; in this

y it ishdped that programs of inferior quality

to meet a eitation standards: or discontinuti
1

=

\.

The "Guide" provides tile criteria used by the survey teams

responsible for accrediting programs (65). The California Medical

Assnci4on has adopted this4LGuide" as the of basic prin-'
4111' .

ciples for its proposed,accreditation of programs (187). Briefly stated.,

these criteria ate:
.

2.

There should be ADMINISTRATION of the continuing education
program by a responsible person having the respect and
support of the professional staff of the organization or
Institution. be

i .

The BUDGET should be adequate to the educational program
undertaken to its 'continuing inrovement. Sole,dependence
on tuition fees tends to restrict unduly the quality of
continuing education programs.

3., The TEACHING STAFF should consist of physicians and their

4.

associates ,of proven ability, training, and experience.

The CURRICULUM of any continuing medical educatiox program
should be designed to explore With considerable d pth one

--subject or a closely relat ipg. grouj :. of subjects. The ed-
udational merit of,devoting suffiCient
to explore More than superficially the
adVan6s in one subject is,etphasized.

5. There, should be available FACILITIES that
ticipative metheidscof educati*I.

The BDUCATIONAL'MEfiODS shodliVincludemoreihan.a
'of lectures or a+:discussicins in which t1e physicians
are primarily p ss recipienps. Emphasis l on problem-
solving is like y iperease 'atudent involvement.

consecutive'sessions
background and,1

t

encourage par- ,

series

: .

-r

4 'r



66
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ti

7.- METHODS OF EVALUATION of the effectiveness of-continuing
.medical edudationyprograms should be develoged and used
as:Tart of each program. 7

8. Eadh PHYSICIANS REWARD for participation in.continuing
.medXcal.educaiiow.always should be hid improved ability
to 'flare for his patients and the stimulation of his,own.
spiiit of intellectual adventure.

While it4s too eStly to predict the long term effects on this

,aCct'editation prokram, it is generalliewed as a non-restrictive

regulatory mechanism which will ultimately provide soaledirection for

the deiel*ment off' the 4relt (61).

ii
Natioi,na Plans

.. t .

,' Y.Tarley and tain.(70 proposed in 1961 the establishment of a
;,$ ,

1
.

NationaltAcademy whith would centralize the nation's education resources

.

, .

for continuing medical education thereby helping to co-ordinate and :
, ,, ,

,

$: .

further its development. Subsequent-to this, the major ational medical
'

t 1 . '41

associationspformed.a,Joint Study Committee to consider the development,

. :. 1-
,

of such ad Atademy. The.Committee's report, written by Dryer (79) pro-
,

: 1

.
,

po4ed' thecreation of hn Academy which would be a "university without

, 1 t
I l '

,

walls,' Under this plan, a national agency would develop a core cur-

i

ricuium "responsive 6nithe needs of the nation's.ghysicians." Using mass
. I, -
I --t 0.4 .:

communication media, .yhae ongoing colaprehensiye programs would be

regionally,
' .

locuaed nationally, e and locally, and physicians would be

I;
.,

, , 1

.
,---

table pp choose those isrograms which would best meet,their individgpl
*: . i ,1: : . ,$

0

7,i I - t,,

t
needs'.: Among its many far sight6d,recommendations, the report emphasi a.

i

, t ... . 1:. /
t!th?t4'.r.'a pa.Onershil.atour major medical resources will give strength'I

....: .$

.,.. r.(

r
,ii, liai.4 whiChnohe pOds4as separately, and that such an efficient balance

,

, ;

. : ,p.
i

.

,

.

, 1.;: : -I* I P i ; "" .

e: 1-10
';r,. !! ).'

. ,

3';':';'il''. : i : , "I'l':;, .

..; - ',,: t: . i 1`-i, - 1,t, .., : , . 4;4 , s
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t
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can be organized to articulate and reinforce national, regional, state,

send local plans."

Following the publication of this report, the American Medical

Association undertbok to pursue such a plan and under the leadership

of Storey (237), an intensive study of physician's needs was begun in a

pilot projecrt in-Utah. In 1966, this project was discontinued because

,it was felt that local and regional conditions were not ready for such
*a"

a large scale undertaking.

The many highly imaginative and creative ideas inherent in thesq,

reports are germane. The Interuniversity Communications Council founded

in-1965 by Carley and a smalf'interdisciplinary group of-university
4

people was a product of the original plan for the establishment of a

National Academy. Similarly, Dimond's proposal for the creation of a

National Graduate Medical Center. would have this Center serve as the base

for Dryer 's "university withotilit wall;' (73). The most recent proposal

was that outlined'by Bloom (6) and canted the AMA Plan. In summary itr

notes: 's

1. Among all forces involved, .the American Medical Association
would be the appropriate leader in continuing education,
implementing an-intimate partnership with universities otr-'
medical schools and Regional Medical Programs.

2. In this way, the AMA wo uld e its present programs to
approve existing offerings and stimulate new efforts
its constituent,state societies.

_3. .What is needed is clear statement of the AMA role as a
"AV

natural partner withRMP in assessing needs and evaluating
performance, and as a natural partner with universities or
medical schools in continuing education.
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O

2

4. Further, the AMA should formally invite others to help design
and join a new sector for genuine' collaboration in all aspects
of continuing-education.

ikr c

. This could be called the "health professions education coun-
cil"; with regional, state and national components; each
'composed.of AMA, university and RMP elements (plus any other
pertinent representation).

This, sector would guide operations of a total system from
identification of needs to curriculum to programs, to eval-

. uation and feedback.

The existence of this device would interrupt current sepa-
ratiA where AMA, RMP, universities, various professional
societies and multiple other forces proceed unilaterally in
continuing medical education.

Incentive for Learning:

Under increasing public pressure, many leaders in medicine fore--

cast that'the'problem of-maintaining. profession4competence in physicians
r

will reset ultimately, in pepiodic mandatory relicensure. In the absence
N

._: .

of valid criteria for measuring "professional competence", the medical

profession retains divided on this issue.. An ad hoc committee of the
-,-

'AMA's Committee on Education proposed recently Xhat regular participation

in continuing medical education should be the condition for relicensure,

6Ut thonly concrete action the AMA has taken in this respect is to

6

offer a 'Recognition Award' to physicians participating in continuing

medical edu'oation. For those physicians,wishing to qualify, ,'the

requirements are).50 credit hours of continuing education in a period of

three years, 160 hours or more made up,of required

and the remaining 90 hours, in electiveJH (184).

accounts, physician's have responded well to this

educational activities

According to most

voluntary accrediting
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scheme and at the completion of its first year, more than 14,000 phy-

sicians are reported to have qualified for the award (61).

The California Medical Association is issuing a similar award '

of a "Certificate in Continuing Medical Education" but has extended the

scheme to cover a wider range of informal educational activities. Upon4
receivin this Certificate, physidians automatically qualify for the

AMA Physician's Recognition Award (128). Since its inception, the

Academy of General Practice has required participation in continuing

education as a condition for membership, and recently the Oregon State

Medical Society f 1 d this lead by making regular participation in,

continuing medical education a conditiOn for membership ,(182), There

is some concern being expressed as to how much effect this loss of

state medical society membeiphip Otild have on the chronically non-

participating physician.' Many feel that .such physicians are better

"under the umbrella of organized medicine than outside it" (6). .

Stein (236) reports that "while the general *subjact of re-
- V

examinations and re-certification of licensed physicians has been
AN

repeatedly discussed by the Federation of State Medical Boards and by

the National Board of Medical Examiners, no definite decision has been

reached." The newly estab &lied American BOard of- Family Practice has

stipulated recertification e ry six years (55), and recenty, the

American Board of Internal Med cine announced its intention to implement

a recertification procedure (118).
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The American College of Physicians has aevised a voluntary exam-

'ination for internists which serv'eqlis a self-assessment test.

hoped that thiii will he4 an indi

his deficiencies in medical knowle

It is

ual internist becOme more aware of

ge so that he will seek ways to

correct them.: yy, .5,000 o

test, and ,since -that time; an

nape

. f

,

participated Ac&iding

examinationhayeheen dnthuji
., .,.. .. l'

chiatrOSsociatiOnf1p), the/ met an College of Pediatrics (69),
...,---

he 150,000 ACP members took the

'add cnal 5,600 members and non-members

to Rgen (213), the reactions to the

ritg-
asticiore recently, the American Psy-

and o er national.specialty astocidtiOns (142) are reported ,developing

silAlar programs: .

1
. j5i;

Art

Commenting on thiV-varied approaches currently being tried in an
- .

.r
iffort-to'itnsureprottssional compe c , MIlaer (159) writes:

The urpose ofzlicensing 'op certify that competence has been

'ac ieved, not -io spell out-Ithizmethod of achieVing it, or

uating participation in peCified number of wholesome

ities with achievement of' e4o01.' The Amerigan,Academy of

General.PractUe_has sliga4 eso and is often commended

for thecourageous'decisiotqhat de participation in accred-

ited programs of post radjft education a requirement for con-

tinued membership. OnecatabnlY applaud'the motives that led

to this decisipn, but the. Ibughtful may queition the philosophy

underlying it and the Ora t tes-accompanying 4. For the

spirit of this,resolutioneths' bay, that'having led a horse
3

activ-

to water, you can make hiti4iin
Zr,

In .the same vein, a recen_statement issued by. the Committee

on Medical Education of the New YOrk Academy of Medicine (55) concludes:

...that certificate concept, if judged only on the basis of
total number of hours inilbme kind of postgraduate Course is
fallacious is that it imoPles unwarranted merit td course work.
The committee also strongry.opposes any mandatory-examinations
for maintenance of the ceiency of one's medical license. The,

available information doesinot support a positive relation bei
tween the results-of most5auch tests'and the quality of care

provided b practising physicians for their patients.,.

r
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Accordingly, this committee recommends: "the establishment of

programs based on management type or audit tape procedures whereby both

hospital and community physicians may participate"in mass audit exercises,

I

reviewing each other's charts or record room charts generally, to indicate

features of particular diseases which must be0considered and appropriate

approaches in thei1 1 anagement."

Whatever the merits and/or limitations of these varied approaches,

clearly the trend is "to. give recognition for participation in continuing

medical kducation" (61).

8,
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CHAPTER V

%INSTRUCTIONAL PROCESSES

In the literature describing programs of continuing,education

in medicine,_the terms applied to- instructional processes are used

indiscriminately and without either precision or consistency. -,Since

the desCriptions of the processes are inadequate to allow translation

'into,the standard terminology of adult education it will be necessary

to summarize the literature as presented rather than attempting to

synthesize it.

Among ter things, the reports of programs do not clearly

differentiate b tween the methods and techniques employed (255). )ever-

&theless it is possible to.dentiiy the major methods.' The most used

method is that of the course. or class with'three major variants or

patterns of this method being the ,c ntinuous, intermittent, and arcuit

courses described earlier. Other methods encountered include ward

rounds, case seminars, ollnical conferences, clinical practice, and the

dispssion group. The literature in which these methods are discussed

is'primarily descriptive and there is scant evidence of attempts to

aspesk,the-effectiveness of the methods nor to compare one with

11
. another. .

$
.

. .
.

. The techniques of insAuction reported are equally poorly de-
i

fined and describe that terms describing methods are used inter-

1

changeably With t ose identifying techniques. Furthermore, instructional

4

V
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aids or dices are often treated as instructional,techniques. The

resultant confusion in language makes it virtually impossible, to assess

comparative effectiveness of various program designs with any valid-
:

ity. It is clear thet those conducting programs for continuing edubation

. 4 ,

in medicine are not knowledgeable abOut how learning occurs in adults

i

.

.

or dle conditions essential to achieve learning, pOr are they skilled

. .

in:the design and management of instruction. lk

PATTERNS OF INSTRUCTION

While no one technique can be, thought to outweigh all others

inimportance, these .which facilitate the immediate application of

knowledge are generally considered to be superior to those in which

the learner is a passive recipient of information. In Continuing med-
;

ical education one 'of the greatesti problems has been. the excessiveJ
use o4 nor-participative or didactic techniques.

,InI194Q, Rappelye (227), stated, l'too'oftenpostgraduate,tedical

instruction has been given solely bY'Oldact4eQectures...While didactic

lectures are valuable, demonetratiorpkt4firathand)expnce under

guidance, an conferences are thi:,p0ti.plitt4.4301,;i4517:08 spit teachink.
..f, .;.,. . ,,,,..,,,

- - .-,...

Any well conceived program should strebekt1104,methods6:" This recom-

,

mendation, variously expressed, was repeated*NOwood (1741,,Vollan
,.

(256), Dryer (79), and in many other reports.' Id4157. the CounCil on

ss,f/

Medical Education incorporated the recommendationits Guide, along

with a lengthy explanatory section on specific way ''O-Increase partic-

ipation in learnings(65).,

r
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In the meantime,'coursesreperted in the Annual Listing ttave &'

consistently publicized the.use of-a wide variety of participative tech-

niques. Thus the Council's review of the 1964-1965 Annual Course Listing

revealed that of the 1,529 courses listed, only 22 percent specified the
hp

use of solely didactic formats defined in this survey as "the lectilre,

the lecture and brief discussion period, or these plus'panel discussion

and audio-visual aids" (53). Using the same restrictive definition,

of the 2,016 courses listed in 1969-1970., roughly 20 percent indicated'

the use of only non - participative. techniques. All other'specifying the

lecture and such things as the seminar, laboratory work, or clinical

, conferences (59).

Thege figures alone are misleading, since the majority of courses

in continuing medical education are both short term and for large groups.

When enrollment reaches the hundreds
),

and time Is limited, it becomes

extremely difficult to incor orate a variety of techniques which would

No,

facilitate active learner participation (57). It is not surprising

therefore, that in actual qactice, while the purely didactic format

no longer reported (220), tte majority of sponsors 'still make use of

:the lecture, symposia, panel and other didactic techniques (129) (267).

The airmen's survei'in 1956-1957 revealed that a significantly-
.

largerpropOrtion.of courses sponsored by medical and specialty societies

used solely didactic techniques (57). Mere recent accounts. suggest.that

the situation remains relatively unchanged, but the structure and 'quality

.of programs is saidto valry ,itonsiderably according to the particular

society involved (263). Thu , fhe-,CaliforniaAdical Society is reported
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re-shaping its programs to facilitate greater physician participation

and in 1968, seven'tegional postgraduate institutes were held with 885

participAis but wiih a faculty-student ratio c4'1:10. Similarly some

of the national medical conferencs and conventions are also reported

using more small group methO4 such as seminars or clinics (230) (263).

Rhue (220) reported that in 1963, 43 percent of the responding

medical schools indicated that they were using the lecture alone or

lecture phis question period; 21 percent live clinics1/20,percent group

conferences and seminars;.9 percent laboratory k; and 7 ISeicent'bed-
,

side rounds. A more recent unpublished survey of Canadian medical schools

reveals similat findings (241).

In both Canada and the United States, the-expansion of regional

programs suggests that greater use will be made of small 'group seminars,

ti

specialised:olinical practice and other more participational techniques in

the future (235).

Of the specialties, psychiatry has' consistently offered the
4

greatest number of courses with enrollment limited to small groups
..,

,

.

(arbitrarily defined as anx'learning group with 25 participants or less)

.

.

and; as previously, noted, t makes the greatest use of intermittent

scheduling (59).

SMALL GROUPS

The span discussion group referred to variously as the seminar

or clinical conference, is widely used in continuingmedical)edue)atIbn

111
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0

but, as previously noted, surveys disclose that 'manY4physicians"prefer

- .

the formal lecture. Sheeley (226) reports an experithent in which'ht
0

institution offered the same psychiatric course,imultanbousAy by tl../e)
,

different methods: a series of lectures and a series 'of discussion r

° .sessions. The lecture series had over 25 registrants` While the 4s-
dP . .

cussion series attracted none. Since ac.ceptIre add fictive participsark
,

involvement are two primary fagtors'in.the Off.ectiveness of the dis-

0
' -u ,

cussion group method, it may be useful to illustrate its use.

/Psychiatric Case Seminars:

In reviewing the varying results of apsyChiatric course for ,

non-psy4ratrists held in three Washington neles over a three year . ,

E
, .st o

, .

period, Stuen and his associates (239) conclnded that many physiciAe-;5'
?

are not ,capable of taking part in the free "give and.take'df the psy-

chiatric seminar which can be a traumatic experience. They

recommend beginning with a didactic approach then gradually shifting

to the study of case materials and the use of discussion. In Brooklyn,

Brody (31) found that by keeping the group under ten, even the most

Ik

"diffident Physician 'actively participated in discussion."

Reporting on the psychiatric case seminar used in the four

state Utah_project, Mead and Fishman (151) concluded tOt the degree

of physician participation was directly related'to his familiarity with .

psychiatry, pus those physicians who most needed help with their cases
v-

were least likely to receive it. He also concluded that concentrating

solely do cases from the physicians' practice resulted in insufficient. A
.

preparation in basic methodology so that the Utah project was modified ,

IN'
.

to include lectures as well as case oriented\diScussions.

a
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To,circutvent the problem of a physician's reluctande to dis-

cuss, case problemg,in the psychiatric group setting; the program in

Elmhurst, NeW York incorporated an h: s consultation service prior
a '

to each seminar, as well,as offering individual psychiatrist consul-

tations by appointmetnt (22)\.

