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CHAPTER FOUR: ACCEPTABILITY OF REACCREDITATION TO
GENERAL PRACTITIONERS

Summarv

The study described in this chapter was designed to gauge the effectiveness of the RNZCGP

Reaccreditation Programme by measuring its acceptability to the general practitioners in the

programme.

A semantic differential attitude scale was developed and validated. The scale was administered to

300 general practitioners before the Reaccreditation Programme began and repeated with 100 of

these general practitioners eighteen months later. After three years of the programme the

questionnaire was administered to the same original 300 general practitioners.

Baseline data showed reasonable acceptance of the concept of reaccreditation but by eighteen

months there was a significant deterioration in the way the progranrme was perceived and this did

not change over three years. Many general practitioners were not convinced as to the value of the

programme.
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4.1 Background

The compulsory nature of most reaccreditation programmes ensures almost one hundred per cent

participation by the target group of doctors. However the degree to which participants 'buy in' to

the programme as a positive, beneficial help to their professional development will effect the

amount of change that is produced. Gabb (1994b) suggested that the acceptability of the

reaccreditation programme to the participants is an important measure of the effectiveness of the

prograrnme. The acceptability of the progranrme is both a reflection of its perceived value to the

participants and a factor which contributes to the ongoing effectiveness of the programme in

bringing about ohange.

This is particularly important when the programme is based on the principles of self directed

learning and continuous quality improvement. If the participants see the programme as a

bureaucratic hurdle and a waste of valuable time they are likely to complete the requirements in a

very perfunctory manner. They may also tend to choose those activities which are easiest to

complete rather than those from which they would most benefit.

The attitudes to the concept of reaccreditation held by the prospective participants before its

introduction will also influence its acceptance among the profession. Several studies have

investigated the attitudes of medical practitioners to the general concept of reaccreditation prior

to the development of such a prograrnme,

These include New York psychiatrists (Feigelson and Frosch, 1977), Canadian psychiatric

residents (Ivey, Leichner and Kalin, l98l), thoracic surgeons (Ankeney, l98l) and orthopaedic
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surgeons in the United States @'Ambrosia, 1988), New Zealand physicians (Richmond, Hannan

and Hunter, 1984), British general practitioners (Sylvester, 1993) and New Zealand pathologists

@elahunt, Beer and Taylor, 1992),

The only data available on an established prograrnme is from the Royal Australian College of

Obstetrics and Gynaecologists who surveyed the attitudes of their members fifteen years after

they started reaccreditation (Gabb 1994c) and from the Royal Australian College of General

Practitioners who surveyed their members regarding their noncompulsory QA Programme in 1995

(Steven, 1996).

One facet of measuring the effectiveness of the RNZCGP reacreditation programme was therefore

to assess its acceptability to members before the programme began and again after it was well

established.

4.2 Specilic Objectives

The objectives of this study were to:

develop and validate a questionnaire for measuring the acceptability of reaccreditation to

practitioners

measure the attitudes of general practitioners to the RNZCGP reaccreditation programme and

determine whether they vary with either the demographic characteristics of the general

practitioner or over time.
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Although some surveys of doctor attitudes to reaccreditation haJe already been canied out as

described above, these surveys were all quite specific to the location and specialty of the

participants. Also there were very few questions in these surveys which specifically related to

attitudes to reaccreditation. Furthermore none of the surveys were validated in any way.

It was therefore necessary as a first step to develop and validate a survey which could be used to

measure the attitudes of doctors to reaccreditation.

Measurement of the responses of general practitioners to a questionnaire administered before they

received the detailed requirements for reaccreditation was designed to provide a baseline measure

of their attitudes to the concept of reaccreditation. Measurement of attitudes 18 months and three

years later was designed to show how those attitudes altered with the reality of meeting

reaccreditation requirements.

By looking at the attitudes of demographic subgroups of the general practitioner population,

more precise details about the types of general practitioner who have either positive or negative

attitudes could be obtained.
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4.3 Methodology

4.3.1 Development of the questionnaire

Selection of the type of scale

A semantic differential rating scale was developed to measure the attitudes of general

practitioners to reaccreditation. Semantic differential scales were first developed by Osgood in the

1950s (Snider and Osgood, 1969) as a way of evaluating the meaning of different concepts in a

measurable, reproducible manner. He developed hundreds of pairs of polar adjectives such as hot-

cold, good-bad, strong-weak. These were then placed at either end of a seven point scale. To

obtain an understanding of how a group view any given concept (ie the semantic space occupied

by the concept), participants are asked to make a mark on the scale between the two adjectives

which best represents how they understand the concept in question.

Once the initial set of bipolar adjectives had been developed the major dimensions of semantic

space were analysed using Thurstone's Centroid factor method (Snider and Osgood, 1969). Three

factors were found to account for 50%o of the variance, with the fourth factor explaining less than

2o/o of the variance. The first factor explained 70Yo of the common variance with all adjective

pairs attributed to this factor having a correlation of 0.75 or greater. This factor was labelled the

Evaluative Factor and consisted of pairs such as good-bad, clean-dirty, fair-unfair. The second

factor consisted of pairs such as large-small and strong-weak and was called the Potency Factor.

The third factor was labelled Activity and included pairs such as fast-slow, active-passive and hot-
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cold. Thus each pair of adjectives was able to be classified according to whether it belonged to the

evaluation, potency or activity dimension of the concept being studi'ed.

Further research on the semantic differential (Snider and Osgood, 1969) showed that the

meanings and evaluative strength of adjectives vary from one concept to another. When

developing a scale to measure the meaning of any given concept it is common to initially choose a

large number of adjective pairs, and then pilot the scale to select those of most importance. For

example when Osgood (ibid) devised a scale to measure attitudes towards capital punishment, the

results on the initial scale of a group known to be anti corporal punishment were compared with

those of a group known to be pro corporal punishment. By selecting those adjectival pairs where

the difference in the mean between the two groups was greatest, the scale was able to be modified

down to the 6 pairs which differentiated best between the two groups. Thus a quantitative

measure of high reproducibility and high scalability was produced.

A semantic differential scale was chosen because such scales are particularly useful when asking

respondents to evaluate their perceptions of an issue, in this case reaccreditation (Moser and

Kalton, l97l). Semantic differential scales have also been found to be very useful in course

appraisal (Hoste, l98l; LeSourd, l9S4). Where there are polarised views on an issue, as was

expected in this case, a semantic differential scale allows full expression of all viewpoints. A

further advantage is that the scores on each scale can be summed to obtain one overall score,

producing a statistically powerful and yet relatively simple measurement tool (Emmerson and

Neely, 1988).

When used to measure attitudes normally only bipolar pairs from the Evaluation Factor are

utilised (Moser and Kalton,l97l). Research has also shown that the Evaluation factor is the most
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stable across time and population groups (Piotrowski, 1993; Piotrowski and Dunham, 1984.

Sherry and Piotrowski, 1986), Where new bipolar pairs are being developed for measurement of

the meaning of a particular concept, a new factor analysis is usually done to determine the

underlying factor(s) being measured (Emmerson and Neely, 1988).

Selection and piloting of items for the scale

The time scale from the time the decision was made to obtain baseline data by survefng general

practitioners to the time when the reaccreditation folders were to be mailed was very short.

However it was important to ensure that the word or phrase pairs in the scale covered the breadth

of attitudes to reaccreditation. Discussions were therefore held with focus groups and key

informants until the point was reached when no new ways of describing reaccreditation or

attitudes to reaccreditation were suggested. The groups consisted of trainee general practitioners,

academic general practitioners and general practitioners interested in quality assurance. The key

informants were members of the RNZCGP Quality Assurance Unit, the Executive of the Council

of the RNZCGP and general practitioners known not to favour reaccreditation.

The items suggested covered three broad areas:

the effect of the programme on the profession

the effect of the prograrnme on the individual general practitioner

the nature of the reaccreditation programme
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Although originally semantic differential scales were seven point scales, now a variety of intervals

ranging from three points to eight points (Oppenheim ,lggz)are utilised. An eight point scale was

adopted in this case to both allow for a wide range of choice, and to force respondents to commit

themselves to either a positive or negative position.

To ensure that respondents answered thoughtfully the pairs of adjectives of the scale were

arranged so that for some pairs a score of 8 denoted a positive attitude to reaccreditation whereas

for others a score of I denoted a positive attitude.

The questionnaire also asked respondents to give details of several key demographic factors.

These included gender, tenths worked, age and geographical location.

The scale was piloted by eight academic and practising general practitioners to check construct

validity, wording, the bipolarity of each pair of phrases and instructions to participants. The final

version of the scale is shown in Appendix Seventeen.

Once the results were obtained the reliability of the scale was assessed by calculating the

Cronbach alpha reliability coefficient. A factor analysis was also done to determine whether the

items on the scale could be divided into the three different groups suggested above for further

analvsis.

4.3.2 Administration of the questionnaire

The RNZCGP Membership roll was used to randomly select a stratified sample of 100 members

from Auckland Faculty and 50 members from each of the other four faculties (Waikato,
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Wellington, Canterbury, Otago/Southland). The stratification was done to ensure that there were

enough subjects in each area to be able to calculate whether geographical location affected

attitudes to reaccreditation. The extra number from Auckland was to allow comparisons between

Auckland and the rest of the country to be made. This was of particular interest to the pilot

Auckland Quality Assurance Unit in evaluating the effect of their services. It was also to adjust

for the fact that the Auckland faculty has almost twice as many members as most other faculties.