,

Commenting on the current widespread use of th eir, original

psychiatric case seminar 'e hnique, the Balints have emphasized that
i

"such ventures, no matter how greatly. modified, reqdire much 9 c/time

than the popular, week-end G.P. course" (17).

, *or
Clinical Conference icy ! . \

..?. a:Jf-
. 1

One of,themotre.intesive,types of. clinical conferences'reported.-
4.: ,i 9,

.

c

1,.

is the consecutive ct conference (CCC) devised by theAkerican Heart

-_,.

, .'

Association, In this, 4 panel'of experts analyzes the chartsOf ten-
, ,. ''

patients conseCntively:discli470%, The physicians are required to

- ,)N0

account their monduct. of each cede as :it, comes under.:review; A17-
r ,=.

thOugh.Wil)iamson and MtGdire (270)-stress that then urpose of the CCC
.,

. .

is ducatiOnali, namely, to provide "an opp6rtunity for physicians.to

1

. ...r
.

: 1 reflect back on their own performance_and t6-,Rain,insight into the
,

1' '

r.- .,.
q9 , N,_

-,' -

.

management ,of the case with th`ek help .of adknowledged experts", most
,

..
. .

w I

0 0 0 I /
1

0

'Writers agree (254, 263, 282) that it requIres consde?ablesegostrength
. . .

r
/!---.

., .,,r
on the part of the vractising physioiao4.,, A study bY)Wialiam n,and.

:. ,,

,McGuire 'Z276) whiC h .comp, ared the relative ef f. eciiveness of
. : . -,:-.,,..

.

...

,
I, .

r N ,. '0 '. ,

' ..0
and

.
the lecture in. imp, clinical iiidgemetfound "no overall ..

'.
_ -... .104' . VI

- . ' ,
. c

significant difference as tested by simulated,patient problemacsii
t

, .
,e

vphths after completion of *the instt tiOn... :.. ' ,7 , ' W,

O

AR_

Iti

0-

-

t
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41.

More successful programs using thig approach have stressed the

anonymity of individdal physicians and focussed on grodp Problems and

group problem solving (97, 161, 235). Vaneslow'(254) quotes Slee as
\t

Saying that some'likedical direr ors have committed "professional'suicide

because-they failed to take i to consideration the worries of the medical
#P .

staff retarding the possible consequences of a program of this type."

. Far less threatening and therefore widely used in community

hospital programs,is-th,e clinical conference using the physicians' own
\ , r

case riaterial'ag-a-:basis_for gdneral discussion. Cudmore'and Tippett
.

(67) reported a preliminary-study that compared the results when one
\ . .,, .., -.......

, .,
v: group.engaged:in extra preparation pact-Jo...a visiting teacher prOgram

.1.

.-
'4* and another did not. Follow,up.dneerws-lath phYgicitns revealedA ,..,_

--.._..-.. '-- ' .-

lthat'.'fhe amount or preparatory,wcirkiiiidertIkdriWthe two groups chid
:

7.....,-

not differ significantly ;despite the'd.xtra encOgf4gement given to the;
_... ,...-...

",-
,

experimental
...

-- -- ..-group. N ::
A........,., V ,, 4 /...' ......-.............N .

e .

I . <" -.,:'.' AtgMcMaSter University e time log is kept to determine whdther' / ./.. ..... ...... ., a . /:>1
..

o ..+U. '''-'' ;.
s,...

4*,,' l'
there is_a'-- fizot:ress`ilre,...change in the,amount of.discussion t d , ,,

..
. ...., . /

..)- ::-%. ''''-'.444.- '--- '' ;;:' . s4%;.4 .

by the visitingouler"4,443-47tylearner group. Resq,rts.tb date
; ...

/ ,' ./
.../

-...
'. / ..

.,_ have shown no signi-ficant intread1;--, i'n the time u;ilized1.31. the, ifir,a' ". / '..,/
... --,.

. A , X . ..,',../, - ' . ."-- , / / ., / , ,o
".: . / ' ,7 '1/ / ON' / ... '. ' ,. / /physicians' participating in the prograrf);":"

z
.

...: . -1 i . ' '6 / o . / / / / /./ .
w. .% , ' ' . 1 _/./. / '.. //,/ s 4, e" ,

a ,.. 71 .. . 4

Demonstrations r'Supervis ed*Clinicar:Pract ice : . .._;'' -:',---"':".-."..?,.?, 9' , --', r 4
:,,,,, :' '` ---:' ._ . ,. ,_ ...- . ,. -;,-4 ,,!:,, , . ,-.. - -r.. , .-,

. . ,
, >2 .7 AV , '. , PV: AeIll psychiatty a number of, courses are repifited w 9kic' om4ne . '-i "/ / l', ,

f.

k ); , 4
the case ,conferende approach withliatient demonstra

f
funs; return.ldm- .. /0 iz

..

,

'.. .. _ .
, , ,,,

-'44.,-onstration, and Supervibed cliiiidal,practice., '1n-these progrOs feed-, / . ',r,/. i1 , i,
, .., /

z / , ""re4s,'.,
-.

. if
backcprovid-k-through, 40 Aire of,. the two4lay mirrOr and/or, vIdoetape...

-,,̀," , I ' ,), 407 ' .4. Y''' , .. ,
, A

" .7 ,
/.46

A , V ' RS
. .

w
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ser$e1as thebasis for'group'distussio*(26) 2011(274). Also ,re-
,,

I /
,r

,
./

ported from this;fieldesucceasful.U.As of:psychodrama and role
, . , , RP 4 r/ ,

./1

playing (2.6)..7.A typical example' is that desciihed by Levinson (140),
.

/ , ' . .I If! // ,

1n which1theAShysician participants re-en,6t patient situations prior
, 'h.,

i .
. .

. , --./ to and fo.14.8wing their clinical experiences. Fleisher- (98) reports

/ . .:-

.., ,

that gt-We Univeisity of Southern California, professional actors have

I

,
1,1

,bee* trained to play the role of patients. This de/vice has beak devel-
, =

otted:ilirther at Michigan State College and the University of Colorado

:where preliminary work indieatesca fairly reliable degree-o??object-,
.. -

.

-.'ivity on the t
.
of the actors, thereby tsuggesting that atqasses4-

r.

1

..
.

. t;
.

meet of stud nit learning could be possible. ,

..-

contrast.to the foregoing, keen et al (130) at,Johnsjiopkins

'/41Iniy9fsity pave descried in experimental project in community psy-'

,

"itrytsing wh t they all "The'Demonstratfon Week" in w hich practising
,.,,.

lophy,,,cians experience the sate unstructuredw- jiel&work as that used inlar
:.-/ - . .

:-)

-- .training residents. This has been evaluated by physician responses to
-----

questionnaires which stfggest'that istechnique_is placing responsibil-
..

ity on the physicians for their"oWn learning and, irlean ambigubus

situation-requiring.-:ftequent Changes of'style aneio1e6, is,capable of
. - t: . ,

.
. .

fostering sOlf:-.1earning', and'anattitilde faGourable to implementing

VS/

r .

.... ,
1

,.. :.

,ohange. , :-,

---, .

ii,
: 4 number of firrils repOrted alsvpiOvide evidence of.a move,-

II 7-+.7''''
b

. . .
--7.--'

,-

mentfromtheclassrvmprthe;clinicilpracticefield.: 41iphardson!(202),
'

. -.

described a visiting teacher prograth -conducted in one small commurcifit.

1' * ' I

N -- fil :.7 ...

. .0

r

1-

r$

r.

r

rt%
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hospital in Pelinsylvaniain whicha consultant allergist visited the

. . #
allergy, clinic every two weeks. At this visit, specialized techniques

were demonstrated. The local pqsicians practiced the techniques under

81

supervision and formulated therapeutic plans for selected patients.

,between clinic sessions, the local staff physicians implement the'pro-
.0

posed treatment plans. It is the aim of this program Vb decrease
.10

gradually the number'of consultant visits and increase the transfer,,

it

of responsibility local physicians.
Igor / ,d ' it .

.

Simlarly, St hustine's Children's Hospital in Montreal Jas
.... . , A , , .,

Llepprted a conspltatio ;service in which two to three pediapricians
) ,

,

-spend two days in a commqaity ho4ital. In the morning they meet with
° -1:7-

L family. physicians and drtrard rounds; reviewing all cases. In the

afternoon they see outpatientwwbom the family o presk.for
.

..

examination and consuffatton. According to Rosier (215), t is experi-
4" :.

,

ment'is proving fruitful, "not only in continuing medical ed ation,

but also as a war,of providing the public with the services of a qualified-
,

consultant."'

,

Goldfinger and Federman (106) have described 4 successful refresher°.
.1: 4, .

. :
.

. _, -_,,program in yhiCt three generalwractitiohers served as hous4emen in the,......:,!

......+1

- ,emergency department
.
of a teaching hdepital while receiving fprmal lectures---=L

s

and supervized clinical instruction pn the lafesteintensive care techniques. i

)".

.

e A

4,0

,While this prOgram.illustrates the typical ttaineeshipin most respects:
.

what is of partiLlar interest is that.the emergency nature, of the Ward
. , , .

./

-., reSponsibilttiea automatically defined the physicians' real ,learning needs.
. 4..

. .
. . -4 1-

.

dhthe other hand, *Own et al (33) sleacribed-an experimental project . , .

,-..

,
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at Pacific Medical Center-fesigned,to retrain inactive physicians in

which'it was found that the conveptional traineeship program taas in-'

adequate for a group who -were not..only refu4tant to assume patient

responsibilities, but also required a systematic review course using
c

didactic instruction. They recommend that the curriculum for phy-
,

sicians in this case should consist'of two phaseil first an .inten-

If

sive review course on basic aspects of clinical medicine and second'

a program of supervised patient contact with gradual assumption of
,

.
t.

.

,

V
responsibility. .9

?
,

.
3.

The only report of an ongoing inservice training program en-

.6oUntered in the literature. was that described by JampOl and others 40

(124). Sponsored by 60 physicians in group practice, this program

utilized small .group'bedside sessions with emphasis on clinical diag-

nosis an4 the management of the-participant' own patients. A follow

up medical audit after two years indicated that, in general, "more

!

appropriate laboratory and X.:ray studicas were being ordered in pro-

blem cases; with less tendendy to initiate therapy before diagnostic
_ .----

...

studies." Consultant specialists also felt that better patient assess-

tgir '

,..- ,

invents were being 4erformed prior to referral and that referral notes

' displayed a fuller understanding of the problems Involved.
4

Using a simulated coronary care unl.tat the Pacific Medical

Center, the Washington/Alaska RMP is.conducting regularly scheduled

classes on coronary care for multiprofessional health personnel. The

equipment used for classroom instruction and,which is available for

ldan to other centers conductingSimilar programs include: tapes and

1

'414.

s

0

O

a
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monitors for teach a the arrthymias; A.V. presentations (slides; film
1

cartridges; and filmstrips) on the care and treatment of heart disease;

I.

and computer programming on various coronarx,care topics. In conjunc-
r---\

tion with these classes, consultative services are provided and post-

83

graduate preceptorships are arranged for physicians (261). This program

has been rated so highly filet other RMP are reported developing similar

or modified programs (252).

LARGE GROUPS

11,ri
A

s

Instruction provided to large groups must focus on techniques

whiCh will enhance participant interaction. Despite,the.widespread use
.

of large groupsp thereare.few studies reported that involve such groups.

TAe two descriptive studies selected for this review are particularly

informative.

Harshbarger (112) investigated a conimuniiy.Mental health work=
-* .

a
. , ,. . t

shop attended bysome80 fndividuals-from variousliealth profe's;ions.
.5,- .,, . .

He had participant observers. ather data on the pertinent issue'dis-

,cussed in the spiallbuzz'groupsand a comparison was made of theiehservers'
' -

summaries and'the reports made by'seich buzz grolip to the total group.
...

Theirfindings-reveaied that while stimulating and meaningful p lems='' ,

, ,e- ---- ''
5

Were raised in the small group session;,'91ete were not repOrted,back
:

fo the total group. Instead, "professional Overpol4tenesS" characterized
_

"
most oethe reports: This study concludes: If workshops'are.tobe

.
....,:.

- ,, . .

creative fAums for new ideas, the traditional roles of the larious-

I II

4
-
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professional participants must be disrupted." The recommendations

stress the need for mire effective feedback mechanisms such as that

provided by participant observers who would ensure that the essential

contrasting professionll viewpoints would be relayed to the larger

assembly for further discussion.and clarification.

Schlesinger and Feil (221) reported a questionnaire evaluation

of a three day symposium on epilepsy, presented to a diverse group of

physicians and other health workers. They found that the highest mean

rating was glival to the didactic format and the lowest to'exchanges

'Thetween speakers, panelists, and ahe audience. They alschreport that

there was a discrepan0 between the objectives of the participants

and the content of the program., Furthermore; while general pwacti-

7--.!

tioners were relatively satisfiep with- the program, specia/ists ex-

pressed dissatisfaction with the broad coverage of subject matter.

-

The nurse participants expressed a high degree of interest in all

topics yet, the author noted, "the subject matter waslearedrto phy-

sicians and much of it.was only indirectly relevant to the nurses'

interests." One may infer that the findings of, this study merely

reiterate 'one of the basic problems inherent in large learning.,groups--

i
"How wide a net should be cast, and how is the opening be?"--

,

4
'

,
MASS MEDIA

The radio, television, and. the.telephone are three of the most

o .

,

dblquitoup Communication deiiicei:in North America. All three of these
r-

I

A
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have been used ar many years Sdiifuse new medical information.to

physicians buf it is only recently that they have been adapted to pro-

vide systematic. instruction. .These media provide a way of extending

the range of an instructor to many groups a obviate, the necessity of

forming.a specific instructional group a specified location with an
t

.in4tructor present..in person. In some respects, ttr have been used

more extensively in continuing medical education than'in any other sub-
.

ject area.. This is;due, no doubt, to the fact that the potential partic-

ipants are clear

high. Unfortun

adequately.

identified-and the motivation eolearn is generally

tely this patternof instruction h s not been studied

4

Radio Conferences:
_$

A most noteworthy innovation in continuing'medicai education

has been the two-way radio conference pioneered by Wool-Sey at,Albany

College in 1955 p79). In the typical program, physicians gager

around a combination-transmitter and'receiver set located in their
.

community, hospital-. - Fnitowing a brief lecture by-medical school, per-
-

°

sonnel, physqianelin 114;participating HOp turnsitals take tns in sub-
,- - _ -...._.,

mitting queationsand-Cammentstotlecturets. Freqp6ntly,:slides '
_-- ,

,
,

rd_oilie supplementary materials are-distributed to the-Hospitals in

. ...... . , .
adva Obelid'in conjunction 'with theprogram. iniiially,,21.hos-

.

.

- ,

pital were linked-with7Tehe medical college.", In they foilryear:of
\

.._,
, -

,I_- 1--operation, .five New flgland-- -Medioakcolleges and theraffil, iated,hos-
,

pitals were partidipating-in thelietwAk.
- .

4,

4 n
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hospitals were provided with an opportunity to listen and to direct

comments ani questions to faculty experts from six different medical

colleges. In 1963,.Ebbert (80) estimated that approximately' 1,298

physicians in 36 hospitals were being reached by these radio conferences.

In addition, the number of uncounted physicians who listed to the pro-

grams was thought to be corisiderable. The cost. to each participating

hospital in the Albany Network is $700 per year per hospital: This

fee covers more than ode hundred programs ac he sagplementary instruc-

tional materials, Woolsey (277) also describes a new program format

being offered co-operatively with six medical schools in 1 participating

states.' This program is presented as a medical case which'the phy-.

sicians first analyze on a special form listing a varietyof'possible

tests and procedures. After each participant has decided on his, diag-

nosis and treatment, the instructor analyzes the case and presents his

approath.to the problem.' When the presentation has been completed, phy-

sicians discuss the case' management. via two-way radio: Preliminary

studies suggest that physicips become more skillful in their diagnosis
. , \, \y ,

.,.-,:,
after experience with this approach to case management.-.

,

Farber (95) estimates that morethan 800,physiciana within a

500 miJe rad!;Ore participating in the programs conducted by the
1.,

11

University of,Californig School of Medicine. ore than 1,510 copies
i

s
°

of leCtui*notes and case presentations are mailedltach week to partic-°
. ,

iYatinhospitals. Many hospitals tape the programs so that phySicians

maY,befr'any broadcaseai their"conlenigpce. 'I.o'date, the findings of

the California experience show -that the greatest response las beer0from

ott%

h
Jb"

e
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general practitioners. Farber co4cludes: "melUal,radio conferences

hate been a major step forward in bringing the moserecent concepts into

-

<.

)1

outlydAg districts with a minimum of expenditure.
d. ..k-

(
: '

'There have been few, if any,' meaningful eVOci uations of the effec-
,.

tiveneas of two-way radio conferences. The only ohiective evaluation found
. . ' A

; 4 ' .

/was'that undertaken by Richardson et al (201) in 1963-:. This study 'at-
,

,

t.,

tempted to evaluate A-radio'series through ,the uselif7:hefoie and a5,ter-,-:-T-

tests for knowledge gain. Using a sample of 7. 0 voVdWr physic/nt
'.e. .

who had participated in the program, and a control`gfoup consisting of

12 non-participants, Richardson was able to show a:/statistically sig-

nificant mean score diffe.Lenee of,1.6 Se6.7een ehejirstand second tests

for the experimental group, and no stItiseiCall fsignificant difference

fof the control!. group.

The mediumlof radio has scarcely been usedd in'Canada for con-
4

tinuing medical education. The'only report of:a viable ptogram en- .

countered was from the University of Alberta. In 1968, a series of
* I

thnty-one radio seminars. were 'offered. These were considered, be /
/-

successful, so dt was'pinqhed to extend the broadc At47). As a pleter

of its proposed Multi-Media Information Retrieval Sys.fek,,the University-
P

.1
of Saskatchewan plans to establish a province-wide rad -telephone

series'in co- operation laith the C.B.C. (13).

-,
Medical Radio'Network:

°

Aitken-2(4) reports the establishment
../

,Radio Network which. broadcasts musical programslinto theA 'll*lcipating
.°

,

% -
A 4

f. . 1
in 'B oston of a.Medi9,a1'

A

a
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physician's office twelve hours a day. TFe music is interrupted every

. . .

hour by afifteen to thirty minute medical ogram to/which the doctor

may liste , with4three opportunities each day to listen to each of the
4

four pro rams Offered.

Telelectures;:.

A Oilot project to provide continuing'education to physicians

via telelectures or amplified telephone at the University of Wisconsin

has been described by Meyer et al (156)., Initiated in 1965, seventy

r hqspitals are linked by private telephoqd lines to the University'Med-:

iOal Communication,Center. The general program format folloWs that

used with the twatway radio conferences, including abrief'lecture with

slides followed by'd discussion period. participating hospitals take

turns submitting questions and comments: In the 196748 academic year

80,000 hours of instruction were given with "neither facUlty nor stu-
ns

dents moving away from their communities or their health care respon-
e Y .

sibilities." Fortney (161) reports that the4issouri RMY has establisfied

...

--.

A
1,- i

--,

\°4--
l'

-a similar telephone networkrlinking many of ,the remote hospitals in
..

,,.
.

," ,

Missouri-with.the.univeriity's medical center. - .1.

.

.

I: ..
Thee South Cdrolina RMP

.

is offering consultant adilferences in -.::-.

4-,

the,lafield,of malignant diseases of childfen .1271a statewide telelectures.
i A

. ° % i)
.

. , P.
.. Plans are ,underway'to make, videotapes of,,pa.tients as vial as of special

diagnostic and°therapeutic procedures whibli-will be sent to each of- the
.

. ,..,,
:.:..

. .

` , ..-

_ rticiliatdmg,hospitals. Simultaneous-vlewing will then be possible
. c

, ,
.during the.coOferences (166).

(
,

. .,.

, ...
. .4..

, Y

t
%

0 ) ,e I . 0
f -

1,14

- ;
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4
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In contrast, Lyons (143). reports limited success in the Central

New York RMP experiment with telephone networks. Among the many tech-
,

nical problems discussedilhe pvteithat factlty unfamiliar with the

method are often unComfortable,talking to an unknown audience and thaw

physicians, are equally 'reluctant tossk"questions, He notes further

that nurses encl. technicians have made greater us..Na the net-
,

.work than hallolphysicians.

television:

During the past fifteen years, 'teleVision has probably'received

more attention thorn any Aher medium. Referring to its use in a-.

tinuing medical' education, Ohliger (176) states "Mass media courses.

for the medical profeSdioniare blossoming all over the map, but rialnly

in the United States0, and h quotes Moses as saying, "Educational

television liaS proven to be immensely useful in,keeping doctors abreast

of advances in medical practice.,."
g.

. N .

Despite all the publicity surrounding its 'varied Od'wideSpread .

, ,...-q: .

,/A. .

use, clOser scrutiny revea that the use of television hasspre4d
A)

.

_,
A .

.......

rather slowly (193). MoreoVer, much of what is in use.1S still exper-
. ., , go.-

. .,

imentaA (111). ,Since Harris (111) has xeviewed so recently the pub-
-

lisped literature on closed circuit systems, this. repArt is concerned

largely pith the use'Of orlh circuit, standard reteiver, and scrambled

0
,,,

'

Nor encoded broadcast .televiskon.
1

Isc1954 Warner'and Bowers' (259) 'reportethe first ;use of open
,' ,

.
. g

circuit television in poll-graduate medical education at the iiiiiVersity
t ------,-; t ,

z.A

.,

c:

k;*. '7

).

S
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of Utah. Te program consisted of a aeries of medical clinics and was

telecast over a commercial station in Salt Like City, that had a range
\.. .

which included 75 percent of the practising physicians in Utah. 'In
.

r
6.

. ..

order to minimize public viewing, off air time was'used and publicity_,
% ,

,
was restricted td direct mail to the physicians. To prombte partic-

, ,'

ipation,tan unlisted telephone was installed and physiciens were
. I', 'r. ,

encouraged to place questions by collect calls. The success4of the
-

..

. .(

experiment was attested by favourable physician.ratings o,the program,

high participation ty more rural physicians, and nd adverse criticisms

from the lay public. This resulted in the regular use of open circuit

television for continuing medical educstion by the University of Utah.

<=1
After what experiment, Wayne State University, p he University of Texas,

the University of Oklatvma, andt others began telecasting similar pro-

grams on an experimental basis frequently using tapes made at the Univer-

sity ofUtah (43).

Commenting on the instructional techniques used in these early

programs, Castle (43) notes:

While the method of presentation has varied from illustrated
lectures, panel discussions question and 'answer periods, and
demonstrations of.procedures and patients..&the approach most
frequently, used hasNbeen infornial disCUssion between two
teachers with libdal use of visual aids to.demonstrate and
emphasize, salient features of the preseneation.-y,

A slightly different approact/at the University of Florida was

reported in 1963 by Michael (158). This program COnsistedof a grand
.

,

'rounds Type of presentation in which three'local physicians served as

. .

one half of a panel in one studio inJacksonviIle some sixty7five miles
. ..

0

0

I
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ry

away, with the other half consisting of faculty members located in

studio at Gainsville. teMicro-relay system 9rovided an oppor unit

ng a case prd

V

felt
'

to "bAg t

concluded that

for an eAhange of questions and answers fol

in the Jacksonville studio. This approach was

university to the bedside teaching" and .it wa's

of conference was highly desirable.

91 9

h

ent tion

is type

in Pittsburgh particular efforts have been made to volve local

-hospitald% In 1962 a series of regula'r weekly broadcasts nsisting

"live" grand rounds and closing wit brief medical news

ated in 29 community hospitals. In 1965, Moses andWolf

an expansion of this program to include 63 hospitals.e

out the tri-statearea of South w.Alui,'ennsylvania,

Northern West Virginia.

this network ,(176)

In 1967, 70 hpspital were

ast was,initi-

(167) reported

ending through-

astern Ohio, and

riiciphtingin

"A teleirfsed'lecture series called "Boston edical Reports" 'Jas7
launched in 1964 taking as'one of its principal bjectives, "the region- k.

alization medicalieducatiortby means of'tel vision, wpectini"it to.
. -

wal14." Ainkhisinetwork:
,gc .

kre.stationg in Maineo.New Hampshire, Mas chusetEs (209), and more

becOthe a part of aproposed university witho

recently; Rhode Island and Verm ont (176)
r

-

09,e irb.teworthy °element of

'sr

.

1

N' the series was the-PPhyaiciAst'N'ote k for the Boston Reports," : -IL

Intepdtd as a promotional action, prior to the.telesasts copy

of a three 'ringed notebo with informative materials announcing. the..

,leries,. its purpose a format was mailed to all potential viewed in

O

4

,

..17

4,

I
#

t
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'The
/
OregonlAelical,Associatftifi in 1 66- sponsored a broadcast

televisio'liseries produced by a committee of seventeen members of the-

association. By placing this ieponsibility on its active metberstap,

it was hoped that practitioners would become more involved in.planning

their owA continuing medical education. The series entitled "Then'

Oregon Medical fReview"4was broadcast weekly from January to Apr.11 and

focussed on content relevant to the role-of the first'contact physician.

A study was madethrough mail questionnaires and follow up telephone

interviews, using a representative sample drawn from the potential

viewing.audience'Of 1,651 physicians. This-disclosed that while the.

-

93--

first five programs attracted relatively large numbers of viewers,

inter st was not maintained: ,The maximum number of physiciansviewing
, , . 1

any ne program was 10.4]percent'of the membership., From responses
\

/
' . , , ; ---.,,

to the telephone interviews it aAeared that the involvement'of the
A.

I

imemberhp of, the Association in programming was achieved in theory .only,

. 0
./ ,perhap

I

::because the television committee...In their concern to get the
.

'\job.,don , permitted the development, of an organizational structure that

Was just as distant from the ave4ge member'and involved just as

v
.

41Iefarch 4 patterns as the sponsorship of ather pragrams oficontinuing'..

. -- :, '
-:_,-.

.

medical. ducation. Moileover, it was found that the progiampianners
. .

---- 'frequent Used individuals who were unable to adapt to the television
. , N

"*.\ ''
-......
, ,. 'meditim. ,'Eilen more important, was the - failure to identify specific
, ,,-. --

c,... .. ; ., _ _, ; :s. ;

1
,I- . .,,,,, _ .

,,,
'InSfruci4=Onal objectives for eaeh progran: In tonclusion, Meighan and

1 .1,t ... , .
. ) ..r.',Ar.... -,'

7.,
_*:-

, eAdeki <153) noted: "The medium provides a means wherebylprograms of,:.- ): .,,,,: , ,

t. , ". ',14, 71- v1.1.-- , f ...;, .., .. 4 . , k -0 3
-, .

- -
, .

r f

r. Ltj! 7* ,' r4'
t 4% e ". .

4 - , , h. Life , ,. .. _ Ii
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c.onti4iiik*dicalcspOucatiOn may be dis

''---=,.\ t\::... '',:.

some dutatandIngractive features.

ucationaneffeci'ivenpes, is required to
. - c

'traction's are .not illusory."

tributed widely; it seems to offer

However, further study of ed-

show that these oUtstdnding at-

'In 1963; the New York Academy of Medicine begap presenting on

open circuit television its weekly Clinical Science Seminars'for phy=

sicies. The purpose of. this project was "to ascertain the accept-
,

ability and effectiveness of television as an, additional medium for

continuation medical education in a metropolitan area." Through re-

peated

t

polls, the 'size, composition, and;opin Ons of physicians parmic-
..

ipating in the program were studied. In addition, the study sought to

deterMine the impact of,the program on its audience by means of an

information test which_wal Vministered to 10 viewers and 100 non-__

viewers covering a period of from four, to eigtj

4
sentation oes elected programs in=the series

g.

this -study vlere'somewhat clouded.)by time varia

moths-- after the Pre-

While the findings oft

les, the results in-
'

dicated that no specific learning could be demonstrated (147) Cu- .

mulatively, po]j's revealed 'an audience averagin only 305 or 4.8 percent.

= ..of the potential viewers that was attracted to #le series regularly

(148). Considering the expense and effort, so small an audience did
f

.A.
. .

Inot.justifY continuing the` program, so it was terminated in 1968.

FAahs and Miller (94),described the evaluation of a program

.
,- \

broadcast in th
.

p'state of Minnesota :between 1967 and 1968 in which

...7 .

nine prograta of the series were analyzed from three points of view:

.
I

,
\

.

1 Girl =

o

4,-3 ' t

;

.e
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1) the accuracy and recognition o f scientific information;2)the success

in communication; and 3) the relevance of-the programs to the care of

patients. Four panels of physicians'who were, specialists in the areas

covered by the programs were sected to make the evaluation. A compar-

IS 'Oh was made,also of the actual and potential viewing audience "with
.

information on why physicians did not watch and what insights came to

'those who watched."

-
Since objectives for specific programs were not'clearly defined,

the panelists were hampere4,in their attempts to evaluate them. In

general,,the scientific content of the series was judged to be adequate,
a

reliable, and accurate. With respect to communication and-technical

production, the comments of'the padels were unmistakably negative. As
,

one panelist, put it, PTheee gentlemen communicating with each other about

their own habit of practice just don't convince me that I want to emulate

/ their st9le?" Another Zoneluded, "One program could have been put on

audio alone wit.no need for vision. The appearance of the panel, unless

its personalities are dynamic, is less than worthless."

$ Comments from viewing physicians suggested that "a considerable

amount of program testing occurred, and where one program was useful to
- 1%, "

the physician in, his practice, he tried others. Conversely, when he re-

ceived no bettefit he quit watching. And the mere prograis the physicpin

saw, the clearer'it was that he was getting something out of, the series."

The major masons given by physician for not viewing were: not knowing of
o

\

the pogram's existehca, forgetting to watch, or being too busy. Some*.,,
,-,

.
4

als6 indicated that they preferred-to watch the ten o'clock news. The

authd,rs coriclUder
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No oie dodhts that continuing medical education through'tele-
vision has potential. However, few believe that,itsfull
potential,is presently b'eing utilized, an& virtually all, are
willing to experiment to some extent. This evaluati n reaffirms
such generalizations and hopes that continuing effort be
applied tO bOth new and old methods.

I,

A number Of medical centers in Canada have reported somel.,ex-
_

perimentation in the use of broadcast television for continuing radical

education (11, 119, 253). The general impression gairied fro4the

literature is that °most Canadian prothations, have followed typical
4

. ,

I i

American.format! namely, lectures or panel pres4rOations followed by a.
..,

namely,
:°

brief question and answer period.- As in ithe Unied States, the prob-:
.- 3

lems of technical production, costs relative to viewership, and diffi-
.1.

culties in evaluating the Worth of televizpd programs, have been
.s

. , NI',

identified as the major Obstacles in the.use and expansion of the 1

.I

it

,.

,

medium (119, 253). '>

i)

Encoded or Scrambled Droadcast Television;' /
) r

While no studies encountered to daite have revealed specific

"reactions from lay viewers, the question of complete professional

privacy is still being debated within theredicalfrofession (263),

and this has resulted in a network of medical schools and affiliating
r.

ospitalsin California using scrambled orencoded broadcast tele-.

vision (30) (165).

Under this system, the picture appears. on the standard tele-

, )

vision.screen, but in encoded .form thus preventing puplic viewing.
...,

.
.

..

ibecoding or unscrambli
0

is acComnaished by a:modified receiver.
- ,..---- x

1

t

.

Because these decoders afe still relatively expensive they have been
1

,

placed only in the affili'ating

S)0-hospitals

in the California experiment.

I, .

.
.

.
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This is believed to have several advan age 1) it makes the community
,4

hospital the center for continuing medical education, 2) it makes,,feas-
,

rL

ible an accurate record of the number of viewers of each prdiram, and

3) it makes it possible for the universities to charge a tuition fee

for participation in the network, which in tuctn.makes superior prod-

uction techniques poshble (30).

The success of an initial pilot project linking 15 community -

hospitals with the University of California in 1965, resulted in the

expansion of the number of participating hospitals and,the merging of

six major medical centers-and"their television 'facilities to foiM the,

`Medical Television Network (MTN) for the productift and distribution,
-4*

of televized programs. At the end of the second year of broadcasting, ;.

'44

Brayton et al (29) reported 72 hospitals 'participating in MTN with an
"7.7.

additional 1.8,1,1ospitals participating in, a video tape distribution

system whereby hospitals receive0.the programs on,one inch videotape

which could then be played on relatively inexpensive video recorders.

Through a contract with the United States Public .Health Service, the

MTN is currently operating with a professional'staff and facilities,

/consequently, the quality of the programs has been greatly improved and

the tuition chaiged hospitals has-been lowered substantially. Attefi-

dance data shows that MTN tipoadcasts' are reaching some 750 physician

viewers each week and-that!approximately 28,000 hours of instruction

are provided in the 38 prqgrams offered yeatly. Since most of the pro-

1 '
grams have'generalists as:their target audience, It is notsurprising .

. .

that the greatest numb4 of viewers have been generll practitioners and
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internists, with specialist..in the rorrower specialtie$ being the
$ . . ...

. 7

hi ,.
least motivated to participates In 1968, Biaytop et al OD). reported

. . .,

that:

the MTDvldeotape reduplication and distribution systems has
been re-organized to combine the Southern California tele-
vision resources withthose of a similar encoded network in
San Francisco for Northern California...The resuiting videotape

distribiitiontsygtem, now called the Californialgedical Telex
vision Network will reduplicIpea4 'Pool the outstanding
programs broadcast for medical and paramedical education in

4/ each area and regularly distribute these to participating hos-
pitals...In this way, the combined medical faculties in the
most populous state will form the academic base for continuing
medical and paramediCaf education using the newest television
modality.