Hence 300 of the total of the 586 RNZCGP members enrolled in the Reaccreditation Programme

at its commencement were surveved.

The questionnaire was mailed in November 1993 three weeks prior to the distribution of the

RNZCGP Reaccreditation Folders. Therefore at the time of completing the questionnaire

members were aware that reaccreditation was about to begin, but had only limited knowledge of

the actual requirements.

Because members knew the results were to be made available to the RNZCGP it was important

that they be reassured that absolute anonymity would be maintained and there be no identifiable

details on the questionnaires returned. Therefore to obtain an accurate register of those who had

returned their questionnaire, participants were provided with one envelope for returning the

questionnaire and another for returning details of their name and address.

During the data entry of the questionnaire results, the scoring of negative items was reversed so

that 'one' was the most favourable response and 'eight' the most unfavourable for every item.

The mean, range and standard deviation for each questionnaire item and a total score for each

general practitioner were then calculated.
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Analysis of variance was calculated to detect whether attitudes vaiied according to geographical

location, gender, tenths worked or age of the general practitioner. This form of analysis assumes

equality of intervals on the scale and although the justification for this is not thoroughly

established, it is common practice (Oppenheim,1992).

The questionnaire was administered on a smaller scale to the same one hundred Auckland Faculty

general practitioners in June 1995. At this time eighteen Auckland general practitioners were also

being interviewed for the qualitative study described in chapter five. Comments from these

general practitioners regarding their attitudes to the Reaccreditation Prograrlme were collected to

augment the questionnaire data.

The same initial 300 were resurveyed in November 1996, three years after the programme began.

These results were then compared with the previous results to determine whether any significant

change in attitude to the programme had occurred.

4.4 Results

4.4.1 Reliability analysis

In the first administration of the questionnaire 300 questionnaires were posted and278 returned.

These questionnaire results were initially used to check the reliability of the scale. This was done

by calculating how well the score for each questionnaire item correlated with the total score of the
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questionnaire. In doing this the score of the item in question is removed from the total score to

give the corrected item-total correlation. The results of this analysis with the corrected item-total

correlations are shown in Table 4.1.

Table 4.1 Questionnaire reliability analysis

Questionnaire

item

Corrected ltem-Total

Correlation

t .678

2 .599

3 .557

4 ,018

5 .468

6 .421

7 .515

8 365

9 .690

l0 .550

ll .624

t2 .736

l3 .654

t4 .395

t5 .654

t6 .726

The correlations for 15 of the 16 items were all high, rangrng from 0.365 to 0.736. However for

item 4 the correlation was only 0.018. This item asked respondents to rate whether

reaccreditation was a difficult process or a pushover. Because of the poor correlation with the rest
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of the questionnaire it was decided to exclude this item from further analysis of the questionnaire

and from future administrations of the questionnaire.

The alpha reliability for the total scale was then calculated to be 0.896. This very high result

attests to the high reliability of the scale. It also indicates that the scale has high homogeneity and

is measuring one general attitude dimension. The homogeneity of the questionnaire allows further

calculations to be done using the total score of the items rather than needing to treat each

questionnaire item separately.

A factor analysis of the questionnaire was done to further test whether more than one underlying

factor was responsible for the pattern of results. From the content of the questionnaire it appeared

that the items covered three separate domains:

items related to the effect of the programme on the profession

items related to the effect of the programme on the individual general practitioner

items related to the nature of the reaccreditation programme.

Accordingly a factor analysis was done looking for loading on three separate factors to determine

whether the respondents answered the items differently according to which of these three aspects

was being assessed. The factor matrix is shown in Table 4.2. It shows that for all items the

loading was highest for the first factor with much smaller loadings for the other factors. Hence

there was no statistical basis for the three categories. One generic attitude to reaccreditation was

being measured which did not differ regardless of whether the item related to the effect of the
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programme on the profession, the effect of the programme on the individual general practitioner

or the nature of the reaccreditation programme.

Table 4.2 Factor analysis matrix of questionnaire items

Item no. Factor L Factor 2 Factor 3

I .729 .039 .176

2 .652 .370 .429

3 .579 .148 -.088

5 .485 .094 .079

6 .423 .404 .045

7 .540 .099 .023

I .416 -.279 .t43

9 .t25 .049 .168

l0 .568 .103 -.098

ll .678 .037 -.343

T2 .779 .t26 -.2t4

13 .7t5 -.106 -.102

t4 .425 -.1 16 .028

l5 .73r -.386 .126

l6 .820 -.389 .071

4.4.2 Attitudes before the programme began

Of the 300 questionnaires originally posted, 278 (93%) were completed, returned and included in

the analysis. In 16 of these one or two questionnaire items or demographic items were not

completed.
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The results obtained from the first administration of the questionnaire were analysed to obtain the

mean, mode, and standard deviation for each item as shown in thble 4.3. The range for every

item in the questionnaire was l-8 indicating a very wide range of responses.

Table 4.3 Questionnaire item characteristics

Item

no.

Item description Mean Mode Std Dev

a
J Raise the standard of GP/ lower it 2.63 I 1.53

9 Necessary for all doctorV only poor drs 2.65 I 1.85

l3 Help reflect on practice needV hinder 2.98 3 1.45

ll Worthwhile RNZCGP initiative/ waste of funds 3.10 I 2.04

l6 Enhance my professional development/ restrict it 3.25 4 1.40

1 Helpful to my practice/ waste oftime 3.40 3 1.84

l5 Raise my standard of card lower it 3.42 4 r.26

t2 Cost effective means of professional development/

cost ineffective

3.& 4 t.70

t0 Efficient use of time for professional developmenV

inefficient

3.67 J r.83

8 lncrease my affendance at courseV decrease 3.77 4 1.35

2 Looking forward to it/ dreading it 4.t2 4 r.78

6 Encouraging/ tlreatening 4.22 4 1.78

5 Encourage creativity/ uniformity 4.43 4 l.6l

t4 Covers all aspects/ focuses on easily measured 4.86 ) 1.80

7 Grass roots initiative,/ imposed from on high 5.05 5 2.Ol

The mode for each item and distribution of responses varied widely. The histograms for the

responses to each item shown in Figures 4.1-3 demonstrate this variability.
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Figure 4.1 Item 3: Raises the standard of general practice

Figure 4.2 ltem 10: Eflicient use of time for professional development
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Figure 4.3 Item 7: Grass roots initiative / imposed from on high
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Three of the items (items 3,9 and 1l) showed response curves highly skewed to the favourable

end, as would be expected by their very low mean score (see Figure 4.1). These items asked

whether reaccreditation will raise the standard of general practice, is necessary for all doctors and

is a worthwhile RNZCGP initiative.

Eleven of the item response patterns gave graphs showing a more normal curve. Item ten

illustrates this pattern, as shown in Figure 4.2. Nl of these had a mode of three or four, except for

item fourteen (whether reaccreditation covers all aspects of practice) which had a mode of five.

One final item regarding whether reaccreditation was a grass roots initiative or imposed from on

high (item 7),had a rather flat response curve and a mode of five @igure a.3).

In order to compare the results on this eight point semantic differential scale with others using five

or three point Likert scales the points on the scale were collapsed down to three ranges: 1-2-3

(positive), a-5 (mid-point) and 6-7-8 (negative). The frequency with which scores fell in each

(,
cq,
t
aro
ll
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range are expressed as percentages and shown in Table 4.4. Also shown for each item is the

percentage who scored on the positive end of the scale (l-4).

Table 4.4 Questionnaire item percentage score frequencies

Overall those items which related to the effect of reaccreditation on the profession were rated

most positively (Items 3,9,11). The majority of those items that related to the effect on the

general practitioner answering the questionnaire (Items 13,16,1, 15, 8,2,6) still rated well, but

less favourably. A two tailed T Test was used to analyse whether there was any difference

Item

no

Item description Score

t-23

Scorc

+5

Score

G7A

Score

I.LH
3 Raise the standard of GP/ lower it 77 l9 4 88

9 Necessary for all doctorV only poor drs 75 l5 l0 85

l3 Help reflect on practice needV hinder 66 29 5 88

1l Worthwhile RNZCGP initiativd waste offunds 68 l6 l6 78

l6 Enhance my professional development/ restrict it )) 4l 4 88

I Helpfi,rl to my practice/ waste oftime 62 22 l6 77

l5 Raise my standard of care/ lower it 47 49 4 87

t2 Cost effective means of professional development/

cost ineffective

47 40 l3 75

t0 Efficient use oftime for professional developmenV

inefficient

52 30 t8 68

8 Increase my attendance at courseV decrease
aa
JJ 62 5 76

2 Looking forward to itl dreading it 34 44 22 58

6 Encouraging/ threatening 35 4l 24 58

5 Encourage cr eatiity / uniformity 27 47 26 58

t4 Covers all aspectV focuses on easily measured 23 37 40 39

7 Grass roots initiative./ imposed from on high 25 33 42 36
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between the score on item 3 (Reaccreditation will raise the standard of general practice) and item

15 (Reaccreditation will raise my standard of care). The diftrence was highly ,,rtfirun

(p:<.0001). Those items that covered aspects of the nature of the programme itself scored most

poorly (Items 12,10,5,14,7) with two of the means in the negative half of the scale.

An analysis of variance was then performed to investigate the efus of gender, time worked, age and

geographical location. The source of any variation in attitude mean scores between the groups was

analysed using unique suns of squares. Because of the small size of some of the cells when calculating

all factors simultaneousb, two factors were measured at a time. Table 4.5 shows the p values for the

significance of each factor. In each case age is the only cause of variance which comes close to

significance. Neither geographical location" gender nor hours worked per week had a significant effect

on the attitudes of doctors to reaccreditation. There is also no significant interaction shown between

the four factors, ie the combinations of age and gender or age and hours worked have no effect on the

mean attitude score.

Table 4.5 Analysis of variance due to demographic factors

Paired factors Each factor Significance

(p values)

Age and location fue ,051

Location .77r

Age and time worked Age .189

Time worked .77r

Ageand gender Age .054

Gender .383
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The effect of age was further analysed as a single factor. This time the significance was p : .056. The

mean scores ofthe four age groups are shown in Table 4.6.

Table 4.6 Differences in mean attitude scones between age gnoups

40 years or less 4l-50 vears 5l-60 vears Over 60 years

Number of GPs in

each group

86 108 35 48

Mean score 3.43 3.81 3.8 3.82

This separation ofthe age groups shows that those general practitioners aged 40 years and under had a

more favourable attitude to reaccreditation. When the tluee older age groups were collapsed down to

one group and then compared to the youngest group, the diference in the mean scores of the two

groups became significant, p: .006.

4.4.3 Attitudes eighteen months later

Second administration of questionnaire

The results of re-administering the questionnaire eighteen months later to the initial 100 Auckland

faculty members are shown in Table 4.7. There was a 950lo response rate. The difference between

the questionnaire mean scores on the two occasions it was administered was found to be

statistically significant (p:0.004) using a two tailed t Test.

For thirteen of the fifteen questionnaire items there was a more negative attitude in 1995.
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Table 4.7: Attitudes before and after eighteen months of the Reaccreditation Programme

(Auckland only)

Item

no

Item description r993

n44

1995

n=95

3 Raise the standard of GP/ lower it 2.57 3.16

9 Necessary for all doctorV only poor drs 2.71 3.09

l3 Help reflect on practice needV hinder 3.05 3.75

ll Worthwhile RNZCGP initiativd waste of funds 3.21 3.65

l6 Enhance my professional dwelopment/ restrict it 3.26 3.72

I Helpful to my practicn/ waste oftime 3.40 3.96

l5 Raise my standard of card lower it 3.54 3.53

L2 Cost effective means of professional dwelopment/

cost ineffective

3.54 4.23

l0 Efficient use of time for professional developmenV

inefficient

3.60 4.47

8 lncrease my attendance at courseV decrease 3.68 4.01

2 Enjoying itl detesting it 3.97 4.81

6 Encouraging/ ttreatening 4.t7 4.49

5 Encourage creativity/ uniformity 4.52 5.02

t4 Covers all aspectV focuses on easily measured 5.06 4.98

7 Grass roots initiative/ imposed from on high 5.25 5.77

Mean Score 3.69 4.18

Range of possible responses: I (positive) - 8 (negative)
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Qualitative comments

Interviews with 18 Auckland general practitioners (see Chapter Five for a description of the

methodology) provided supplementary information about the attitudes of the general practitioners to

the Reaccreditation Programme. Four main attitudes were identified. They could be zummarised as

follows:

o the Reaccreditation Programme has been a positive encouragement to my own professional

development

it is a useful programme for the profession in general

the concept of reaccreditation is good but the RNZCGP Reaccreditation Programme is unhelpfrrl

or even a hindrance to my own professional development

reaccreditation should never have been started

Those general practitioners who found the programme of personal benefit made comments such as:

I'm in the middle years of my practice now, and I need to regenerate ... my ideas to carry on

with the second half So I was actually quite pleased when compulsory CME came along yeah,

(Dr C)

I think reaccreditation is important, and I think by having some sort of quasi legalistic sort of ..

implication to it. I think it also just, just gives you an extra nudge in terms of that. (Dr L)
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The next goup of general practitioners approved of the concept of reaccreditation and thought the

RNZCGP Reaccreditation Programme had been well planned They did not however find it of much

personal benefit. These quotations illustrate their views:

I think they've done an excellent job in getting this very difrcult thing together (DrA)

I think it's very reasonable really......

comfortable with that.

the five year cycle approach that I'm ... very

(DrH)

gnen

It's well, essential to bring the rest ofthe party along, and I guess this is the way of doing it.

(DrP)

Those who found the programme personally irksome commented:

I'm irritated by the... the new rules and how they're going to be set up and they're going to be,

just be aimed at somehow you can do just this much and so many points and then you'll be

reaccredited. I found it a pain. I found it an irritation. Although the whole idea of

reaccreditation I think is vital. (Dr R)

It was just something extra that I didn't think produced anything and just took up some time

......I'm a good believer. I think it's important that we somehow get measured and keep up, but

I'm not sure that what's happening at the moment is doing that. (Dr Q)

The view that reaccreditation should not have been developed is illustrated by this @mment:
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I feel that we're virtually the only profession that is exacting these standards on ourselves,

when I don't believe that overall, loolg we are as bad as we're painted by the general public.

....Why, because I'm a doctor should I have these standards forced on me by my peers? ...,. I

don't believe that we have, that we have a large goup of incompetent doctors out there in

general practice who should be policed with a reaccreditation system. (Dr I)

4.4.4 Attitudes three vears later

Of the initial 300 general practitioners in the study twenty-seven had retired, left active practice or

moved overseas by the time the questionnaire was readministered tluee years later. Two hundred and

thirty-five of the remaining 273 reaccrditing members who were sent the questionnaire returned it, a

response rate of86o/o.

The mean responses are shown in Table 4.8.

A paired T test comparing 1993 with 1996 results showed a significant difference (p: <.0001). With

the exception that the programme was less thneatening than expected, every item was scored less

favourably in 1996. General practitioners were now less convinced that the programme would be good

for the profession or beneficial to their own professional development. Now that they had seen the

progranrme they were less enthusiastic about its design.

A comparison of the 1996 Auckland general practitioners' rezults with the 1995 results shows no

significant change in acceptability ofthe programme since that time.
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Table 4.8: Attitudes three years after the Reaccreditation Programme began

Item

no

Item description 1993

rn-278

1996

n:135

aJ Raise the standard of GP/ lower it 2.63 3.03

9 Necessary for all doctors/ only poor drs 2.65 3.t9

l3 Help reflect on practice needV hinder 2.98 3.56

ll Worthwhile RNZCGP initiative/ waste of funds 3.10 3.66

l6 Enhance my professional development/ restrict it 3.25 3.77

I Helpful to my practicd waste oftime 3.40 3.97

l5 Raise my standard of care,/ lower it 3.42 3.67

t2 Cost effective means of professional dwelopment/

cost ineffective

3.U 4.M

l0 Efficient use of time for professional development/

inefficient

3.67 4.31

8 Increase mv attendance at courseV decrease it 3.77 4.19

2 Enjoying itl detesting it 4.t2 4.79

6 Encouraging/ tlreatening 4.22 4.ts

5 Encourage creativity/ uniformity 4.43 4.94

t4 Covers all aspectV focuses on easily measured 4.86 5.08

7 Grass roots initiative/ imposed from on high 5.05 5.55

Mean Score 3.679 4.13

Range of possible responses: I (positive) - 8 (negative)

As described above for the 1993 data, in order to compare the results on this eight point semantic

differential scale with others using five or tluee point Likert scales the points on the scale were

collapsed down to three ranges: l-2-3 (positive), a-5 (mid-point) and 6-7-8 (negative). The

frequency with which scores fell in each range are expressed as percentages and shown in Table

4.9. Also shown for each item is the percentage who scored on the positive end of the scale (l-4).
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Item

no

Item description Score

t-L3

Score

+5

Score

6-7-8

Score

t-z.g.

3 Raise the standard of GP/ lower it 66 31 3 85

9 Necessary for all doctorV only poor drs 6l 28 ll 78

l3 Help reflect on practice needV hinder 57 32 l1 76

ll Worthwhile RNZCGP initiative/ waste of funds 53 29 l8 72

l6 Enhance my professional development/ restrict it 44 46 t0 76

I Helpfirl to my practice/ waste oftime 50 27 23 65

l5 Raise my standard of care/ lower it 4l 53 6 77

t2 Cost effective means of professional developmenU

cost ineffective

42 37 2l 66

10 Efficient use of time for professional developmenV

inefficient

37 40 23 57

8 Increase my attendance at courseV decrease 28 58 t4 60

2 Enjoying itl detesting it 25 40 25 46

6 Encouraging/ tlueatening 36 44 20 57

5 Encourage creativity/ uniformity l9 44 37 40

t4 Covers all aspectV focuses on easily measured 23 32 45 37

7 Grass roots initiative,/ imposed from on high t4 28 58 26

Table 4.9 Questionnaire item percentage score frequencies in 1996

This presentation of the data shows that most gareral practitioners were still convinced that the

Reaccreditation Programme raised the standard of general practice, but only MYo were zure (scored l-

3) that it enhanced their own professional dwelopment and only 4lo/owere zure that it raised their own

standard of care. There was even less zupport for the idea of the programme being a grass roots

initiative than in 1993, with only 26% scoring this item between one and four.
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4.5 Discussion

4.5.1 Study design

The manner in which the scale was developed followed that of other researchers (Floste, l98l) and the

advice of authorities in questionnaire desrgn (Oppenheirn, 1992; Moser and Kaltorq l97l). Content

validity was ensured by asking a large number of general practitioners what they thought of

reaccreditation and how it would effect them. This process continued until no new ideas or

attitudes were suggested. When the questionnaire was piloted the general practitioners were

asked to comment on whether the test items appeared to be appropriate for the purpose of

measuring attitudes to reaccreditation in order to check construct validity.