. Despite such optiiitm regarding the future of encoded broadcast

television, in a recent report of'an)evaluation of four programs spon-
`, ..0

1 7t.SOred by the Northern California Network, Mock et al (165) concluded:

While most of the assessment techniques in this study tncoun-
. 1 tered serious sample depletion, given this limitation...

virtually no measurable changes in either behavior or infor-
mation'level"were found which could be directly attributed
to the programs:..It was noted thattwo hospitals changed
their infection control procedures, but does this make the
series worthwhile? The answer to this question would require
an obiectilie comparison between'postgraduate medical television
and other teaching media. The studeles which yill'proliide an
antwer to this question remain: to be done.

More pointedly, Lauler (55) concludes: "The exptbitation of

a given medium without leveraging its advantages in juxtaposition to

other media dOomed the television wediuit to failure...The maJor

tation of th4 production of television or movie material resides in

the software -aspect."

Slow-Stan Television:

fi

; -

7m experimental projectcurrently planned at the University of

is

t

j

kto
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Wisconsin will use slow scan television carried.by a telephone and radio

link from'the classroom at the Medical Communications Center to four

small unity hospitals with reception facilities. As described by

Meyer et al (156):

Using this medium still snapshots are transmitted over ordinary
telefohone wires thus obviating'the need for expensive co-axial
or microwave relay systems. Special receivers store the pictures%
and release them approximately eight minutes later...Thus the, ,

participants in the community hospitals have the'liveyoiees',
the slides, and other visuals used during the conference as well,
as the still pictures.,

Other attributes which make slow scan television attractive are;

Its ability for random access information retrieval so that 5,000
hours of instruction and 10,000 visuals can be stored, retrieved,
and shown in remote points. In addition, it holds the ability
for hard copy printout at remote locations so that printed infor-
mation inserted at one end of the system can be faithfully re-
produced at the other without teletypeWriters, a sort of long
distance Xerox Machine.

'SUPPORTING DEVICES

A

The supporting devices reviewed here are those eddcatiOnal
,

techndlogies,which have found,their;greatest usp as qu infulmatfon,

sources, or as a means of self instruction.

Motion Pictures; Videotapes:

Probably the.most significant development in4the area of films
Ls

7

,1--has been the establishment of a Single Cncept Film Service offered by
.

the university of Wisconsin. ComOnity hospitals are provided with a

.,- ,
r. -,

t

small portable projector along with single woncept films
.
on new medic4-

i

(---- -...r . ,,4 ,
c---"

. i.
D

'

4,4
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techniques,whic are on loan for six weeks. Each film runs 'rom six

to ten minute and contains only essentiil,information. -n the, ser
\14

presses a ie er the picture and sound start imme Since the

film is self re-winding, he can view the film a second time merely by
0

pressing the lever again. Meyer et al, (15,5) report that a s es of
ik 7

six films are in circulation among 47 hospitals sconsin. A recent
. .

ts

survey based on,approximately .uestionnaire responses from prac-
.

ti ing physici vealed that 93 percent of,the respondents felt that

ilms provided useful' medical information. r-ir

According to Wenrich (263) pharmaceutical companies have also

produced 'a number of films and TV kinescopes which are loan to hos-
.

o

pital and medical groups. The--Uhn Company ha p7oduced a series
le d i
called Grand on 16mm film which is avail ble through its regional__.

offices. Similarly, he Roche -Medical Laboratory produced videbtapes
. _

. ,

for its "network for continuing medical education" which inCludesbos-,-
, . g

0.-
pitals across the coyfi try.

Audio-Tape Recordings and Disc Services:

r.(:) ably the oldest and most, established tape recordi subr

escription tvice in operation.is Audio Digest, a non- d ary
Z.

'of the Cali prnia Medical Atstiation. y-(175) reports th1th. some

30,000 tapes are senteac month to subscribers in the United States, 4
_.-:---------

Canada, and overseas. These tapes, ranging frog one half to one hour

fi
--- in-length, tepresent edited. portions of lectUres, panels, discussions,

and symposia published in current literatUre. The areas of medicin

covered by this service include general practiceAfernal medicine,

Ot



surgery, obstetrics and gynecology, pediatrics, anesthesiology, and op-

thalmology. Important meetings are also taped and sent to subscribers.

Wenrich (26) reports that Excerpta Medica has begun producing "Voices
/

of Medicine" which provides weekly tape recordingsastracted literature

and feature presentatf. s /ected subjects. .The American College of

Cardiology, incallabprat n itch/ the 'Radio Corporation of bimerica, Has '

,,..

.

. ..,, ,

-)14''o_. .

,.:,

begun S monthly tape service0100allee ccess Library Service focussing on
d

subjects which have the greatest relevance to the practice of cOrdiology

(146).

While the aim of these services is to provide a way that Ilusy

pfactitioners can acquire information by listening in their homes or

while driving to work, epotts suggest, that onlya certain proportion of

Jr

-YSiins are attracted to this process 14, 37, 263). 'A study reported

\z,
by Aitken (4) found that of the 655 ta es 'requested and sent out in 19t1,

29 users who took ten ox more tapes each year used 513,of the.total.

Another finding of interest was that 60 percent of the tapes'requested
,..

. .

,

went to general practitidfierS in the country or small gowns. In /t962,

,
. r..,

li th Canadian College-set up 'a disc service-using twelve-inch long-playing
1

' r''
discs which the members of the service retained their own recordings?

,

This proved extremely popular, and by 1963 a number listening'groups

rhad formed.

According to Harris (111), Smith and Holst Incorporated in

California have developed a 'series of illustrated medical lectures using

both film strips and tape recordings produced by Loma Linda Univeisity

School of Medicine. These lectures range from .inesthesiology, Ipternal

"f
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interesting feature will'he .that the'ilser will be asked to dvaivae the .i.

1
s 7 . ?

material presented'at the conclusion of ,each record, rating 4---verir
, i

helpful; helpful; slightly heipful4 or no help, a* ap laby Hunching
. ,

,

, .

. .6 . 0. ._
priate button on the machine. , Alsp beinetOnsidered is the inclusion-

.

. of an option that would require-the'physittan to drop a quarter in the

.

... . ,
..

.:

slot in ordertto get his program. At its conclusion, he wan be,. asked.

%

40
.

v

, ,
0.'" AR

a relevant question and offered four multiple choice answers. By gushing
..

. . ..i. ,

the appropriate button he would indicate his choice and if his atAr is
ki.

.../ p 'A 1 q

,correct, his qurter is returned. .

:'
l''..

k Mediphone Services:
r

- ', 4 s 7'

a . .

. In 1966, the Udiversity;of WIscon'sin4pioneered'a non - computerized
, *

i. . %
0..

,

Dial Access service.' The objectives of this pro ject were: 1) to-make. -'

Zs '

7

0

...

/ ',
. .

available Current autharitatiye information twenty four hourso
1.

dae.cor . ..., ,

e-.
N.: use in emergency

/
situations, and 2) as A method of updating medit'al -. .

-
'- ',4 , A to.

1,,V ,
information. 'Intended stricklyoas a qui k.soume of reference each tape vs

r
.

.
, .

, .-

° is. five to Six minutes in length. When t e e phySitian Ofshe'information 4,-
,

''' '

. _ , , ) . :4 . . 0
P trelevant to-,any of,the:230 subjectsflisCed'in he directory, he merely :i

\.. . ,

dials:the t Ioll'ree numbeedeSignated, and requets the tape. In an
,d-

.
. . ,

6. , _
.

average oftwenty seconds after receipt of the call the :tape is played . ,

P
77

for him over the telephone line. A preliminary. survey in 1968 revealed
.

1 0 p ' r

that: 1) such a.libraiy had equal.appeal to general practitioner and lt-

t°
.

. ,

.A
, '

r
..

specialist in'both,ufban and rural areas; 27,a. significant number of .
'

.
P.. ,

.

ephysiCians used:the
\

service
'.

as. long .as promotion Was reinforced fre-' . bt

41;

,
iquently,

.

white a small number of practi used the library as an', - ,

, ~ established source,of information retrieval;; and ,3) a significant per

-
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.

4
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cent of library ulqization was for continuing education, that is, re-
-\

view, or updating knowledge or gaining new medicalinformation. On

the basis of these findings/, Meyer et al, (157) conclude: Whether on

the basis of popularity or.evaluation data it appears that there is a

et sufficient degree.of enthusiasm for this means of information retrieval

and that the dial access library concept can be expected to experience

rapid growth." Minnesota and North Dakota are linked to the Wisconsin

Library using their own separate communication systems.,

In Canada, theUnivrity of Saskatchewan has` recently initiated.

a Dial Access Service:. To date, "Three hundred and six five-minute

messages have been received from,.Wisconsu and booklets listing titles

have been distributed to all' Saskatchewan physicians. Twenty new scripts

for messages have been completed by Saskatchewan specialists and twenty

more are in preparation." Utilization of the service is reported satis-

,factory to date (13).

t
.The Missouri i RMP has spo cored the development of a Dial icCess

, '''

/...'. .

N;.

Librarylwhich differs from the Wisconsin Library in that the system is
e.

-computerized. According to Fortney (101), "this makes the service

Chepaer and more efficient, eliminating the factor of human error." 'A

number of medical specialists are helping to test the system by evalu-

,ating the messages from the experts' viewpoint and advising where cor-

tf tr:
4 y

Jr!
, 4
.1//

recions are required. Under the Alabama RMP the University, of Alabama
.

,

r ,

has recently become the headquarters for a "wide reatelephOne system" : f.;, I'.-V

providing live telephone consultation services for physicians
\

in widely ..%*. ,IL .

jj i% "
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-and useful: --

r- .
;4..1 r a

-) . 1 f
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In)'1962 the journal Spe.,ceruin published an arEi-cle On..13tra _afftgled.. -_----_- '-- .. .....
4 ' 5 .4

- .
learn/t..4 along with a programmed *SeqUence on how -to i(lid-an qesA rp--1 - ---,:-,-7-,.:_:.-,_- -.;iitY-, ..;.;

-° -- . I. ,- ,.... .34 ... ' .:, t.'.*;s,

cardiogram on,myocardial infaectiibri. The, issue was - circulated to° 225C-'..i..
s. J - 7'.

000 physicians in the United States; of,lwhom 50,000 replied_ with a tr j
-ti'13).anket .endorseinent of the program As a result; a longer program

on allergy'and hypersensitivity was made available to physicians on

request. Balson.(18)--reports that this program is in use 81.3
....'

of the American 'medical schools.
_._..-.'

,, 'In- 1964, Spiegel (234) 'repOrted a subj/ettive evaluation of
- , ,..-

-, /
.." .

. couyse on Diabetes COntiol, taught by progra d instruction on a teach-
- ,,e-, 1 -1,

'A

. . /-71..,. .. . .
Plg,,AlaChille'. Of the 78 physicians who completed the4course, all felt

,... .,2,.
rk '

.,- sit was a /meaningful program, In comparing this device withotper ed-4-7/.,/
" ucatiOnal techniques, the physicians stroney -endorsed the i,,egellIng

/' . ei I/ :I s; / 4 1 r /4''',..t,;,t_-4 , ,..),..:.(

t,i'l ,'M'aclaine approach. On the basis of ,post program i ett. Ows and f610ow-
ti.,...... r r1: ;.,/ 'f . ,!' / , , . - 'rk. j ISI %'.' '' 'tip' mail` questionnaires, it .was estimated that two 'Oar to three 1/4,..1-,

.

'
,

!quarters of the.physiciansatwho completed the program hlaveimodified, orztiti
14

.) modify, their diagnostic ,a-r.dior treatment practices ,with diabetes

. as a ;result of /having participated in, the course. Programmed ins,truction ,
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of instruc-
,

; .ompttter' assisted -instruction "(CAI) al education is stistill
't- - \ -

t

. '

,

1

. in i.is'infantS7."--exton-(180) report's that a nUmbey f 'diversified
- /

,cal cases have bee`a Computer programmed by(..the U ive s,-
A.plISisSician, wit

.

own words and t

- . -h an:inteiesting" case can questio9

he iplaFin44Vp ,pi-dgiarmning enakles
'-

out key words in tice docta7S-,statement for whieh -t en provides the

ity of

e computer. in his_ _ - -

computer_ t-ct pickV1

.

the dpprqpriate

I-
t

. : ---';'' ,
.... ,

'' 1' Al: 114 fqafiSWO v f SO' ,fi.er development are several, c mputerize±.-7--'= -,----,:, -,-..-`'.'
, --- , . , ;.. 7 .! ..3 :. a . :, . 2. ..:_

self- testing programs* , AlthOugb 'these are 'still_ 'experim tal.,;-,it .1p
_ -

"... .7S'''':
. = , c % ' ? ' a ' '',. :' , . --7- ...:i : ,7,7..-

..._-
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._- ups with some outlytiag....liosPitalS ..
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I

a ,

Ohio State UnierSity has some tutorial g'aMS

routinely availablg'tO .medical students and bytelep ne line to.,..phy:-
- I - %, ,

sic ians in ten area' fkosPitals . The equipment is 'las labdrate
-

,

it uses teletypewr1 r terminals instead of ,TV display `screens. The

,telepr,inth atigMeiited,1:,y a 0.1.de ,Projector with do-Smiled slides and-
o
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. 5. WV
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.-1one study involving four,teen.i?ratisihg ph icians ,/fo.
1,, ,

. _

attended a..one-week course in clinicalanesthesiology-in yhith .aA)ild_
-/ . .

. ,_,-,
'11,64r,CAI.less,oprpidluded. Data shoed that,thdy,physicians'

at,i,..,- ,. : .-, ' .-

rs
yi

/ !Lk', 9 tOzard'cAl,,,_doucational televislon;;andprogrammed
instruction -..... --
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' ft ;'
a

,;"- te)cps'Were-Lmpi;ai'dhle;before expoSure to CAI : After the CAI lesson
, . ,,,, ,' ' , .. /I ,. r

_ _ _ __, -
attithdesAowardtCAt were

-MdfefpbsitiVe-thenwefe .atti,". ---f, , . a ' ' . ---. .... ,
i ..e , , . ,' ..

1 id,ion or Pkogrammed,instruction.

A.

L17:,J.
be adMi.M.Seered. Continuous graphic displays show the'changeS in blOOd

tuds towards,- eithev:educational t

Ag_the:University of Southe
f

, .

n California, 'AbrahamsOn 'et al (3)

have produced a computerized lgar,egng aid called Sie=tin which is a

4',yrealistic mannequin upon which physicians may learn'how to carry oust'

endqtracheal intubation. qW6T11.puter is programmed so' that h '16anne-,

quip -.reacts physiologically to-various drugs or treatments.which may

<. t . "..

/
- ,

4 , 4., '
,

1..i.; .-4fressure,;milse rate, etc., thereby depicting the mannequin's responses
'; t..2.:,:'

t,.
. 1'I - td treatmenr,.. Wires'run from strategically placed magnets and sensors

.f-

y..- .
-.T-..t ..,

, Ar,
: , %

,e...n Sim One:,t*.Igh a-letge cable to the computer and to' the instructor.1 1i; ..
4.;.at a control; -cohole thrbpg,4,which,the instructor is kept p2stedionr.

iz%4 ,

I/the physiciAies 14o"gress*-iii igar

L

. In one study of skill acquisitiyin,
.

the learning'.tate Of.."ten new tfhthesiology residents was compared.

"nye of thes

teOnique us

,Sim'Ohe;Cook

. 1 .` ;1:-

e ekperi4ftcdd;convenelpna1
-....(4. .. '..t

r'se: A.: "s
..44)-in g 0.7 mangetign. ftdddtts revealed that th6se vh6iused,- ,

an average of',,i.c attemptO dyer a period of 4.5.6,days to

instruction and five learne,/the

-

4achievenine out of ten prcPaionally., petent intubations as compared\:., , v. 4. . .,..;
, 71,.. --" .1 ,.'s...\'.\ ..4,:...,f 7with 60 ,attempts in-7Tays'fori.the contt4:group. These a

, ". -lc.'
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medical

"can shorten a time required to teach manual procedures in alMost

every .phase of medicine-."

and paramedical workerd. Paxton (180) indicates that the Sims

Allen and Ottem (5) report three experimental programs utilizing

audio responsecomputer services:. One is a drug p patability program

in which the inputis a pair of drug codes and the tput one of four

compatabilities: "yes", "nod', "conditional", or 'Unknown." The second

Pro -is a burn formula program which calculates the proper initial,

quantities of electrolytes and fluid requited in treatment. The third

is a .4Mptom diagnOsis program that Is augmented by diagnostic datain
0

.the. Literature.
.....05 Y'..

P

ll.

2-1- --P..,,.
. ,

sophisticate0 computer-pvram is reported
,..,-t

.1

in operat n
.

at the University bi Missouri. This$rOgramccalled
e....

.

.similar but mor

/ Consid r uses cathode raytube (T.V.) input-output'terminals The

O

4

.
.,

-major weakness is the absence cik rinted output which could be requirdd-----.
...

for legal reasons or for a patien s record, .

1

71

as reasonable. Jilhal-- anJ
...

The-cost of these programs is reported

Ottem-(5) estimate that:

,

She intravenops additiVe program costs under 35 cents for eath ---z,.,
,-

inn plus $10 per month,ior prOgram anddata storage. The burn
firmula prOgram which is purely computational, costs roughly

* P. °

0 cents- "peer w use plus $1 per month for required storage. The
diagrios4ciassistance program costs about 40 cents per calcu-
lation pli,is $2'per montb-for storage.

,r, - ,, 1"

i' -...:'t They suggest a feature which would greatly improve computer pro-
,,. ./ ,i, fi

1..4 ,

:Mi60
,St

I . 1. ; / , ,/,' ,

. , , tN, ,/,
. /. it Mass to,data bases from 'various authorities for controversial

l',/_/ subject Areas. This "feeture,t4ould give a computer network some
. '..

/,
1-.1 /1

.

i,,/< e q /l' 1 i
.
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i' I I: , /01, ir
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,tribution of instructional materials and devices on both regional and
,

.109

of the flexibility now o fered to the physician by having
several medical textbooks, journal articles, and scientific
documents available on particular topics.

ORGANIZATION FOR INSTRUCTIONAL TECHNOLOGY

A number of recent aticles provide evidence of attempts to /

reate proper facilities and environments for the effettive use of mass

d,

media in continuing medical education. Also being discussed and Ple-I

mentedare centralized systems to expedite the develOpment and di

national levels.

'In 1959 the University of Utah developed an Audio-V ral'Kit

ontained
- <.....

in the kit were medicalOiscussions on long play records, accomp nying

which could be shipped to physicians in rural communities.
0

. ,
.

scripts, and coloured slides. This mail service proved success 1 po
....40- ,

1

° other organizations deve:Ipped similar programs (232). The University ''

l . \. ,

I

/
00 British Columbia is tieveloping a Mobile Van Service/ (164) to pro-

,

Iv;
iridet.multi-media approach to continuing education

members of the allied health professions on British

those who find ft difficult to leave their practices

1

for physicians h

Columbia, par icurarly,

The Alaka/WaOington RMP is develOpi4 a unit which
4

9,
and co-ordinate all eaucational Materials tr projects in t e two state

I ,

region., It P anticipate& that greater efficiency will b- achieved
:.-

11 produce

)

an4iconsiderable money saved by centralized production. More partic-
' *

,
t.

. .

ularly, hoever,*the main emphasis ''of this unit will to` "provide up

.4... Il

to date information to the more'isolated rural physi ian by way of

a

11!--7
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modern communications technology (138).

a Ppopgr (63) reports the establishment of_an Office of Audio-

Visual Education in the Health Sciences Center at the University of

Colorado. With the University's multi-disciplinary student laboratories

(unit te,ching laboratories), and the newly constructed Office of Research

in Heal/th Science Education, it will serve as a central source for/Pro-

/

duction, distribution, and evaluation Of multimedia programs for the

Colorado/Wyoming RMP. Among theAnny educational approaches which have

been explored, two proposed pilot projects are of particular in Serest.
/7

.,, The first is a videotape exchange program among hospirtals within the

0/1.6rad 4Wyoming re ion yhereby yideotape recordings Made by the clinical

/-
taff of hos-Weis All be angedon a,weekly b sis. The second will,.

production, of a seer e-concept films and filmstrips on
ki/

, ) hich will be capable, of alteration ino al-cander the audio/P

/// ,/ '..t... / , 0
TTT

/

,/ , / / Udh a vay-vinuitt!ni sari ifilmSt iy/s will /serve dental hygenists,
. /

nurses,' physicians,. nt sts4 patien o
/

/ .

7
,

,

,7, The University of Sask
/

ocus for the /'nett several y ari

tallec.1,a

i 1--b.e p
4

development and promotion

/ [ 1.eth/ , and a four stage program hasof i '" {'Information'Information Retri

been' outline0 l) to' assist co
/ / /

/
,

vide impeb4ed ibrafy faeilit es; 2)
,

in the(im ement and expansion o

decided that its major

spital in their efforts to pro-

encour ge,and assist physicians

direct telephone consultations, 3)

to estab
/

dish Dial ccess Telepho Library ,fa lities; and 4) to assist

base libraries their,ef ort
,/

and ibliographic retrie

to develop each ph,e

/

I

/provid/rapid and efficient subject

/-
a.

oth ma 1/and automated means. Efforts

/
oceeding s m ltaneously.

/

fl
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In the Albany RMP, community hospitals are being developed as pro -

totype learning centers for the use( ofnewer kn§tructional technology.

These are being set up in three'Sizes: e smallest are'for hok spitals

witH staffs of up to twenty'doctors and feature sound tapes, telephone

dial access programs,,,rdio receivers which will allow twojway radio

conferences,

ters for

1

and ;other related visual materials. The medium sited cen7

hospitals of from twenty to fifty p include in

The largest hospitals will have videotapeaddition the medical jukebox.

projectors, as'well. These learning centers' are bein establilhed either

as an infeslal*part of, -the

library and are under

Irii.caljibraryr are located ad aCent'to'a

the continuous supervision oybrary riers&Aiet. 4
1

,
b

According to Woolsey (277);

Medical aibrarips can no'lo*ger exist jus fot/the storing and
retrieval of piintedinformation. To be really useful,a medical

shotild bee on.hand as an'instant consultant.' If what

you need isnot immediately available, the librarian should -dig
it out qu cki ,or the impulse to learn:may be lost. '

/,
94 9

Similarly, Castle (41) reports that the Inter-mountain' RMP staff-

/
have helped to organize the following learning resources in the major

community hospitals:

Conference Room Equipped With:
I

Established

Usual teachin,,.....- 18
Audio 10

.

Television playback faciliti4s 4'

Two-Way Radio Confliction with the University
Medical Center . 32

Medical Library and Exchange System.With
University Resources,

Audited Medical,Recdfda,System, Int' grated
with Educational Programs,(PAS,MAP) '9

Medical Education Co-ordination, or ore
Faculty . . 5 i

Pb



National:

As the various medical centers became increasingly in caved in

producing programs for televiSion,the need for a centralizedlagency to

co:ordinate programs and film exchanges has-culminated in the establish-

went of a National Association of Medical Televi'aion BrOadcasters in

e

1965 with headquarters in Utah. 'The objectives of the AssoCiation are:

1)t0 promote the use of broadcast television as a medium for continuing
v..

education,"and 2) encourage wider co-operation in program planning, pro-
.

duction, and distribution.. Atthe'ooment, videotapes are readily avail-
}

able the services, of this Association (AMTVB) and accoraing do

Brayton et al (29), "any me ical school or.organization having access
. , e

to an ETV station or link u with such stations,can now initiate its
,

own postgraduate medical television broadcast series at mi imal cost:,"
*.,

The National Medical Audiovisual Center.(NMAC) in A 'Alta,'

Georgia, lends more than 93,000 audiovisual item's each yeaSto members

of the health profegkons. The Centel is said to have the World's

largest medical audiovisual collection. In addition, the NMAC produces
4

all types of audiovisual materials for health professions and serves as

an international clearinghouse for biomedical audiovisual information.

(172?.
,

Tbe(.Med&cal Literature Analysis and RetrieVal System (MEDLARS)

is a computerized bibliogriaphi

of Medicine.'` In use since' 196

system developed by the/National Library

, this system indexes the major medical

jqp'nalsusing a computer to ,store the information. Index Medicus is

pri ted directly from the computer, thuaby scanning the subject section

11S
rA

14' 1 it
/I

' -
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,eof,dliklisting, a searcher may determiAe whether his fielder of interest

1

A& ///

113

-4

is adequately.covered by MEDLARS. If so, MEDLARS will retrieve the

literature relevant o his specific request. Lancaster ,(136) reports that
4

"ovdr,3,000 demand searches are now formulated annually of the National
,

Library of Medicine. Additional searches are
. p

'MEDLARS
A
centers'in the United States, the Uni,

g handled at regional

Kingdom, Sweden, and

more recently in Canada." Although not without its limitations, MEDLARS

offers the most extensive' and quickest

able4m medical Werature.
L 4°0

The IntertAversity

in1965. It represents not
A

f university discipli
',* 4

/
indexing service/presently avail-

C hicatiOls Council(EDUCOM)' was organized
- ,

. ,

u .
,t

only the health,prolessions,.but also-a tariety

s equally/interested in developing and Sharing

Although beginning with repfesentatives

(162) reported eighty2eight participating

resources in higher dducaticln.

,from eight universities, Milll.e

'uniprSities in 1968. Yuture plans\of this organization include the
4

4

delidlopmen&,of a multimedia electroni4 network which will facilitate

sharing of resources and accelerate information processing. In medicine

:./ , .
,

0

this 11ill,provide rapid access to specialists when their adVice is

.

ne'dde4. he foui criteria followed`ifideveloping the network,are:r,
, 1., That it be interdisciplinary for all fields and not only

for the htalth sciences. ,

..-

0

.2., That
6

its services be available everywhere in the 'United
States,t and eventually, by extelvionieqerywhere in thg
world. .

,;' 2 t.

O '3. That it be a Multimeaium network not limited to computers,
or facsimile transmission of doMments or television or
computerized program instruction,'but 1,p,pluding all media
of educational' value which can tie put on an electronic net-

, , swofk. .
4

, 1 I

9i 4i.
.

4. That whenever feasible, all materials b avapahAe tapidly
on demand, when desired by the user: l'Ir

," '
:144 .- '

t,.

tb-t,
'4 4
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CHAPTER VI

EVALUATION

ei 115

Since the,primary objective of continuing education in medicine

is the achievement of learning that will result in improved patient care,

it is necessary to evaluate program activities. As Abrahamson (2) has

stated,,evaluation is a "continuous process based upon criteria co-
.

operatively developed,and is concerned with the status, of, andlchanges

in behavior of the learners." In theses Xeres, evaluation hap not been

an. integral part of continuing education in medicine although.it is now

s
becoming a matter of concern. Thed'has been an increase in the umber

k. / .

tdeevaluation studies found the literature over the past few years
- b .

.

but most of these suffer fr)Om inadequ design and measureEnent so that

u the results achieved are largel inconclusive. Such evalua ion as has 1

/ q
, 3

r

been reported is principally sub ctive but t--re is a promising in- !

crease in a empts at the objective assessmentof learning.

SUBJECTIVE ASSESSMENT
-0

'Next to attendance records,' the most commonly reported fo

evaluation is e follow up questionnaire which solicits participant,

, '

opinion with rdgaid to a program (2', 220; 241). The information usually

sought includes why physicians Atended,-their impressions and opinions
. .

with 'respect to various aspects of the program, and whether they felt.
..../'

, .

they achievedtheir objectivel.', Since these instruments solicit unver-
/

te

-5

1/4.

4 1 20
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ified subjective opinions about an educational event they are often

referred to as a "hapiness index" or opinionnaire. While such idstru-
k

ments,may be useful, in planning future courses, they .provide no evidence

..that learning really4occurred. Donnelly and Natfalin (77) report an

experiment which ill4tratesIfthis point:
; /

We recently conducted a somewhat limited study of the validity
44 of the so-called happinesi index!. 'An actor was hired and pro-

grammed to speak incoherently oil' a Chic of ifterest to medical,
educators...His name, erroneous titles, and degrees were included
on the program seMinar. He ,gave a highly technical 'presentation
'which consisted of nothitig more than mere double talk. He spoke
on a,ubject about which he knew nothing. An analysis of the sub-
stanceof his presentation indicated that,it consisted primarily
of unrelated examRlaa,and ajew good jokes. Following this very
"entertaining" lecture, the audience (consisting primarily of
instructors...)-was administered a replica of one of the hApiness
questionnaires..:Withoutexception the group rated the le4ture
and ensuing question and answer period highly in every respect.
TWey found it interesting, informative, and stimulating: '

In other words, the medical educators in attendance were very

happy with the,instructional experience ;despite the fact that the

0

014

grammers,had minimized the learning component. While this is Obviollsly

an extreme example, most writers agree that it)kp not sufficienp,to con-

sider a programsuc"..esful simply "beCause Attend e is high and

plaints are low" (27). More recently, various"modifications,of they
t,

happiness index have been reported.I.Levinson (-40) evaluates itis one-

week health inars by having partiLpants rate each le.c.ture and all

oth= aspec of the seminar on a five-point scale. They are alsto asked

to cf,141, - nt freely about the experience and to add additional comments to

the evaluation sheet at the end of the week. Six months later, through

a mail questionnaire, each participant is again asked to evaluate the

6



I
I

': ,experience. Thisle is asked what he thinks he learned at the
4. -

,.
.

.

seminar that was most useful to him, what was least useful, how he

J applied what he learned, and/what problems he had in their.app cation.-

i

VA

Although Levinson is', not entirely satisfied with this procedure oreval-

uation; he reports constructive feedback and specific examples of ,changek

in medical practice( which physicians have arributed to course attendance.

From the fielof public health, Parlette (179) reports experi-

mental studies using paired questionnaires, one answered by thgtpartic--

ipant concerning change in hi self as he perceives tit, and the other,

by his superior. The hypot4sis cisl--"that the deepeX, the individual
.;.;

o

insights are, the more lik Change will occur and by recognized by

his. superiors' and therefore the participant's reported change 1.6 more
, ./

1

Another varia ion.'of the opinionnaire is the use _of a personal

//
interview with small randomly'selected groups of participants prior to,

and, following each session of the program, Meyer is, quoted by Vanes low
t

J
(254) as saying that "this technique rs exceedingly useful in eliciting

, pertinent and candid comments from participants."

Dohner et al, (75) devised an instrument which can be,used as an

index of the effectiveness of shortIurses. Thi,Tis a motivation scate,

consisting of a, set of bi-polar adjectives designed to assess the degree

of enthusiasm or motivation as judged by the learners' percep,tionS of

the general value and relevance of course objectives and content
.

in

meeting their learning needs. Evidence of the reliability of the u-

ent was provided by correlating each scored item on the sc. with

op,

/,'" 122
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participenv' questi'ontlaitexepponses,. 'Although theresuls,frotkpne pre-
I

liminary gtUdy indicayre that t scale with further refinement could pro-

vide a. instrument, th.e ent to which the'scalepredicts,Changes.

that act ally occur participant's subquent behaviorshas }het tp be

valid
. . --k 'rte.., '' ,

o 1 i , , 0.A. . ' . I, r
Although the "happiness indexv'onsiptnionnairt had no validity 1 ,

.

. . . )-.
..

r reliability it is exceedingly, popUlar with progrgm director's event"
.

"
.

.

.
. .

,
. io

,

thonghlit is of no real v4ue 'as a,judgement on ,a prograg.-.It Jopilld'be
st;

4advantageous if-all of those in continuing medical educaiion could work-
.' ," . ..,.

A
.. " I 4'. ,.

togetibir to deve).op some standard objective instruments to a?s inion'I
.

.
- . -

.
; °

4 _ .

.1
'abouttheir/Orbgrams. jhisp he done wi less trouble and, expense

. ..
,..

. ,
-than is now wasted indiViduaaly on'-in ective Meas tts. c.,

e 'A ti

.,

' OBJECTIVE EVALUATION

44's

, ' ,.. NI:.
. ,

The use of object ye measures for evaluation...is increasing. Spch -.. 0. , %. k.,.. ' .. a
measures can provide hard data to assess whether progfaMS are aching

-.d...._, . .
.

their obji ectaves and enable.prograM planners. to 'work with greater ecurity
, \ ,

that` the eyaluetion thaslome.valid4y. Objective instrumdhes haVe been '

. .
,

t .

constructed to mLsi,ire specific content material acqul.red," attitude devel-
.

__.,
. .o . .

, ..

Y ' ' 4 0
,.4 t

l

..

opment,or-change, feelings about instructional actiities, job perforiiance.,
, ..

v.. .

.5

Nf.

4
.=,..and patient care. ,/ ..'

-1 ,
,) -%

.

Testtng for the Achievement of Learning:'7. ,

* .

The pre- and post- design using paper an.d.peric41-tvets has become .

,:',

/
.

.
., D

/
..

fairly common in cont).nuingmedical education: A number Of'writers

ter,I,
, = .

. ', .

0.
.r

.
.

1 ?a

41.

con-

N 0 .
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sider that the practice-is reasonably well acce3ted by physicians (244)

(271).- Since most of these tests art-teachetmade and based on specific

information the practitioners ate.expected to learn, the results in no

way identify what the physicians ktudlly do learn. Furthermore, studies
61. \

have found that neither k n owedge gain not satisfaction necessarily en-
. .

sure desirable changes in. behavior .
.....