Semantic differential scales do have the disadvantage of being highly controlled measurement

tools which allow respondents little opportunity to reveal the complexity of their attitudes or

describe the factors which determine their responses (LeSourd, 1984). However the addition of

the qualitative material does allow a more in-depth understanding of how general practitioners

were feeling about the Reaccreditation Programme.

The calculation of internal reliability using Cronbach's Alpha Coefficient gave a high figure which

compared well to that obtained for other semantic differentid scales ([Ioste, 1981) or for any scale

measuring a latent construct (SAS Ilandboolq 1994).

This would appear to be the first validated scale for the measurement of attitudes to reaccreditation

reported in the literanre. It could be adopted for use within any specialty of medicine either prior to the
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introduction of a reaccreditation programme or to assess affitudes to the programme once it is

established.

Factor analysis of the scale did not rweal any significants subcomponents, but rather that only one

major factor was operating. The type of adjectival pairs used in the scale resemble those which were

responsible for the Evaluative Factor (i.e. good/bad) in Osgood's early work (Snider and Osgood,

1969). Moser and Kalton (1971) advise that it is usually only the Evaluation Factor which is present in

semantic diferential scales developed for attitude measurement.

Although there was a certain face validity to the division of the scale into three subgroups: (the effect

of the programme on the profession, the effect of the programme on the individual general

practitioner, the nature of the reaccreditation programme) factor analysis did not provide any

evidence that general practitioners responded to items in each subgroup in a way that was consistently

different to the other subgroups. Therefore the scale was treated as an homogenous whole measuring

the overall attitude of general practitioners to reaccreditation.

The 93o/o response rate achieved in the 1993 survey is very high for a postal survey to general

practitioners. Forty-seven percent of all RNZCGP members about to begin reaccreditation

completed the survey and therefore the results can be considered to be representative of all

members. The response rate in 1996 was slightly lower but still acceptable.

The completely anonymous nature of the questionnaires would be expected to minimise bias.

Certainly many general practitioners did feel free to be quite critical of the programme with every

item in the questionnaire being ranked eight (least favourable) by some general practitioners.
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There was a wide variation in individual rankings suggesting that the respondents did take time to

read and consider each item. This may have been assisted by varying the direction of polarity of

the word pairs. The correlation of the negative items with the total score was similar to that of the

positive items indicating that the questionnaires were completed thoughtfully with some

discrimination,

The manner in which the questionnaire was developed and administered ensured that it was a

successful method of sampling the attitudes of general practitioners to reaccreditation.

4.5.2 Major findings

Before the Reaccreditation Programme started New Zealand general practitioners were quite

positive about the various aspects of reaccreditation. They were most convinced about the

positive effect of the programme on the whole profession. In particular 88o/o believed that

reaccreditation would raise the standard of general practice (see Table 4.4).

They were also positive as to the effect of reaccreditation on their own practice, although not

quite as convinced that it would raise the standard of their own care as it would the standard of

general practice in general (see Table 4.3). This would suggest that most perceived the standard

of medicine that they practiced to be higher than the average for the profession as a whole. This

double standard is also reflected in the differing scores between the item that asked if it was

necessary for all doctors and the item which asked whether reaccreditation would be helpful to

their own practice or a waste of time. It would appear that most general practitioners perceived

their own performance as better than average and less in need of improvement.
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There was still however some appreciation that the programme could lead to an increase in

personal attendance at continuing education courses. Sixty-two percent were rather unsure and

marked the two central points on the scale, but thirty-three percent saw an increase in attendance

as likely. Only five percent thought they would attend less often.

Although there was strong acceptance of the notion that the Reaccreditation Programme was a

worthwhile RNZCGP initiative rather than a waste of funds there were obviously more doubts

about the nature of the programme itself At this stage general practitioners had not received their

reaccreditation folders and had a varying amount of knowledge about what to expect. The notion

of the programme being a cost effective and time efficient method of professional development

was reasonably well received. But support for the idea of the programme encouraging creativity

or covering all aspects of practice rather than focusing on the easily measured aspects was much

lower.

Fifty-eight percent stated that they were looking forward to the Reaccreditation Programme. In

spite of the high acceptance though, members did not feel as if they had been very involved in the

development of the programme. The item which asked whether participants regarded the

prograrnme as being a grass roots initiative or imposed from on high received the most negative

rating.

Neither the location of the general practitioners, the amount of time spent in general practice per

week nor gender had a significant influence on their responses. However there was an age effect

in that those aged forty or under had more positive attitudes to reaccreditation. This may be

because the majority of general practitioners aged forty and under joined the RNZCGP by the full

accreditation process of examinations, practice assessments and periodic reporting of continuing
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medical education activities. Many of those in the older age'group joined the RNZCGP via the

grandparent clause and therefore may have felt more threatened by'the sudden imposition of such

activities.

After eighteen months, attitudes to the Reaccreditation Programme were significantly more

negative than they were before its inception. This change was sustained at three years suggesting

that it reflects more than just initial difficulties adjusting to programme requirements. The

programme in reality was not as valuable as general practitioners had expected. It was less

effective in improving the standard of general practice, enhancing professional development,

increasing CME course attendance or helping to reflect on practice needs than had been expected.

As a professional development activity it was also not as cost efficient or time efficient as initially

predicted. Nor did it encourage creativity or cover all aspects of practice as well as expected.

General practitioners were less convinced that it was necessary for all doctors or a worthwhile

RNZCGP initiative.

4.5.3 Other studies

A variety of types of attitude scales have been used to measure doctor attitudes to reaccreditation

making comparison with other studies difficult. However research has shown that 'the difference

between various scale types is very small after disattenuation ... it appears that what these scales

are potentially measuring is more or less the same thing; the particular scale format one uses does

not make an extreme difference in the relative order of scores derived' (Greene et al, 1985). On

the other hand however they are not completely interchangeable so some caution must be

exercised when comparing results from different types of scales (Flamer, 1983).
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Sylvester (1993) examined British general practitioners' attitudes to reaccreditation using a five

point Likert scale with a midpoint. If the two central points (responses four and five) on the

semantic differential scale used in this thesis are taken as the midpoint, then 77Yo of RNZCGP

members believed reaccreditation would raise the standard of general practice, l9o/o gave a

neutral response and 4% were negative (see Table 4.4) prior to the introduction of

reaccreditation. In contrast although 6lYo of the British sample thought that general practitioners

should undergo reaccreditation during their practising careers, only 37% thought that

reaccreditation would result in better doctors and only 38yo that reaccreditation would improve

the quality of patient care. So although convinced of its necessity they were obviously doubtful of

its value.

This is a marked difference between two populations of general practitioners who are usually

considered to practice very similarly. Two items from this questionnaire provide further evidence

that New Zealand general practitioners were expecting the reaccreditation programme to assist

them in their quest for professional development. The items regarding whether the programme

would help the general practitioner reflect on practice needs and enhance professional

development were both scored very positively. There was obviously a high expectation that the

reaccreditation prograrnme was going to result in improved standards of care, rather than just

being a time consuming, bureaucratic exercise of little real value.

Several reasons could be postulated for the difference between New Zealand and British general

practitioners. Firstly the British sample did include both members and nonmembers of the Royal

College of General Practitioners which increased the negativity of the responses to

reaccreditation. For example only 160/o of RCGP members were opposed to the introduction of

reaccreditation whereas35o/o non college members were opposed.
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Secondly, New Zealand general practitioners had been exposed to'a marketing campaign by the

RNZCGP and the Reaccreditation Committee as to the benefits of reaccreditation in an effort to

achieve a high level of compliance.

Finally the acceptance may have been partly due to the prevailing attitude of the medical

profession at that time in New Zealand. Although only one other specialist college (RACOG) had

established mandatory reaccreditation prior to that of the RNZCGP many other colleges were

actively planning reaccreditation prograrnmes. There was a general belief that this was a

professional responsibility which would be better developed and introduced by the profession

rather than waiting to have it imposed by governmental institutions. A study of New Zealand

pathologists by Delahunt et al (1992) showed that 94o/o agreed in principal to periodic

recertification, although only 70%o thought it should be compulsory.