1 / ,

An evaluation of an intensive

/
lliatric and neurology review

course reported by gattulin and Ware(170) is interesting, in thi6 re-
p N

, .,/ ,

gard. In1this study, _theNe*p. imentalvpulation consisted of twenty-
,.

.,

4,
N, ,

-.

two psychiatrists enrolled in a:pr.:tam. Twelve of the group were studyinv,
.,,

for specialty board examinations while a then ten constituted a control

group who were studying for'certification thr h traditional self -study

methods. 'The four;erluation techniques used were: simulated American

Board examinations; 2) multiple choice examinations; 3) interviews and
.

. (,:::
o.4) satisfaction questionnaires. As hypothesltect; those ie the Co

A
se

----->
,

passed the board examinations at aproportionaielcy higher rate n did
, -.. -....it

the controls, and expressed a higher level of satisfaction with their

,

board preparation. There was no significant thange in the mean scores ,
6

for those board examines 4nd experts who also took the tests. On

the basis of!these findings, these researchers, conclude:

While the debate olier peer review, mandatory continuing ed-
Vuafion, re-certification, and serial certification programs.
become hotter, medical education_must develop more effective
evaluation of the relationships among continuing education,
specialty skills, and clinical competence. If continuing ed-,
ucatnn interests correlate with clinical needs, in both geo-
graphic and Specialty areas.of medical practice, more agree-
ment may be reachSd as to what clinical competence is...

A
.44

4

Aly

124
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,

this respect, Miller (161) identified the criticalvccomponent

of clinical competence pertaining to orthopedics through an anhlysi.s,of

over 1,700 cri,tipn27'llicidents contributed by practising orthopedists.
.I.,, . i.-.'.= .....,

./
Since these competencies are relevant to most areas of 7edicine, hnd

6 . l',".
with additional refinetent could be used as the bass for defining meesur-

.

/
' '''.!'"--..

/ . ...-:.
able behavioTal objecties Intmost fields of:'practile, they are re-stated

,_,......, 11
)

'.

: ... /

). Skill in gatheri4Hplinicil infOrma on:

a. Eliciting higtoricar,inform4ti
b. Obtaining inpqrmstion by physi al examination

. J '
2. Effectiveness in using special agnostic methods:.

a. Obtaining /an interpreting -ray films,

b. Obthinin additional info ation by other means

'so

3. Competence in developing
a. ApproaChing diagnosis

b. Recognizing conditions

/

'4- Judgement iwdecfding/o
. - a. Adapting treatment

b.' Determining 4tent

a agnosis:
jectively

, ---
apprpptiatebare:

o individual cases
and immediacy of therapeutic needs

5. Jud ement end skill 3n implementing treatment:
a. Planning the,* ration /

.

b,. Mal4ng necess- y preparations for operation

.
podifying/ope/ative plans according to situation

,Eft,ectivenes

a.. Handling' p

b. Perofmin

i treating emergenpy patients:

tients'

emergency treatment

7's Competence n providing continuing. care:

/
/

a. Attent'on postoperative*
,b. *pit ring patient's progress

8. Ef ecti eness of physician patient relationships:
Sh ing concern and consideration

lieving anxiety of patient and fhtily

b

-

ting responsibility for the welfare of the patient:
Recognizing professional capabilities and limiihtions

Relating effectively to other medical person,
,

t

4

r:

e

'
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1

Sf, ..,...,
USing.this scheme, Rillerfandhie colleagues then underto*-'-

.

1...!
.,

'11 ,

- !": :". ..:/
, ,

4-:..... ,: ,

1
system is 'review of bOth the oral and written pall& of certifying ekam-

., J ,

, ,

Ai

'1

nat ns tOf the American Board:cf Orthopedic Surgeon4% This study
I

rev al4d that tests in'hOth.-aubject matter and professional:skills were
f

, 1. \ , . .,
'',

',.s, .

'-i complete and spotty. ACcordingly,a nes' certification program was

e eloped usingtheSe defined-coMpetanciea as the basis for test coA-
, / r-

,,

//-'str ction.

The study by McGuire andc011eagu s (149) ilfUstrates.anotheri:
.. :

well known ptoblem of educational testling, namely; that loss of- skills
4:

almost alwayS occurs unless periodic reinlortementistprovided to min

tain the .S.411. Using One control and four experimental groupg of 30

4 -
.

, to 441physicians,\the study sought to determine gain and retention of

auscultatbry skills in physicianth following a twelve to twenty hour

intensive course. -Prior-to-instruction, both the control and experi-
,

mental groups were pretested on the identification of fifteen unknown

heart sounds. Immediately followidg the instructional program, the
. ,

four experimental. groups were re-tested., this time, a review of.

hogntal-charta
r
was undertaken for the control group and ona-ex9eri-

,

mentai grdhprto assess the information recorded on patients,,hosPital-
-..

ized:With cardio-vascular ,problems. On the test administered immediately

follOVing the course, the experiments. groups showed statistically sig-

nifidint/pins compared to the cont ol group. 'At six months, however,

the Wean scores' were not significantly differentfrom-the mean score of
\F

the 'pretest.

mental,lioups showed
.,fx. '

car dc'findings.

. . . ''..A.

,

chart reviews of both the controls and 'exberi-

significant difference in the recording of



r-

^ V

C

eellichardson study ;similar in desig\

011

the McGuire group, was able p_d3 4monstr4 some auscul
1

tention with t

group, (N=15),

He attributes

schedule used

\\
wo groups of 11yiians (N=10. and 1

T1:
', / \

a mean gain of\4rpm
i
,6.4 C.p ,12,\six

,' ., V 4
\

these diUerential,indings'to' 10

v, 1 < \
in his study as compared./with/the

y \\ \the McGuire study
;!, ' .i., ',*,//s

f exploratory studis iising'the pkndp

ure attitude change are ie orted from theAi
sf-

arenko (281) concluded th/7/Wt Vesults ar\

course provided
t

!fA numbe

-edesign to mea
.1.,_.

': : ','. 4: ,,`

S 0 Chiallt..,
4, 1.

...; ' \ "I% I. 7'1,, '

tof

skill rer,,

/,

5), h a third

imo ths/
./

/after traini

//'

termititent tr iy ing

tensive se ion

..uggest-P.70 but far from coherent." Tucker et 4_,I, (

test

of psy-

tantalizingly

n a 'longitudinal

- ,

study of 219 volunteer flight surgeons used cafe ionnafre--to

1/4

st ,uate course,con-
ti

..,

measure attitude change following a six month p

sisting
/
of 48 lectures and eight three-hour interviel.4 s4sions.,:,,X4e

_ --
questionnaires, administered at the beginning and at the Foritpletionof-__-- -

A. ....V,

NL:
th COurse, and again eighteen months later, were designed=p-I#tit-
,,

., ....--

,
,

responses to some 44 frequently heard statements about psychiatri' which

1... 1.e"-',, . N ,

wer7,'"sp.red Orva
,

fotirpol.nt scale. The criteria used to scope
,._!,.....7..,

.,..%,....,-:-._ --t ,, , ..

spobiesNete.esiebliOed by four independent psychiatrists .
.7,;4_............

t.1

s.,

m,

,

,_cOt

.s
\ . v- ..

4)sychiatri
\

\ts,
psychotherapy and mental changed very little. v,,

7, a. 1
\s

s' 1
-

. I.
over time, they felt more 'confident and competent in treating psychiatric\ N,,

\. -i .., N.;''',e-

" \patients." These findings, represent a sampling of ',opinions and attitudes ,..
......., . .

:-,

. .1.. _

2,__ - i..,. _.

of a group of student flight surgeons with regards to certain statements' ".`%.

i' "., , ' -:\!44 ',..

about and in no way provide/ conclusive evidence that any be-
.

..,: . ,;1:.71.
.

_ . t.i

,haltioral change:occurred Which was attributable to course attendance. '''. 4#'

1 /
1

.

.

r :'

... ,.,,,

: . ..#:, ,

:. ), .....

. A

significant findings were that "while the physicians'.attitudes tow

o
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l ,

,
. ... 7 ,

:-.---

'- Pearson

'
fort term

eig\htidffferent

al

`,/

sim4.4ar i
7 ,

(181) used four specially devised scales to evaluate

psychiatric seminars for general practitioners in

ommunities. Sponsored by WICHE, the programs were

format and used mainly a non-directive approach. ,',"The

123

'scales used were designed to measure: 4) 'role tolerance, 2) psychiatric
,....

orientation, 3) apostolic function, and 4) social distance. The crit-

eria.used tO score.the scale were the scores achieved by the psychiatrist

instructors.--The scales were administered as pre-and post-tests to a

tota,of 79'.physicians. Althouh2the finding were somewhat varied on

the inddiTidua,1 scales, statistically significant relationships were found

.

between one op more scales and, on the basis of thiS, these researchers

conclude that the course achieved "attitude change in the desired direc-,

\\
' lertion."

On the other hand, ChasSyand Heslin (181), using a similar re-
r....., , , '

search desi , weretunable to confirm attitude change in their study of
. , .

79 genera/ practitioners whoLhad attended another ten WICHEfseminars.
,

Commenting
.

on these studies, Smith (181)_states:
c

4

To decide seminar goal$ is a difficult enough matter but to
decide in anjobectiveifashion whether the goals have been
achieyed'is:_is..ty/juditm6nt, considerably more difficuye.
Perhaps the most patisf4tory means of evaluation is via, ob-
jective measurinOnstrumenti. However laudable the evaluation
efforts of my WICHE colleagues have been in this direction,
theyarmthe first,to adiit that their attempts have a strong
element of superficiality in .theM. Can a questionnaire ever
be devised to'indicate that a, physician is more psychologically
minded, has more human'undelptanding, and has the therapeutic
ability to help his patient9hward further understanding of
himself? I feel that.these are extremely difficult things to
measure and to assess.

.c.
I

A
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\

Forman and, his c workers (100) attempted to te t
6
attitude changero

9

follOwing short - term psychiatric seminars utilizing tape recorded sim-

Asti patient.. interviews. As a pre -test, the physicians (six in one test

0
s tuation,and 17 in the, other) were required to answer questions related

these, interviews. This procedure was repeated'at'the endiof the course

and the results of the two tests were cp4red. The same recordings\and.

A 4%
quetionna\i.res were also presented prtZe criterion group consisting of

,

t

psychiatric resident and staff p*ysicis. Although it was felt, that a
o /

fair degree of change occurire4iiin theunderstanding of and interest in

psychiatry, the results weye. inconclusive 4s measured against the crit-

erion group.
A

Enelow and Adler (89).have defined goals more clearly,and in

spite of a limited sample, they'report more conclusive results: In one

study (90) designed to measure the effectivenesS of a series of ten psy-
d

chiatric case conferences in producing cognitive learning gain, a before
O

and after design wag used that employed instructed responses to'three

films of simulated intdiviews. The responses of the psychiatrist in-
-

structors provided the 6riteria against whfch the fourteen participating

physicians were rated*: Of bhe three major hypotheses testing attainment

ofthe stated objectives, two were substantiated 'at better than an .05

level of significance.

Another'study reported by Enelow and Adler \(87) concerned atti-

tude change following an advanced superviSory psychotherapy course con-
s

oe
sisting of 32 four hour session. Four Guttman, scales were used eo..

measure the four dimensions of the. physician's. iole in the doctor-patient

0

o J'
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s?
/'

t /
/

,.. .

relationship ,(au ority; self-inv4vement;vexpression of concern; and
. ,

:, 0

instr4lortital).'These were I to o eix physWans before and
0 '.

r ,
/

at the `end of tie' course. A m' ison of the two sets of scores re-
.;v,

vealed that dating the,coursethe physicians' conception of the doctor-
/

patient relationship beume more consistent in support, moderate in

reliance on technical,procehures, and high in self-invglyement. A

follow up interview undertaken 6everal years later revealed that all

six Physicians had changed their style of interviewing patients, with

more emphasis on the patient's behavior and less dependency on psy-

chOtropic drugs and psychiatric referrals. Enelow and Myers (91) note

that "change in attitude and practice will occur for phyticians who

take do or three years of psychiatric courses culminating in the ad-

vanced sup4rVised psychotherapy course."

Measuring change in Performance:

Bel .n et al (21) attempted to assess the effects of.a thort

training program designed to assist the'staff of the Child Health

- Station in New York aty to integrate mental health principleg! into

their daily practice. Using a before and after experimental design,

48 participating physicians were randomly assigned to an experimental

and to a control group. The experimental group was observed and scored

in detail by two different observers prior to the course and again one N,,

i

month after completing training. The control group, which had not one

ig
through the program, was .similarly obtered4 In order to validate the

instrument ,'observers were not told whether the doctor being observed

was in the experimental or control group, and the doctors were not told

r 110
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p

why the observers were present. Theiseiies of observe

,ance and qtlestionnaire yesponses'indicated that while the training pro-

. .
.,.

gram was relatively successful iinstilling a knowledge Of mental health

principles and techniques of counselling.; a comparison of experimental
. 1

and control groups suggested that the program was less successful in al-
. ..

I

.
:

tering1I physicians' behavior in practice..

Roney and Roatk (212) used patient records as the Primary source

of data to evaluate the effectiveness of a circuit course. The sample

consisted of 1,092 patient records of 41 practising physicians, 24 of

whbm had attended one or more sessions of the course. The physicians

_ were ked to respond to statementsconcerning 12 health problems that

refleeFed the content of the course being studied. They also selected-

proce Its pertinent to the management of these health problems from

4 thei% medical records. The use of these procedures as indicated by the

r
patient tecords was then compared for participants and nonparticipants

both efore and atter the course. Both groups gave correct responses

to the questionnaire and although the findings suggested that physi..c9ns'"
1

attending the course were somewhat more competent in the management of

;
'selected health problems indicated by patient records, the difference;

between the two groups was not statistically significant.

Foster and Lass (102) also used patient records as a source of

data to evaluate a videotaped program on the 'use of diuretics. Two
, . 4

matched hos14tals were used, one serving as the experimental and the

other as r.Ke control group. Observations,.were made of patient records

in bot 'hospitals for three weeks prior to and three weeks following

c**
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the showing of"the videotape in the%experimentar hospital. The infor-

1

m Lion soug ht was the extent to which there would be an increase in serum

p tassium and sodium determinations in the experimental hospital as a

result of the videotaped program. The analysis of patient records found

-,4 Jo significant differences. The data ilid heal that physic ans in the

xperimedtal hospital were functioning at a significantly higher level
I.

.'

than the control group prior to the pr9gram. Accordingly, as noted by
o ,

P
Abrahamson (1), "One can say that the 'Objectives for using that program

\ were inappropriate...inappropriate certainly for the ractice needs of-

0

1

lationships have proven both difficult and disappointing. One early

hOse physicians."

M'asuring Long Term Results of Care:

While the ultimate goal of all continuing medical education is

the improvement of medical care, efforts to establish cause- effect re-

attempt was a study by.Peterson and others (165) of 94 general practi-

ti ners. They observed and rated the quality of medical care being
/

/ . /

practield and then,assessed the qualitative rankings agai t.the number . %,

.

of hours Of Cont ruling education per physician per'year. m of the
i.

'Y'/'
I .

o ,

,superior-physicians in this study were found to have'.taken tatle co
. / ,

, ,
a) . /.

,,,

tinuingedUc i9n while some of the,po rest were frequent participkits. 4'

Thibsuggests,,hat there was little elationship between th qpality-Of

care and participation in continui gmedicl education '
. I.

,
(..

A more recent study (141 AisclOsed similar fihdings.1.ttilizing

an epidemiological approach, this statewide survey attempted to relate
,&

r-

physician participation in continuing medical education to 1) reduced.

4.

t

0

4 II

A
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maternal and perinatal deaths, and 2) physicians' use of certain sur-

gi &al procedures. Findings revealed that no'such relationship existed.

fact, maternal death rates were highest in two regions with the high-

est physician.participation_tn obstetrical programs of continuing\pd-
,

ucgtion and lowest in the regions where physiciafis took the fewest hours

f study. Moreover, in the two regions with the-triint4t tonsillectomy

rates, physiodans attended no postgraduate course on otolaryngology

during thelten yea'r, Teriod under study.

an

In a two year study Korchin (133) Sought to determine whether

extensive physiciakoducation program would appreciably alter attit-

udes nd improve practice in relation to the medical management and

controliof rheuiatic fever. In

° -county served as the exp erimental group and were offered'a variedzo

roject, 100 0physicianS in one

1

educational offerings during the'cbuise of one year, while 50 physicians

. ih a second county served as the con4o1 group.abe were offered no extra

learning opportunities% Data pertinent to phyicians' medical knowledge

and practice withcregards to rheumatic
m

before and after interviews in the two

responses scored and compared.,
. ,

,Withou belaboring the obvious

fever was obtained by the use of ,

counties, and the, differential

limitatiods,of the research

design, two findings Of this study are worth reporting: 1) thoSe phy-,

A
soLcians who were already practising medidine at ,a high level were more

favorably inclined-toward the edUcational programs and to public health
.

,
'i

,

measures in general, and 2) in both counties, physiciant° medical know-

ledge;regarding the diagnosis and controlof rheumaticfever was high,

t

10

.
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but their use of laboratory methods to confirm diagnosis and their use

of ptophylactic drugs was inadequate. In short, the application of

what the physician already knew seemed indicated. Others reporting

similar findings were Tabennaus (244), Peterson et al (185), and Clute

(46). Indeed, in Clutb's study, a higher percentage of physicians who

mid it "was not particularly difficult to keep up in medicine, were

practising a low calibre of medical care." 'Commenting on this finding,

Leliand Hussanein (141) ask: "How can physicians judge their need

for continuing education, if they are not even aware of their own limit-.

ations as practitioners?"

Program Models for'Built In Valuation:

Varying from these proaches have been several recent attempts

to help physicians identify their own deficiencies based on patient care

research; and then to evar ate the effeCt of educational efforts designed

to help overcome these de tciencies.. The first study using this approach

was that reported by Williamson and his group (272). The purpose of this

pilot project was to:

.. , 1) Measure physicians; responses to abndtmal and Unexpected
results'of three routine admission tests (evaluation); 2)

7
determine whether the physicians needed to improve their re- .

sponses (objectives); 3) provide the required educatlinn ,-

. (instrUction);,and 4) rtassess responses to these screening
tests and evaluating and repeatingthe cycle as many ,t1mes

,--,. \as required to achieve and measure the desired lee!l-of pro -
.f iciencyv

Initial assessment whs'AcOmplfshed by means 6f, a'ohart review

?

and "since it 'revealed that approximately two-thirds of the unexpected/

,

abnormal test results went unheeded,'a workshop
.

was held to discuss,,

i ' J
4

.

.

114
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9

1the lindinp. Although a subjective evaluation of tbe cOnference id-
. 74.... ,

dicated that -'the physicians found,it stimulating and informative,

follow up chart reviews disclosed continued neglect of-laboratory

reports. Accordingly, the educational approach was-changed with
'0 1

41?

efforts directed toward altering the physicians' behavior patterns.
O

Removable fluorescent tape'was used to obscure abnormal data on the

laboratory reportS and this resulted in a significant improvement in

the physicians' response to test results. This change,in behavior

was maintained by more than one half of the participanEs six months

after the use of the tape was discontinued.
o

In the second phase of the project, Williamson's group (271)

4

demonstrated a method for identifying areas requiring priority atten-

tion as disclosed by patient care research. The method consisted of

three steps: 1) ranking each medical condition encountered at the

_hospital according to expected patient disabilities; 2') determine

.

which were preventable or treatable in the light of current medical

knowledge; and then, 3) assessing the extent to which current medical

knowledge was being applied with regards to these conditions. The

application of this priority system resulted in the identification

of six top ranking health problems which then provided direction for

the development of the continuing education program of the medical

staff.

Using an elaboration of the Cybernetic model (see Table IV)

Brown and his colleagues (32) t Chestnut Hill Community hospital

have conducted several pilot pro cts with good results. In one

,

I. glyft-,-

4

A

.1
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study, ten top ranking diseases were identified and the hospital staff

involved in developing 'criteria of performance in. the management of 4

these high priority diseases. Using thesecriteria,in conjunction
. -

with chart reviews of patient follow ups, Brown and his group have

been ably to demonstrate the value of this approach in arriving e,t

precise objectives whereby educational efforts may be measured in

behavioral terms. To illustrate, they report an, investigation con-

ducted in the'use of Antibiotics:.

From studies of those health problems which the system of
priority indicated as offering significant potentialities
for improving patient care, it became evident. that since
in one medical department a review of,fifty consecutive
records of patients revealed only a sthirty percent cbt'rect
usage of antibititics, a program was required to correct
the educational deficit.

To further determine whether the educational deficit was an

informational or problem solving deficiency, an examination based on

sixteen of the cases reviewed was taken by 42 members of the depart-

ment studied. The test results indicated that the physicians had

adequate knowledge, so fOur conferences were held in which the phy-

sicians discLsed patient management with experts and appropriate'

literature. was introduced as necessary. A follow up study on the

performance of physicians, using chart reviews and data from the,

pharmacy, led changes in drug use and management practices con-
,.

.sistent with behaviOral change desired.

In a.mjaificrtifm of this approach, (237) a grog') of erts

from across the nation(developed,a criterion of performance for the

top ranking health problems. A number of Siulated Patient Problems

. 1 . 1 tg
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were then devised based on these'priority,health problems which en-
-

abled a physician to test.his own performance so as to identify.
1

.. .. . :. .

deficienicies which could serve as the basis for planning and evaluafin&

programs of continuing medical education..
a

Another program model whidh attempts to provide-individual

instruction, according to objectively fdelfieddeficiencie'S of to&ac-
44

-tising physicians is the Physicians' Profile Project' in operation at'
....

the University of Wisconsin. The prdcedure in this case was toi 1)- '\

gather ddta pertinent to the physicianls. practice; 2) test the phy-

,

sician in the major areas of his practice; 3) provide educational.con-

./.

sultation and study relevant to his practice profile, test the.nesults;

and then 4) provide for 'subsequent re-profiling and testing as,a form

<

of program evaluation. .In the study reported, a medisal secretary.
t

i

visited the offices of 37 volunteer physicians-for a one-week period,..
'..1). r

i
collecting. patient data whichwas coded to vide each physician ,

with a Practice profile. The physiciarft-were then tested Through tile' 1,

, 4 ,

use of multiple choice examinations bas4d cn their profiles. For
. ...

.

convenience, tests were administered by way of portable teletypeequiP=
1 -

/ 0 sli

fment linked to the ' University of Wiscopsin/
Computei Center. -EduCational

t
. ..:

consultants from the medical center then met wji h each physician,;,to

plan a prograpiof study related to Ahe physician's profile and -test .,

'"'
results. Although this study disclosed that.the testIng.proceduM .X .

.

. , ...

required iefinement, and the overall program redn;c:,d id costs, the . ..."'
---. , . 4.

approach was feasible, and the cqn'tauation-of th e projeFf wad rec.-
+ s - .

ommended. t . s .

.

-

9

.
0

a

°

a -
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TABLE IV
R

THEBI7CYCLE: RELATION OF PATIENT-CARE AND EDUCATION CYCLES

?.

Ptient
Data 1

,--;

Physician

Mandate for
ChangeFEducation

rr ,

)

ImmsilltOblein Oriented
Recor

SCordpAbstract

Departmental
Recognition `of

Improvement Potential
CIE

PROGRAM

Learning.
Experie

Pr gram
Objectives

Evaluation Process
in Audit,Comattp.,--':"
Actual grace
,Fgastfied against

7CriteriOh Practice

'Com uter

Evaluation 4L.Priority
of Learning `--Yroject

&

Audit Program

Actual
Practice.

'Description

)

riterion
Medical.9Practice,
.School Description

ti

SOURCE: Brown, C9-and. 11."Uhl,"Maildatory Continuing Education: SensgWOr

Nonsense?" JAMA; 23:1663 (September, 1970).
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PROBLEMS OF EVALUATION;'V

ti

The research reports that have been concerned with .the eval-

uation of programs in continuing medical education suffer froM major

defidela.-ei-ltdt are slowly gaining recognition. Although virtually

everyone concerned with continuing education agrees thd evaluation

is a good thing, there is no genera awareness nor acceptance of the

importance of maintaining ordinary. ientific controls in conducting

4

evaluations. Tob,mahy seem to be content with casual and unsystematic

opinionnaires that have neither validity nor in prpference
. /

to the more diffre -and rigorous scientific approach, to" evaluaiicirt

that can provide usable data. This reluctance may stem, in part, from.

the problem of identifying precise instructional objectives and, in

part, from the pr blem of constructing alpquate research designs and

,instruments.
1

The Problem of Objectives./

As, not ciearlier, .there have been numerous surveys attempting

to define the geneal,= interests and felt learning needs of pnysidians.

More recently, iel -assessment tests have became increasingly popfllar

as a way of helping practitioners identify-Abeitown'learning heeds.

At the community levelt,_WEErr-RtiiP. Freer conducted consumer surveys

in an-artem* to identify the health heeds of the' community (108, 252).

While useful, ad stated by Miller

isolation do not necessarily ident

(160),."These types of efforts in

ify the real learning needs." More-

/
over, equall'yt aliparentin most of the cstudies reported,'the the pre-

1 1
o

*a*

,

+I 1- 1
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,

of,iieguely &efinelbblectives which are not readily translated'.

into measurale to

*-able expectAoAs

r which a're.uuealistic in relationt"reason-
.

reVemenf.

Too ma 1? pro attempt far too much for the
.

time a a ble,

so".",.-6at the objetives'are lobal rather. than specific. Vaguely con -
..7:

ceptualized.obj tives provide no criteria ag inst which to meesure-
-iesults;'cynsequent13041-to to medical edutation

the objectives must be stated explfat,11...ig-mtasurabl,e-terms e....
,programs th6-se Objectivres.:

.
Design -oble.ms':. 7 " -A.... . .

. a.% A.......
weaknessr-aFeValuation studies is tfte_frinadequacy

of the
t

reseerW'desUns. Most.7:studies suffer from prbblems of

. , -
such as inadequate sample sit.7,e,remporal-chapge in educiii4nal

.

L

prf- oblems of measurement; and experimenter- participant constraints, to
\- ":" ' -

'. `:

control

outcerats,

name but a few.

Although,attenti-OP has f&dted'recently on the successful pro--
-?*-

.

gram-evalugt onsiiseported-byVilliason maid Brown, Using the medical
. .

audit,' as warned by Vaneslow .(254), "One Oluld argue that' each succeeaed

'largely because of the personal charisma of the vidual in charge,

and that it would be dangerous to assume that oral success could be.

//
anticipated in other settings." Moreover since most care is 'not given

in the hospital but in the physician's office, the use of such amethod

would need to include an audit of the phSreician's office practite as
./:

well (62). Even more importantly; eS14pointed
,

ence op Evaluation (49),

4

out in ,the recent Cciafer-

/

1



We have beelldiscussing the medical tangibles, pneumonia, the
capacity-to handle ehe acute coronary, or whatever you will.
What,-about insights. into the emotional areas? No just psy-

--chiatry but emotion in relatiOn to illness,, in relation to
life and death...the kind of things that we do not really see
even ,in the records...These are the things that go on between
a physician and his patient, or the patient's relatives. Po'

we not need something in evaluating proceddtes here?

-.!
It is curious to note that the evaluation studies reviewed

rarely'ma 'note of the research) done in ether areas tri'Lt was relevant

to the subject. Oet of the design problems evident in the evaluation

4o,

Of continuing medical education have been tested elsewhere--partiCularly

Pr
'%.:,in the general field of adult epcation. Such research makes it dnnec-

30'.
.

essary for continuing education in medicine to re-invent the wheel. ----..-

Costs:

Herzog (46) provides the most _recent and detailed estimate of

the cost factor in the evaluation of continuing medical education. He

has/analyzed and,-compared the cost of several approaches to evaluation
/ t

Showing the relative cost of each (Table N)'.

"./
,Accordiig 0 Herzog, "The guiding principle ip_judging how much

-
.

:01.p.id be spent evaluation is that marginal costshould:
.

AiA.".not exceed matAinal value of the information obtained." \Even then
..

-,.1

\
.... ( iN. ._

li''4'?,:aElplits great d3ifiiculty in 4sessing effeciiveness values versus

costs )but he does illigg., st that since ","4.studies on behavior-19- tmn.(
-.....,, , .

-
z----.

or patient healthstatusgreatly'exceed course costs, they can, be

approach

4

justified only as they relate to :.the objectiv
It-

general knOwledge.

ntrfbuting to

IN
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CHAPTER VII

SUMMARY AND CONCLUSIONS

a.
139

Professional education in the field of medicine is divided into

three distinct phases: 1) Undergraduate education leading to the .D.

degree; 2) graduate education covering the internship, residency, or

other full-time study leading to a license, a professional specialty,

or to an academic degree; and 3) continuing education which includes

those activities in which practising physicians engage to acquire the

new knowledge and kill necessary to keep current in their profession.

c The,first two ph ses have received the major attention of the profession,.

over the years but continuing education is now becoming a matter of

central concern. This cottern is not necessarily new,Yor some of the

concepts currently considered new have been recognized and documented

in the literature over the past half-century. At first, contiduing

education in miediane wasp concern -primarily with c rrecting de-

ficiencie` in basic medical eAu tion and in th s respect, medicine
ro

was following the tradition then current in the larger field of. adult

education. Since 1930, emphasis has shifted from remedial education

to the learning necessary to keep up to'date in a-rapidly expanding

professional body of knowledge.

SUMMARY

This review of the literature published from 1960 to 1970 has

been concerned chiefly with the development of programs for continuing

medical education. The material reviewed has been discussdd under four
A

t.
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main headings and is summarized below.

Participation:
-

Ot.

Although based on a limited number of-available surveys thiS
6

review of the perceptions of learning,needs suggests that there are

' many reasons, both personal and professionalwhich determine how

much continuing education
41,

a physician takes, and where and how he

talies it. Whiie there is some indication that specialists ad phy-
,

sicians in' metropolitan areas -attend courses more often, ageis the
f

,only variable which bears a significant relationship to attendance

pattens.

The recurring theme underlying all discussions,js that the

physician, and more particularly those in general pfactice, are busy

and their time cannot be wasted., At the same time, a multi-faceted

continuing education need exists. While these needs, both g eral

and specificto the practitiorrer's location and field of practice are

identifiable, less evidentare those related io the physician's in-,

dividual,practice. Furthermore, there is some indication that a ohy-
4 T

sicians' felt learning needs may not be those most-pertinent to his

immediate medical practice.
...

Hence it would seem that those programs c involve practi-

tioners in identifying their "real" educattona eedi are more likely

to-succeed than-those programs predesigned and presented. Moreover,

while physicians most often select the traditiopal methods and tech;
----7.---'

.niques, surveys suggest tbitt familiarity with the different approaches, -.

as well as age, and (field of practice, are important variables influ-
,
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encing chOice. Thus it is apparent that a wide variety of approaches

e indicated, taking into account these variables, and utilizing those

Thods and techniques to which physicians feel that they can respond.

Organization and Administration:

i Most medical schools, professionals sosietles, hospitals, and

voluntary agencies, are actively engaged' in providing educational p

grams for practising p ysicians. The major problem confronting th se

sponsors is the lack of a sound administrative And academic base capable

of adapting programs to the nature and needs of physicians in practice.

The areas of identified needs include: 1) improved methods of

determining real learning needs; 2) more clear defined progr

jectives,'both short a d long term; 3) administrative arrangements which

would facilitate the anning of interrelated program .offerings scheduled

to meet the varying needs 'and preferences of busy practitioners; 4) a

More sound fiscal base which would permit more long term continuing ed-

ucation; and 5) theimprovement of the quality of instruction provided.

Despite these limitations, there are.solearly discernible7erends:

local and regional conditions bore conducive to the establishment of

) a national plan; 2) greater standardization (minimal standards) of course

,offerings through the AMA's program of accreditation; 3) a greater

concerted effort to motivate physicians to continue then education; and

( 4) a definite rend toward the decentralization of programs, using the

community hosp &tals as one of the majon'foci of continuing Medical ed-

ucation.

1,7
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Instructional Processes:'

In 1963, Miller (159) wrote,

This may sound like the repititious heating of an old and
very tired horse, but the simple fact seems.t6 be that/ on-
tinuing education today, like continuing education thir y
years ago.) is obsessed with the notion that e4osureA the
earned assures learning. Yet 411ch generatiOntredis6ov is,
t e fact that in the Fend it is the,learner who mus Jo t e

learning, and no amount of communication/by,lecture$ by,, '

book, by Mm, by radio, or television, will malci/th
e'st difference unleSs he does some9j.ng-with what he reCe yes.
Both teachers and students have for too long allowed them-

, selves to be deceived,by the comfort of instructional methods
that require little more than a student's presence, or by the
gesture toward active participation embodied in the question

period.

- In 'continuing medical education, almost every method, technique,'

and device known to education is presently in use. Yet, there is little

evidence to suggest that any, ne fella or techn'ique contribntes to more

or better learrlim, Moreover, close, examination suggests that even the

most versatile of the newer educational technologies has ben used large-
.

. . r
lr.in isolation, and mainly to provide physicians access tor mew medical

knoWledge.

As it stands at,the moment, theJfield.of medicine has made,a

,

'greater investment than any other in the use of instructional technology.
.

r

Unfortunately, this,,
L-,-experimentation

has not been well grounded-in adult

learnin& nor has-it been studied adequately, to determine its precise

role in the achievement of learning and the resultant improvement of
i

\,

patient care.. Consequently, there is no hard data available to indic-

ate which kinds of instruction -under what rcumstances ana for what

V 4
kinds of participants best achieve the learning objectives'dstied

A
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Evaluation in continuing medical education has been approached

in several ways: by counting attendance; by-obtaining participants'

reactions; by testing achievement; by measuring changes in medical

.1
practice; and by measuring end results of care.