Early North American studies showed little desire for compulsory reaccreditation. In 1977 only

22o/o of psychiatrists in New York favoured compulsory reaccreditation, although 75% supported

compulsory CME (Feigelson and Frosch, 1977). Similarly a survey of 142 Canadian psychiatric

residents (Ivey et al, l98l) showed that only lTYo favoured mandatory reaccreditation, although

77Vo were in favour of CME being required after certification and 47o/o believed that evidence of

CME should be necessary for relicensure.

In response to criticism by some its members of the move to reaccreditation in 1980 the Society

of Thoracic Surgeons surveyed its members views (Ankeney, 1981). Seventy-one percent

believed that a thoracic surgeon's competence should be periodically reviewed and 75Yo sud that

they would welcome a review of their competence to practice thoracic surgery. This may indicate
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that they thought it would be a valuable learning exercise, but detailed information as to the

perceptions of its value was not collected. However when Slavin et al (1985) asked those

pathologists who had voluntarily reaccredited in allergy and immunology by sitting the entire

certifying examination about the process, goyo said that they would encourage their colleagues to

be involved.

With regard to the effect of demographic factors on attitudes to reaccreditation Sylvester's (1993)

findings were similar to those of this thesis in that gender, and practice size had no effect on

attitudes to reaccreditation. However he found that time spent in practice did not effect attitudes

to reaccreditation whereas in this thesis those over forty years in age were significantly less

positive to the concept. A study by Richmond et al (1984) showed that the attitudes of New

Zealand physicians to formal testing at regular intervals also varied with age. Of those under the

age of 40,35.2yo supported such a requirement with the percentage of affirmative responses

declining in each decade to I 1.8% for those aged 60 - 69 years.

Both the Royal Australian Colleges of Obstetrics and Gynaecology and of General Practice

(RACGP) surveyed doctor attitudes to reaccreditation once their programmes were established.

Using a seven point Likert scale Gabb (l99ac) found that fifteen years after its commencement

62oh of obstetricians thought that their Reaccreditation Prograrlme had had a positive effect on

the care they provided to their patients and 74o/o thought it had had a positive effect on their

involvement in continuing education. These results are better than those found in this thesis. This

may be a function of time or due to the different nature of the programmes.

Steven (1996) used a four point scale with no mid point to determine whether Australian general

practitioners agreed or disagreed with several statements about the RACGP QA and CME
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programme. Forty-nine per cent agreed with the statement 'Vocational registration is a real

advance for general practice'. Seventy-six percent also thought that it improved the image of the

RACGP.

4.5.4 Implications

If we accept Gabb's (1994b) and Hewson's (1989) suggestions that a reaccreditation progranrme

will be accepted by the profession only if as large a proportion of its members as possible are

involved in the development stage, and that the programme should also be marketed well to the

members, then the results of this study do suggest that the benefits of the RNZCGP progratnme

were well marketed. Eighty-eight percent anticipated that it would raise the standard of general

practice, and would enhance their professional development. Fifty-eight percent even stated that

they were looking forward to it. However perhaps it was a portent of the longer term change in

attitudes, that from the beginning members did not feel as if they had been very involved in the

development of the programme. Only 36Yo regarded the programme as being a grass roots

initiative.

In the longer term the Reaccreditation Programme did not meet general practitioners'

expectations. After three years the overall mean response to the questionnaire was very close to

the midpoint on the scale with most general practitioners being unconvinced as to its benefits to

their own professional development or standard of care.

If, as suggested by Gabb (1994a), participant satisfaction is a useful measure of the effectiveness

of a reaccreditation programme then the RNZCGP Reaccreditation Programme may not be

having a large effect on general practitioners. Failure to perceive the benefits of the programme is
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likely to result in a perfrrnctory meeting of requirements rather than a willingness to make mqior

changes in practice. As ongoing changes are made to the programme the attitudes of general

practitioners should be monitored to assess whether the programme is increasing in acceptability.
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CTIAPTER FIVE: EFFECT OF
MEDICAL EDUCATION

REACCREDITATION ON CONTINUING

Summary

Eighteen general practitioners with a variety of demographic characteristics and Continuing

Medical Education (CI!G) attendance patterns were interviewed regarding the effect of the

RNZCGP Reaccreditation Programme on their educational activities. The most cornmon changes

reported were increased time spent on educational activities, a stronger focus on areas of need

when selecting educational courses, and a greater variety in the type of educational activities

utilised for professional development.

The effect of the programme on the general practitioners interviewed was characterised by three

types of responses. Some made marked positive changes in the amount and tlpe of CME selected,

some became more focused in their selection of activities and a third group made no obvious

changes.

5.1 Background

The RNZCGP Reaccreditation Programme aims to encourage general practitioners to participate

in high quallty educational programmes. General practitioners must obtain a minimum of five

credits for participating in five hours of CME courses each year, with a ma:<imum possible of 45

credits per year.
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There are no reported studies in the literature regarding the effect of compulsory reaccreditation

programmes on CME uptake. Many RNZCGP CME providers notiied a marked increase in CME

course attendance at the time the Reaccreditation Programme was instituted (personal

communications) but this impression had not been properly documented.

There are a variety of ways in which the Reaccreditation Programme could influence general

practitioners' educational activities. Firstly some may not have been spending enough hours on

educational activities and would have needed to increase this. As a result of the Professional

Report and Plan or CME Recording Sheet, some may have become more focused on their

educational needs and selected their activities with greater discrimination. Others may have

altered the type of activities they selected, for example, attending less pharmaceutical company

meetings since credits are harder to claim for these, or less journal reading because credits can

only be obtained if they have completed the Journal Appraisal Module. Those who were already

doing more than the programme required may have decreased the time they spend in educational

activities. For others no changes may have been made at all.

The Auckland Faculty of the RNZCGP has a memorandum of understanding with the Goodfellow

Unit to provide CME for the general practitioners in the Auckland region. The Goodfellow Unit

is also a registered provider with the RNZCGP. In 1994, the first year of the Reaccreditation

Programme, Goodfellow Unit course attendance records showed that eight per cent of Auckland

Faculty members began to attend courses that year, although they had not been for at least the

previous four years. The reasons for this are not known but it was possible that these general

practitioners had previously made little attempt to keep up to date and that the Reaccreditation

Programme had made a significant impact on their behaviour. If this was so, it could indicate the
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effectiveness of a compulsory reaccreditation programme. However without research data it was

impossible to be sure.

A further twenty-three per cent of Auckland members who had not participated in Goodfellow

Unit courses in the four years prior to the commencement of the Reaccreditation Programme still

did not participate in the first year of the programme (Goodfellow Unit attendance records). This

group also required investigation to determine how they were meeting Reaccreditation

requirements and whether the Reaccreditation Programme had changed their educational activities

in any other way.

The remainder were already regular participants in CME, but it was possible that the programme

had affected their choice of CME or attitude to it in some way.

In order to gain an understanding of the variety of ways in which the Reaccreditation Programme

might have altered CME participation, it was necessary to gain information from members

showing each of the above types of CME attendance patterns.

5.2 Specific Objectives

This study was designed to investigate general practitioners' responses to the educational

requirements of the Reaccreditation Programme using qualitative methodology.
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a) the types of educational activities general practitioners preferred

b) any changes in the time spent on education because of the Reaccreditation Programme

c) any changes in the types of educational activities selected, or the way they were selected

because of the Reaccreditation Programme.

5.3 Methodology

5.3.1 Reasons for choosing a qualitative resetrch design

Although qualitative research was initially developed by the social sciences, it is now accepted in

medicine as a valuable research methodology which is complementary to quantitative methods

(Jones, 1995). Jones emphasised the importance of incorporating qualitative research

methodologies on the grounds that such methods are superior to quantitative methods in the

science of discovery.

Pope and Mays (1995) described the goal of qualitative research as follows:

The goal of qualitative research is the development of concepts which help us to

understand the social phenomena in natural rather than experimental settings, giving due

emphasis to the meanings, experiences, and views of all the participants.

(PoPe and MaYs, 1995)
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Hence qualitative methods are more useful if one is interested in discovering what is going on,

what the nature of the phenomenon is, the dimensions and variattions of the concept and the

meanings and practices that are occurring in living experience. On the other hand if the research

questions are to do with how many, how much, how often and the distribution of the

phenomenon, then quantitative research is the appropriate methodology (Crabtree and Miller,

r992a).

Quantitative research ensures high reliability, whereas qualitative research aims more at high

validity by discovering how people really behave, and what they really mean when they describe

their experiences (Pope and Mays, 1995). Hakim (1987) wrote about the value of qualitative

research for obtaining people's own accounts of a situation, discovering their perspectives and

feelings on an issue and the interpretations they have given to events. She explained this as

follows:

..if one is looking at the way people respond to these external social realities at the

micro-level, accommodating themselves to the inevitable, re-defining the situation until it

is acceptable or comfortable, kicking against constraints, or fighting to break out of

them, or even to change them, then qualitative research is necessary. (Hakim, 1987)

There were several reasons for using qualitative methodology for this study. The effect of

reaccreditation programmes on CME is a poorly understood and the relevant variables have yet to

be identified. The variety of ways in which doctors respond to this new external social reality have

not yet been investigated or described.
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Any research done in this area therefore needed to start at the beginning and explore the effects

that CME requirements for the Reaccreditation Programme were hhving on general practitioners,

the meanings they were attributing to it, the way their educational practices were changing and

the methods they were using to come to terms with it. Only once these factors had been studied

using a qualitative research design would it be possible to measure the extent of the changes using

a quantitative research design (Marshall and Rossman, 1989).

5.3.2 Sample selection

Maximum variation sampling was used in this study in order to obtain the broadest range of

information and perspectives on the subject being studied (Kuzel, 1992).

Qualitative research uses systematic, purposeful, non-probabilistic sampling (Mays and Pope,

1995) in contrast to the random sampling methods of quantitative research. 'sampling is driven by

the desire to illuminate the questions under study and to increase the scope or range of data

exposed - to uncover multiple realities' (Kuzel, 1992).

To ensure ma:<imum variation sampling two t)?es of variables were considered; CME attendance

patterns and demographic variables.

Initially three broad groups of general practitioners were identffied according to CME attendance

patterns. The first group of general practitioners had not attended any Goodfellow Unit course in

the three years prior to the start of the Reaccreditation Programme, but attended at least two

courses in the first year of the Programme. These were therefore new attenders. The second

group continued to be non attenders. These general practitioners had not attended any
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Goodfellow Unit course neither in the three years prior to the Reaccreditation Prograrnme

commencing nor in the first year of the programme. The final groilp had been regular attenders

(more than three courses yearly) both in the three years prior to the Reaccreditation Programme

commencing and the first year of the prografirme.

The rationale for defining these three groups was that one might reasonably expect to find

different attitudes and responses to the reaccreditation requirements for CME between the

groups. The new attenders had appeared to increase their time spent in CME provided by the

RNZCGP since the Reaccreditation Programme commenced. No changes were obvious in the non

attenders and regular attenders. Six general practitioners from each group were interviewed

following the recommendation of Kuzel (1992) that six to eight data sources will often suffice for

a homogenous sample.

In addition to selecting participants according to these three groups an effort was made to include

in the total selection a spread of city and rural doctors, male and female, part time and full time,

young and old and solo and group practice. These characteristics were theoretically relevant to

their response to the Reaccreditation Programme and hence were considered in selection of the

sample to ensure maximum variation sampling and increase the generalisability of the research

results (Mays and Pope, 1995).

All general practitioners selected were from the greater Auckland area because of ease of access

and because general practitioners' attitudes to reaccreditation (see Chapter Four, section 4.4.2)

do not vary according to the region in which they live.
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5.3.3 Data collection method

When considering the method of data collection it is advisable to consider how the topic in

question is usually shared in the culture or group of interest. In this case it was decided to use

interviews with the general practitioners based on the premise that 'family physicians eagerly

share information in the form of explanatory talk. Whenever two or more gather, they usually

seize the opportunity to share experiences, puzzlements, insights and fiustrations' (Crabtree and

Miller, 1992).

Focus groups were considered as an alternative but these have the disadvantages of requiring a

travel commitment by the general practitioners and also possibly inhibiting some general

practitioners from revealing their attitudes and behaviours where they differ from their colleagues.

Three main types of qualitative interviews have been described @ritterL 1995):

structured, using a structured questionnaire with preset questions

semistructured, with a list of areas to cover

o in depttL where the interviewee determines the content and one or two ar€as are covered in

depth

For this study a semistructured interviewing style was selected, with a loose structure of topics to

be explored but no set questions or predefined order in which they should be covered. This

allowed both the interviewer and interviewee divergence to pursue an idea in more detail, or

discuss new material that had not been anticipated at the outset. Thus the agenda was kept

flexible in order that the general practitioners' ideas and meaning could be explored in detail. A
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structured interview with preset questions could have limited ihe breadth of information obtained

through imposing the researcher's assumptions on the interview @ritten, 1995).

A respondent, rather than informant, interviewing style was adopted as it allowed the researcher

to overtly direct the proceedings. There are many aspects of reaccreditation that the general

practitioners may have wished to talk about, but for this study it was important that changes in

educational activities were covered. In order to keep the interview time short enough that general

practitioners would be willing to participate, it was important that the respondents be kept from

diverging too widely. When time permitted the subject of the Reaccreditation Programme was

discussed more broadly. An informant stle interview, although helpful for obtaining insights into

the interviewees' general perceptions of reaccreditation, may not have covered in depth the

aspects required (Powney and Watts, 1987).

The following topics were initially selected for covering in the interviews:

preferred method of keeping up to date

prefened type of educational formats

any changes attributed to the Reaccreditation Prograrnme in the type of educational activity

attended

any changes in the amount of time spent in educational activities in the last year

attitudes to the Reaccreditation Programme

As the interviews proceeded it became obvious that the following topics were also important

aspects to explore:
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understanding of, and attitudes to self directed learning

changes in the way CME is selected

adequacy of CME delivery

The list of topics to cover was therefore expanded to include these areas.

5.3.4 Role of the researcher

The interviews were done by the researcher. Although she had previous experience and training in

facilitating small group discussions, she had no previous experience in conducting qualitative

interviews. Her experience in one to one interviews came only from general practice and she was

aware of the important differences between these two styles and the likely pitfalls in interviewing

such as asking leading questions and giving cues (Britten, 1995). After the first interview the

transcript was assessed by an experienced qualitative interviewer who advised that more care

needed to be taken to avoid presenting one's own perspective and in counselling the interviewee.

The researcher had a high profile as an office holder in the RNZCGP in that she had been

Chairperson of Auckland Faculty for three years, and was presently on the RNZCGP National

Council, She was also Assistant Director of the Goodfellow Unit. Thus there was both the

tendency for interviewees to see her as an expert on the Reaccreditation Programme who could

explain the programme to them and potential for bias in the answers given to her by the

interviewees. Where questions were asked in the interview about the Reaccreditation Programme,

or statements made which showed an inadequate knowledge of how the interviewee could best

use the programme, these items were noted down and discussed after the interview. This was

done to avoid the interviewer imposing her own concepts on the interview (BritterL 1995).

144



Because of a lack of perceived neutrality by the researcher the inftirmation given may have been

biased. Interviewees may have expressed the opinion that they thought the RNZCGP would want

to hear, rather than their true opinion. Therefore the researcher was careful to point out in the

covering letter sent to interviewees (see Appendix Eighteen) that the interview transcripts would

be kept confidential and no identifiable material would be shown to or discussed with staff of the

RNZCGP. Interviewees were informed that the final report would be shown to them before

publishing to ensure that they were satisfied that confidentiality had been maintained.

The interviewer attempted to take a neutral stance and be accepting of all comments about the

programme, be they positive or negative, in order to minimise bias from this source. Powney and

Watts (1937) point out the need for interviewees to trust the interviewer so that they feel able to

tell the truth rather than projecting themselves to make the desired impression and avoid losing

face. An important ingredient of semistructured interviews is the personality of the interviewer

and the need for her to appreciate and empathise with the range of concerns that the interviewees

may have.

There were also some advantages in the fact that the interviewer had a strong background in

general practice and was herself required to complete the requirements of the Reaccreditation

Programme. It is helpful if the interviewer comes from the same social group as the interviewees

in that she is more able to understand the language and concepts used by the interviewees

(Powney and Watts, 1987). However if the interviewees assume understanding on the part of the

interviewer they may not explain their comments in sufficient detail unless she is careful to probe

and clariS comments made.
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5.3.5 Conducting the interviews

Potential interviewees were initially contacted by telephone to make an appointment time. A

follow up letter described the purposes of the study, the type and length of interview, the tape

recording process to be used, and gave a reassurance that no identifiable data would be used in

the report of the study (see Appendix Eighteen).

Interviews were done in the practices of the interviewees in order to give interviewees a greater

sense of comfort and control. Interviews were recorded on audiotapes and varied from twenty to

thirty-five minutes in length.

5.3.6 Transcription

A code was assigned to each general practitioner and this code then used to identify each tape.

The tapes were transcribed in full by experienced medical secretaries onto Word for Windows

following the format suggested by Powney and Watts (1987). Numbers were used to identify the

location on the tape of each new segment of speech (see Appendix Nineteen). The complete

transcriptions were then checked and amended by the researcher.

5.3.7 Data analysis

Since the aim of the research was to discover the various ways in which general practitioners were

changing their educational behaviour as a result of the Reaccreditation Programme, and to look at

the reasons behind these changes, including the perceptions and values of participants, it was

appropriate to use descriptive methods rather than statistical analysis to present the results

(Powney and Waffs, 1987).
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A template style was used for analysis of the interviews (Crabtree'and Miller, 1992b). An initial

set of codes was developed based on a theoretical understanding of the possible responses of the

participants. After reading the text, further codes were added. A number of interviews were test

coded and the codebook modified accordingly. Initially quite broad categories were used for

coding so that the broader context was preserved. More refined sub codes were developed as the

analysis proceeded. The final codebook is shown in Appendix Twenty.

Segments of the text were coded manually by writing in the margins of the transcripts. Segments

of similar or related text were then sorted and collated using word processing techniques, and

printed for further reading and interpretation.

Each set of coded material was read repeatedly looking for themes and relationships between

concepts. Once hypotheses began to emerge, the material was checked for contradictory

statements and alternative explanations to ensure that the analysis was well grounded in the text.