Mea4uremeht techniques have been as equally varied. These

include: "The use of motion picture film in testing observation; an

erasure technique allowing the testing of clinical problem-solving;

the application of certain simulation techniques in testing diagnosis;

the substitution of non-patient for a real one to facilitate testing

of clinical performance" (2); and more recently, the use of the medical

audit.

Despite these efforts, this review of studies on evaluation has

found a nral lack of 'substantive research and can but repeat the dis-
,

couragi g ^conclusion of many writers in the fieldithat continuing medi-

udation may not be having a demonstrable effect on medicalveare.
1. t.

From' experience 1-.1 the area of general adult education, perhaps

%

Knowles (132) offers the best advice:

Fundamentally the issue as to how much and'What kind Of evalu-
atioda,given adult educator will engage in will be resolved by

:referring to his- philosophy of educatiot.,..ihdeed, his very
definition of education. If he,defines it as a process of ,

.educating a,person, of taking responsibility 'for makingcha
fh a human being'...then he does'certainly incur an obligat on
to measure as precisely as possible what he is doing to that
person and subject his findings to ethical.review. His evalu-
ation will also be greatly concerned tdth efficiency...with
getting data to determine whether or nbt he is producing max-
'imum change in the shortest.poSsible time at the least cost.
His dominant theme will be iquantification. But if he defines
.education as a processcof facilitating and 'providing resources
for self-directed inqui'r'y and elf-development, he incurs an

t., a

er

oms.,
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obligation to involve the participants in collecting data
that will enable them to essess the effectiveness of the
programs in helping them accomplish their objectives. His
dominant theMe is involvement.

14.1b

CONCLUSIONS

In considering the expansion of- continuig education in Med-
*

iCine,"one of the more promising recent deikelo ai'iwts s been the

American Medical Association's accreditahniprogram. lthoughlt
10

is still to early to assess its overall effect o field, ultimately

it should help to establiph minimum standards, there y improving the

quality of program offerings. Equally importent,is the groying trend

toward making the community hospital ,the4major foci of continuing ed-
4

ucation.
4

4(Extensive' experimentation in the' use.of the mass media also

promises to extend, contintting'duction beyond the confine6 of the

fiuniversitycarapus and it has helped to ocus'attenticin of their poten-

tial for self- instruction.

pite these and other postt,ive features, many negative trends
' a .

persist; The majority of programs have been designed to as§ist-phy-

_Sicians in keeping up with advipces in medical knowledge, even though
,

the hearth suggests th"at the application of new knowled,may be less,

crucial than the utilization of what is Already known about good medi- _

4' 4

cal practice. %It Would Seem that more 'sequentially -attuned, clinically
o)17'

oriented programs are indicated, and faeulcy equipped to facilitate

learning rather than simply tocommu to more inform4tion.

0
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At the same time, other types of flexibly organized programs

are require'll order to help busy physicians meet their individual

requirements for learning.. There is an obvious need for more studies

s.on the impact ,of educational programs measured in terms of clearly

defined objectives and studies on the overall effect of continuing ed-

ucation on the quality of,patient care. Because of-the complexity and

expense involved, the combinedeffo ts,of organized medicine is essential.

O

'Other challenges ing the profession include the continuing

experimentation 4Fti evaluation of different instructional techniques

along with the newer educiptionaltedia. The many information sources

such a'journals, consultations, and time on teaching servies, which phy-

sicians indicate are widely used -as a means of keeping current need to

be more.carefully studied.

Indeed, it would seem that the term "continuing education" must,

be expanded to ihclude not only formal courses, but t 0 and the many t

Ai

modalities through which physicians
,

may i'6 their born odtinuing

_learning. As stated by Houle (282) the actic'e of learning in

groups can udied, why cannot indiviaual stucb&
4

The m organizations involved in continuing medical education

must share the responsibility for devising a total system, yherebyall

instruments for learriink may be integrated into a comprehensive ongoing

program of
i
continuing education for the prac sing ysician.

The need to co-ordinate the pre-prOfessional .rogram with con-

tinuing medicducation requires serious consideration. There is

little evidencethat an ongoing curriculum from undergraduate to con-

1"

c.

e
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0 .

tinuing education has been established. Even more tnportant is the

need'to inculCate early in the medical student's career, the concept

of lifelong learning as a part of his general professional orighta-

tion.

.The study and practice of medicine is based on the scientific

e

plcess and, at least in theory, thOse engaged in the field are trained,
-. -

to.solw roblems through use of 'the scientific method. ThereforeAit
r \

,
\

is curious at so litge'of 46 scientific method has een applied. to

the design, management or gvaluation of continuing education in med ine:

,Certalt fields of knowledge in thesocial sciences have accumulated a

't .vastyamount of valid=data that is immediatel relevant to continuing
..

_ ,

medical education,yet the reports reviewed -her showed tittle evidence-

n
t

that such knowledge-is recognized, accepted,and u eoKby the field of

.,
t

medicine. Many,;of the vitt m and issues faced 'in he studies reviewed

have,atourred ib other fielaso that continuing medi al education can

pfofit 'from that experience.

0

0

trzn

O
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O

;

... ,

or ' .r ;,:.
t...

Continuinreducation In the four major health professions ha ..

. -..er c
._

. -

become a matter of growing conce n that somewhat belatedly folldws
4, , . f?' ,..'

the need ta keep abreast `of ending knowledge and demand . . v
-..

,...

.., V

better health care: Among 'hese four professions studied, medicine ' - g
.."1-

is-far in the lead with tOsliect to the. quantity of. educational ectiv-
.

.
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'

ities available to the members of that PrOfessioIN It it fo/loved:in
Le , 4(

turn by nursing, dentistry, and pharmacy in .that order. Each tte r ,

fields has approached continuing education differently with respect ,
, ,

the ac6i4Retence of the need for education,,. the resources committedttb

it, and the kinds of learning activities'proVided.
,

In none of the professions:is there evidence of areal
.

mitment to continuous learning by ifsmembers-nor is there any sub-
,

9

stantial evidence of a real understaqing ofthe.educationaf process.'

The activities made availgble tend to be,too few in number Fo -meet
trab

,

the need; too badly distributed to be generally available,
,

r
poorly planned and conducted to.insure.thaf learning does i fact

/--

occur, Medicineellas consistently commitfed-ptoportiohafelymore, -,re-'

i V0- 4

,sources;to c ntinuing education than have -the other health professions
-

but nursing, ppears to be more sensitive to the educAtional process

0
s

:

. as it app ie to -continu fipCg education
At
arograms. furthermore, there. °,.

. . .
.

. .

k:
has been tle tese h in any health profession to find the extenv to

Z

which existing' protfams aft the practice of the members bfthe!pr'ofessftm'Ite

V.
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PARTICIPATION

Studies of participation in continuing education actN.Q.Els..

indicate that the members of the several professions are not deeply,

committed to learning'in orderto maintain their professional know-

ledge and skill. Participation rates vary among the four profedsions.

:and within each. The variation within a profession appears to be

related to the ,degree of Specialization of the members. On the whole,

the,rate, of participation falls short of that considered essential by

the leadership oCthe professions.

Individual participation in continuing education is a matter

of the attitude and motivation Of the individual as well as the rele-

v4ncy of the programs available.

Attitudes:

The formal school experience of adults develop attitutps about

learning that tended to become a barrier to participation,in continuing

,education. The normal, pattern of schooling ,is designed to terminate

4 at various points commensurate with an individual's life goals and

vocational expectations. As a result
,e0/individuals do not recognize

of accept the idea that
4 education must continue throughout life in

__e

order i4 maintain some reasonable adiUstment with ad6pidly changing

.1,f?

The health professions reinforce and in fact, accentuate this 6

terminal concept of educaticp by the ways in which the professions are

2/
structured. Admission to thwrofession is the terminal pointin ed-

'

6
1.

4

5.2

6.4

p.
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ucation for many members although those with higher expectations may
c.
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set iew terminal, points in certain specialization0 or for specific

positions in the profession. Thus, the attitude that education is

terminal is reinforced to the point where it mitigates against partic-

ipation in education continuously.

The prevelAnce of this concept of education-has plagued addlt

education as Kidd notes: r

This urinal concept has long stood in oppOsition to the more
creative idea that education is inherently an 'open-ended'pro-
cess which can never be definitely complete as long as life
lasts; and that wherever on the ladder one 2s schooling may haVe
'. terminated', there still remains an as yet unused capacity for

.mental and.spiritual growth. The 'need and. the capacity for
education not only continues throughout life but actually in-
creases as the individual matures, provided that the capacity,
to learn is persistently exercised.

Prior school experiences have aUo tended to develop rigid and

-.......4.-E..

restrictive attitudes about the nature and form of educationcan& learning. .7-,.7-'

' From elemehtary.school through university, education has been structured "cr.,...:-
%...

in set patterns of courses, classes, and subjects in whiCh the learner

has been involved prily passively with, emphasis on the acqdisition.of

information. Cons uently, activities are rejected if they%te.4, outside_
. .

the range of traditional school experien es, beca e in4i idualq.;have

not learned how to learn. Both those who lan ograms ff2 canti
f

! iyt.,

tt`

education as well as potential participants arra inhibited lid` 4tri -
.

o.
.... e.

,.

tive concepts about education.

ei
'; \:V* ..'ct.

..--
,

I '/ 1.
' . 11 tVMotivation:

-.';'):*".:

N. ,v

1 .
, ' V

v .

The motivation to participate is frequently governed by. the

achievement goals of an individual. The structure of the professions

0

O
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P,
. .

tends to restrict or reduce the motivation to partic ipate so that only

those motivated by personal satisfaction are,apt to participate in

futher ed4.eition after; they haVe reached' theii terminal educational
4 :

.

objective.' :., .,
7; i

Ttiq 'growl.* interest

. . ..:
fusions 44:01ought to be an incentive'for increased, participation

i

'I J

iw.eon inning eduCation. This does
.... , k 4 t..
%le . , o...

terneilia-goints that wil4 undoubtedly motivate

in limited licensure in the health pro-

little more than set recurrent

individuals to,partic-

ipate in programs:. Thus, wh4le it may.increase/attendance, limited
.

iidensure cannot automatically produce the leanilliF that will lead to

improved practice.

udation program because of limited licensure, but the motivation to

/:

.

,An,individual may be .motivated to.a tend a continiiing ed-

/'

engage in learning will develop only if t e individual 'feels the need

to,learn and experiences the satisfactio resulting friot successful

, -

learning. Thus, the partipip

practice will occur only through good:Parning experiences.

-t
Onin ucation essential to improved

. ./

Relevancy:

Participation is influencecit y an individual's perception

\his .need for learning so that hewill be'nore 'apt to attend those

AI
activities.that appear to be relaned to his'needs and interests. The

1 . ,.
- . .

.

achievement otrelevancy is, the r fore, crucial but it is inhibited
-,

:.

\ .. . ,
,

by the fact that,,f0 individuals/are capable of. identifying
- .

:

for learning .accdra,tely

1;

V 1 4 : '4

ii ::47
.'.:.

\I!..i.

of

in functional terms.

k

.1

l
;

.t 1o ,

the if. need '
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In orbier to insure relevancy it is necessary to develop proced-

ures for assessing the need for learning. The health professions have
.

nbt yet discovered _satisfactory ways of determining needs. Attedpts to

do'so through self-assessment inventories succeed in helping to identify
ffr

information deficiencies but these are not necessarily the real learning

needs. Such invent6ies operate on the assumption that knowing leads

automatically to doing but -`this is the most persigtent fallacy in educa-

tion. Thus, the' identification of information deficiencies does not

necessarily apply to the real learning needs 'related to practice.

. J

The Several health professions have achieved little with espect

1,

to undeletanding and solving he problem 'of participation. Since tfie

problem of\participation in continuing education As so strongly influ-

'enced by attitudes, toward education,the basic solution to the problem

will require a major change in pre-professional education programs and

in the structure of the professions to establish ,the concept"of continu-

ity in learning as a'sub4titute'for the present notion that education is
. _

terminal.

PROGRAMS

i . A
..--- : A.

The principal objective.Of continUingpeducation 4Ahe health pro-

t"--,:

fesaions is the achievement of the learning needed
'

Oi rto tme patient care.
;

..,

..

The literature reviewed here presents scant evidence thatxthis' objectlys
)

Is actually reached. It also suggests that certain misconceptions about

,
,

education maybe at the root of the trouble.
. ..- , .

...,. /

'Pk

..

I

.

N

it
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Planning:

.
i

The foUr major health professio s discused herd have shown

some creativity in developing educatiOnal activities suited to their

particular populations but these have been more the exception than

the norm Most of the programs teported in the literature have adhered

,! to the traditional patterns characteristic of schooling and the specific

objectives are rprely identified, Whether. stated specifically ox not,

the objectives have beef lmost exclusively related to the acquisition

of information. It is. apparent that there is little awareness of the

iwortance of identifying objectives as the first step in program

planning. COnsequently, most of th/ programs reported attempted to
1

cover too,/much\m\aterial in the time available, were not directed to-

ward a clearly identified end, and could not be evialuate4 meaningfully.

\- N:,'

Opl by establishing Prefcise and uncomplicated objectives is.it possible
, _

1

to plan/ useful prOgrams, select content, choose apProprAre.inatructiOn-
i'

t.I.r...., ,

al techniques, and measure the achieveMelm.ref learning

--- Instruction: /

P
. .

Ne%arly all of the programs discussed in the literature used
I

instructional processes that are effective pfrimari for the diffusion

of information,with the lecture be,.ng the most equently used technique.-
N ,

0°' None of the reports indicated any awareness of the desirability of se-
.

lecting instructional techniques to fit the program objectives and the

material to.be learned. Furthermore there was little indication that

program instructors did more than act as instruments for the diffusion
4

of information.

t /

°
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To accomplish learning effectively and efficiently it is nec-

essary to manage learning. This involves the selection and arrangement

of a segue e of events which the learner must be guided through And

provided nowledge of th iresul of his efforts.' This guidance of

learning is the respons bility of the instructor who must have knowledge

about
.-

ne conditions afffecting learning and the,ability to plan the se-

/quenc of events thryugh whicH learning occurs. This management function ,

.

app rs, to be, one of the weakest aspects of continuing educationin.the

lth profession.

/

J
.

RESEARCH

. ,-
o

i. ,

Most of the published material about continuing education in
...

.

e
,

.

the health professions is exhortative. None of the professions have
,, o

produced any substantial body of research useful in developing
.
this-c

raspect of the profession. Medicine has produced the largest volume of,

-literature and pharmacy the .,least.

1

Althouoh-each profession has-certdin unique characteristics
c. .., ...

\ that make it neicessary to conduct specific 'research, Were is much

that is,comton to all of the health professions and to all adult ed-

\cation. Because of this, in terProfessional research into continuing
i

educatiop would bemore economical as well as 1?eneficial to allot the

\a , - ` )i, ,

pr

\I

tessions. There is little evidence in the literature to indicate

that the professions know or have used relevant research about adult
,

learning and instruction that has been produced outside the profession.

I

Greater use of such existing research would enable each profession to
,7
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concentrate on its own unique questions.

Most of the research literature is descriptive in that it re

ports programs and procedures used in providing opportunitiesfor con

tinu n eeducation for a particular population. This is most useful for

the general spread of innovative progfam ideas but it contributes little

to the advancement of knowledge. Such reports can be enhanced by more

complete information about objectives, instruction, the characteristics,

of tbe population, and similar data to permit an analysis of the pto-

1

,gram and the,results achieved.
-,-.'

,
.

'The survey method has een predominant in'the studies reviewed:

dh most cases, this
1

has suffered from inadequate sampling procedureS"'
,\

controls along/w" th incomplete data processing. As a result, the

fi
\ are not necessarily valid or reliable, consequently the basic

data needed to plan and conduct continuing education activities for the

several'professions is not.yet available.

Very little analytical research that tests reletant hypotheses .

or seeks to answer crucial questions has been done. Asthis kind of

research increases it will' accelerate the accumulation of substantive
c

knowledge' about continuing - education -in' the several health profestions.

(
CODA

a

`Although this review of the literature indicates that there is

little room for complacency about continuing education in the several

health professions, it does show clearly a rapidly growing interest in
;

.

.7
and oncern for the quality and extent of educational opportunities.



'155

)
_ r , s \ 1 k

The design and conduct of educational activities;, for adults i. itself
%

,
.

* - N
N'I

,,

,a spe alized body of knowledge'And4.11 comparableitothat required
e f ,,'

c ,
,

:,

1-to ctice in any of the health professions discuOged here. it is,
-s,

unusual indeed to find individuals, equally equippe4 forte health pro-
®

..-

fession and for adult education. That this must eventually come to

pass is inevitable.' Thus, the initiation of improvethents in continuing

education for the health professions must begin with the development of

personnel within each profession for whom adult education is an area of

speyializaion equal to those now generally recognized and accepted by

-the professions.

.

. 1

f
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