Analysis goes further than simply describing the data, but is rather a 'creative, constructive affair'

@owney and Watts, 1987). Marshall and Rossman (1989) explain this further:

The interpretive act remains mysterious in both qualitative and quantitative data analysis,

It is a process of bringing meaning to raw, inexpressive data that is necessary whether

the researcher's language is AllOVAs and means or rich description of ordinary events.

Raw data have no inherent meaning; the interpretive act brings meaning to those data

and explains that meaning to the reader through the written report.

147

(Marshall and Rossman" 1989)



Therefore as the transcripts were read several times hypotheses were formed and tested. The

original material was reconstructed and represented in a form that attempted to be faithful to

everyday reality, in order to make sense both to those who were studied and those who were

practising in the area (Strauss and Corban, 1990). A draft copy of the written report of the study

was sent to all participants to check their agreement with the interpretation of the data. The final

report was then read by two general practitioners working in the field of general practice

education to check the congruence of the findings with their understanding ofthe situation.

5.4 Sample characteristics

Eighteen general practitioners were interviewed. Two declined, both due to lack of time (one was

a young female doctor in an inner city practice, the other an older, male general practitioner

working in a low socioeconomic suburb).

The demographic characteristics of the participants in the study are summarised in Table 5.1.

Swen of the general practitioners were in solo practice, five in a two dostor practice, and six in a

group practice.

Sixteen were men who all worked full time in medicine. Tluee ofthese spent part of their working

week in geriatric hospitals and were involved in accreditation procedures for those hospitals. One

was also reaccrediting in the Royal Australasian College of Physicians. One was almost full time

in a subspe,cialty of general practice, with occasional sessions in stalrdard general practice and two
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were very involved in medical politics. Two were doing a distance learning Master's degree in

General Practice from the University of Otago.

Only two study participants were women, reflecting the lower rate of RNZCGP Membership

among woman general practitioners. Both worked part time, but were fully involved in practice

management and administration.

Table 5.1. Demographic characteristics of participants

Dr Practice
size

Work
load

Yr
grad

Gender Location No. CME
courses
l99r-3

No.CME
cour.lses

1994

A Solo P/T

GP

1957 M Urban, high socio
economic area

0 2

B Solo F/T t967 M Urban, low se 0 )
C Group F/T 1975 M Urban- mid se 0 6

D Solo F/T 1957 M Rural town 0 4

E Group F/T t953 M Urban. mid se 0 5

F Solo FN t974 M Urban. mid se 0 I

G Solo GP
locum

1974 M Urban, high se 0 0

H Group F/T t97l M Urban. hieh se 0 0

I Group F/T 1973 M Town. hieh se 0 0

J Solo Fff 1961 M Town. hieh se 0 0

K Group F/T 1972 M Urban low se 0 0

L Group FiT t966 M Urban. mid se 0 0

M Group F/T 1965 M Urban. mid se 3 2

N Group PIT 1981 F Urban- low se 7 8

o Group F/T 1980 M Urban. mid se 7 5

P Solo F/T 1981 M Urban- mid se I 3

a Group P/T 1981 F Urban. mid se 3 9

R Group F/T 1978 M Rural town 8 I
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The year of graduation varied from 1953 to 1981. Thnee graduated in the 1950's, four in the

1960's, seven in the 1970's and four in the 1980's. The age of participants ranged from late

thirties to mid sixties.

The location of their practices also varied. Two worked in small rural towns within 100 km of

Auckland and two in a high socioeconomic metropolitan area within 100 km of Auckland. The

remainder worked in Auckland; three in high socioeconomic areas, eight in mid socioeconomic

areas and three in low socioeconomic areas.

As described above six had not attended any Goodfellow Unit courses during the three years prior

to the advent of the Reaccreditation Programme, but did attend during 1994. The number of

courses attended in 1994 ranged from one to six, with a median of four.

Six had not attended Goodfellow Unit courses either before or after the Reaccreditation

Programme. Most of these were involved in extra activities which either provided other education

or took up a large amount of spare time. Two were heavily involved in medical politics and also

working in geriatric hospitals undergoing accreditation. Two specialised in a sub specidty of

general practice and participated in continuing education within those specialties. One was

participating in the Master of General Practice course. Only one of this group did not have a

major interest outside his routine general practice.

The six who were previously regular attenders, attended a range of 3 to 8 courses per year during

lggl-lgg3 with the exception of one doctor who shifted to Auckland during this time and had

been regularly attending CME in his previous area. During 1994 this group attended an average of

4.6 courses.
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The general practitioners selected therefore covered the range of deinographic variables in regards

to age, gender, practice size, work load, ruraVurban, and socioeconomic area, They also varied in

regards to the number of RNZCGP CME courses they had attended prior to and since the

commencement of the Reaccreditation Progranrme .

For the analysis of the interview themes the interviews of all eighteen general practitioners were

treated as one whole group.

When the draft copy of the report was sent to interviewees for checking the only change

requested was that one interviewee was referred to as a partner in her practice when she was in

fact an assistant. The interviewees found the report to be both interesting and have content

validiw.

5.5 Interview Themes

5.5.1. Preferred Method of CME

All general practitioners in the study utilised a variety of educational methods to keep up to date.

The most common were going to courses and reading journal articles or texts.
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Attendance at educational courres

Most included courses as one of their preferred methods of education both prior to and since the

Reaccreditation Programme. Several mentioned the stimulus which came from attending such

courses and spending time in discussions with colleagues. Dr G (see Table 5.1 for demographic

characteristics) stated :

I like going to postgraduate sessions ... I find that a useful way of keeping up to date. I

also find it, it sort of invigorating.. it also gets us meeting with our colleagues... I think

that the interaction is probably as good as the actual content of what's going, what's

being delivered. (Dr c)

Others appreciated both their usefulness educationally as well as the enjoyment of participating.

One general practitioner had previously done most of his education through reading but had been

stimulated to attending courses because of the Reaccreditation Programme, In regards to courses

he commented:

I haven't done it before. I think it's a much easier way of doing things, you know..... I

just listen to it .... @r F)

When asked whether this change was likely to benefit his patients, he thought it would because

the topics covered were very practical.
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The general practitioners attended a variety of courses. hi addition to the Goodfellow Unit

courses they participated in courses run by the After Hours Medical groups such as Westcare,

Musculoskeletal Society, Obstetric and Gynaecology Society and Acupuncture Society courses,

the Master of General Practice, conferences overseas such as the Australasian College of

Physicians Conference, and pharmaceutical company meetings.

Educational formats preferred

The majority of participants prefened a variety of formats at the courses they attended, with

interactive small group learning as well as lectures. For some topics they liked a summary in the

form of a lecture, but for many they also appreciated the opportunity to discuss issues and their

own cases. Dr B stated:

I think the mixture is very good .... not only listening to the lecture all the time. We

should be able to speak there...... grving your opinion on any part of the subject, or a

problem you've got in the surgery....that completes the whole thing. I think it's very

essential that we take part in the discussions, and not only hearing the lecture all the

time, but we should also be able to talk and express our opinion and in that way a lot of

the doubts one has can be cleared as well. And because you are with your colleagues and

somebody else is the supervisor..... you can express yourself much better. Let you go

home a bit more clearly in your mind. (Dr B)

A minority stated a preference for lectures, although one qualified this by sayrng that there must

also be adequate time for questions at the conclusion of the lecture. The most common complaint

about formats was speakers who lectured down to general practitioners:
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I must say one or two of the ones that I've been to ..1 have been still surgeons, or

whatever, that have taught their trade down to other people. They haven't actually got a

goal out of it, they haven't said, "\Mhat do we want this person to know at the end of

(Dr G)

Pharmaceutical company courses

Most of the general practitioners in the study occasionally attended courses organised by

pharmaceutical companies. However for only one was this his major source of educational

meetings. Some had decreased their attendance recently because of time pressures, including time

for the Reaccreditation Programme and for family life.

Others stated that they did not attend any on principle as illustrated by these conunents:

Now on the drug meetings ..... I would personally avoid, you know.... I've always

avoided drug meetings on principle, because I feel that it's like a... incentive for us to

prescribe a particular drug.... or things like that you know, which I'm totally opposed.

(Dr F)

Another sometimes attended, but insisted on payrng for his own dinner and two avoided the

dinner component of such meetings due to time pressures. They prefened their education

'without the padding' @r C).
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Most were quite selective about the courses they did attend, selecting them according to

educational content. There was however a rather sceptical attitude to educational courses

organised by pharmaceutical companies. This related to both the topics chosen for the meetings

and the content of those meetings. Pharmaceutical companies were seen to provide education

related to their topic areas, rather than covering the broad spectrum of general practice. One

general practitioner commented:

... I find that they do overview a topic too often, ,... ones put on (in) the fields where

there is big money to be made and you get overkill in those areas, I mean you could go

out to a meeting on cholesterol sort of every week of the year, @r D)

Many were also concerned about the bias of the educational material presented:

I'm a bit sceptical about some of those, I must say, um ... I prefer Goodfellow Unit

orientated things um ... I don't know whether I'm a bit cynical or not but I haven't

always enjoyed the bias of the drug company thing So I don't, you know if I think it's

going to be particularly good or useful, yes. But as a general rule I'd be less inclined to

go to those. @r II)

In general pharmaceutical company meetings appeared to be less highly valued than courses

provided by other groups such as the RNZCGP, the Goodfellow Unit and the GP after hour

clinics. General practitioners perceived them as being less focused on their educational needs,

biased in their content and in some cases unethical because of the associated product marketing.
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Reading journals and texts

Most participants included journal reading as one of their regular methods of keeping up to date.

The freely distributed journals such as New Ethicals and Patient Management predominated, but

others such as the Lancet and BMJ were also read. Some general practitioners had found the

Journal Review Service particularly useful - either as a reviewer for this service or through being

able to obtain copies of specific articles requested.

Some specifically focused their reading around patient problems, looking things up when

problems arose, Dr N filed away all useful articles for handy reference:

I used to look up things that I came across with patients. I have a very complicated filing

system which I rarely use, but I file everything in it. But I do every now again pull it out.

You know I file all my articles under topics, so that I'll pull out a CME file when I'm

caught on vertigo or something. So I do that sort of looking up in that sense.

@rN)

Only a small number mentioned reading of text books, and one reported visiting the local medical

library for information.

Teaching

Four participants mentioned the value of teaching others in terms of their personal education.

Those taught were was either medical students, registrars in the General Practice Vocational

Training Programme or colleagues. As one general practitioner described:
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I am involved in teaching and have been for the last two y'ears or so, and to be honest I

don't think anything matches teaching for keeping up to date. First of all when you're

teaching, people ask you questions and you have to know that little bit much more, more

than you're actually teaching.... And it gives you the best motivation to learn, and also

you're preparing for that. @rG)

Learning from colleagues

Several mentioned the value of talking things over with one's colleagues. For several, peer review

groups were valuable. Some of these were already in existence as Balint or clinical groups, others

were either set up because of the Reaccreditation Programme, or associated with a geriatric

hospital for the purposes of accreditation of the hospital. Many of these discussed cases with the

value being somewhat dependent on the presenter:

Some of my colleagues produce good cases which have got good messages in them, for

all of us. And others will sometimes....it almost seems as though they're trylng to show

you how clever they've been.....that sort of thing. (Dr I)

Less strustured methods of learning from colleagues included informal contacts in delivery suite,

chatting to paxtners at work, talking things over with a medical spouse or on social occasions.

Specialists were an important source of education for some. This was either through reading

letters regarding patients or having a network of specialists whom the general practitioner could

ring for advice on a specific patient's problem:
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I have a number of specialists that I ring up and I say, "Tell me about this". And it will be

about a specific patient and I'll ring up somebody and say, 'Do you want to see him or is

there something I can do, and what's the current guffon this?" @r R)

5.5.2 Self directed learning

There was a general acceptance of the concept of self directed learning, and the need to focus

one's learning around one's specific needs. However Dr L had some doubts regarding how many

of his colleagues really understood the concept of self directed learning. Another stated:

...this idea of self directed learning: it took me five reads of that thing to understand it.

The first time my mind was just going around in a whiz and nothing coming out .... but

@rD)

For many of the participants the Professional Report and Plan (see Appendix Two) had been a

useful process of reflection, identi$ing gaps, and setting goals for the coming year. Many

appreciated the stimulus to take time to think about what they were doing and where they were

going in general practice:

Qt) made you realise that, yes, there is sort of probably a point in planning what to do

rather than just ur\ see what crops up that looks good...I found that quite an interesting

exercise actually. Yes it was quite good to sit down ..,, and think, well, what is my game

plarq what do I want to do, where do I want to be in five years..., what do I need to

achiwe to do that? I thought it was quite usefirl,

t58

(Dr P)



I feel its been very constructive for me...I like sort of order and methods......a good

method to think through where I was heading in general prhctice. And I like reflecting.....

I mean it's just put it into a..., yes, a sequence and made me think.

@rN)

Some found the process of identifying learning needs very helpful, especially when it came to

planning their educational activities for the year:

And when you had to write your plan, it made me think about what my areas were ... I

found weaknesses and strengths in areas.... @rQ)

Well I could plan ahead the whole year and choose the courses, fit it in" and er... I could

do a bit of reading before attending the course. (Dr B)

One doctor had also used the Content of General Practice (see Chapter Two, section 2.2.2) as a

tool to help him identify his areas of weakness and planned his CME for the year accordingly.

Although the majority had found the process a positive one, four general practitioners out of the

sample did not think it had been of any benefit to them. Three of these general practitioners came

from the group who were alteady frequent CME attenders, and one from the group of non

attenders. Their responses ranged from one doctor who saw the Professional Report and Plan as a

'colossal waste of time' @r O) to one who when asked if it had been beneficial to her replied:

No, it wasn't the first year around. I just thought it was a task I had to go and get done

by a certain date. This year I've started to see what the value is in doing it.
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The other two felt that they were already doing an adequate job of selecting their education

according to their needs and did not need the help of the Professional Report and Plan or the

Reaccreditation Programme.

Overall there appeared to be a growing appreciation of the usefulness of planning one's

educational progrillme for the year and focusing on areas of need.

Selecting courses

The participants were all asked about how they selected which courses they attended. For most it

was a combination of awareness of need and interest in the topic. There was generally a fairly

clear distinction made between these two factors, for example:

Interviewer: What would make you decide whether to go to (a course) or not?

Dr N: Oh, it's always to do with something that ..... I want to know about, or I need to

know about...

Interviewer: Is there a difference between those two?

Dr N: Aaah, yes, Oh, I mean there are things that ... areas that I feel weak i4 that I need

to go to, and there's things that interest me.

One said that due to pressure of time she now only selected those areas where she felt she had a

real need:
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Before, what I would do is just go to something if it looked interesting ...what I've done

particularly this year is say: well that would be interestin!, but do I really need to go

and... learn about that? So, um,I guess I'm looking more carefully at how I use my time.

@r Q)

Only one admitted that the way he selected courses was 'in a very random fashion, extremely

random' (Dr L).

Some were quite explicit about how they selected courses according to areas of need:

Generally (an area) that I feel I may be deficient in or maybe one that I haven't really

caught up with things, or that I want further information, some new aspect of medicine

that has come in, or some new way of handling things. And although I have read about

it, I do like to go to a course and have a face to face. I think this is important: you can

only do a certain amount from reading. (Dr A)

General practitioners used a variety of methods to become aware of the areas in which they had

deficiencies. These included:

o patient outcomes - 'how successfully I'm keeping them alive or getting them over their

illnesses' @r J)

o the need to refer - 'ifyou have to refer things, why have I got to refer them?' @r D
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making a wrong diagnosis - 'it becomes very obvious if yo.r". sending patients into the

hospital with one diagnosis and they are coming back with another' (Dr I)

to be able to answer patients' questions - 'I have had to keep up to date to answer the

patients' questions. They do look at .., women's magazines or whatever and they come in

with their little cuttings or whatever, and they do quiz you' (Dr A)

o the need to feel current - 'I mean I feel a very deep need to stay current. I dislike being in a

situation where I think, jees, I do not know what should be happening at this stage?' @r R)

Certainly there was a wide awareness of the importance of staying up to date and selecting

courses to meet the needs of patients within the practice.

5.5.3 Changes

The most common changes made by general practitioners in their educational activities because of

the Reaccreditation Programme were in the way they selected educational activities, the tlpe of

activity selected, and the amount of time spent.

Changes in the selection of activities

A common theme for the way the general practitioners perceived the Reaccreditation Programme

as being of benefit to them was that they had become more focused or discriminating in their

selection of educational activities.
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I definitely think the reaccreditation has made me sort of um . try to focus a little bit

more on what I'm learning (Dr P)

Some commented that the emphasis of the Reaccreditation Progranrme on self directed learning

and the Professional Report and Plan had helped them to become more focused.

Changes in the type of ectivities

Another effect of the programme on some participants was that they had now started using a

wider range of educational activities:

It has certainly made me realise that attending meetings is not the only way of learning

things. I've, er..., it's made me do more audits, to have a look at what's going on

@rP)

Others had been motivated to change the type of activity they were selecting, for example

attending less pharmaceutical company education:

Now I'm going to more courses and I am also more ,.... discriminatory about what I'm

going for, you know. I've stopped going for drug meetings this year. @r F)

Others were attendlng more official RNZCGP CME by going to more Goodfellow Unit courses.

All were comfortable with this change and saw it as positive for them and their patients. For

example:
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Dr E: I don't think I have put more time than I wouli have done normally, but perhaps I

have used the Goodfellow Unit because a) it is approved'and it makes it easier, b) it is

more structured than some things. I don't mind that, c) I guess I wanted to support it a

little.

Interviewer: Do you think that change... has been in your best interests and your

patients' best interests, or is it neither here or there?

Dr E: I think it has to be in the patients' best interests and my best interest. If the

prograrnme is structured and they suit my needs, my updating and refreshing, then I think

that must be useful.

The Reaccreditation Programme had also motivated some general practitioners to start doing

practice audits and see this as a valuable educational tool. Others were stimulated to join a peer

review group as a result of the Reaccreditation Programme.

For the majority however, there had been no change in the type of educational activities they

participated in. They found it relatively easy to accumulate the number of credits they required

without making any changes.

Changes in total amount of time spent

Only three said that they had increased the time they spent in educational activities because of the

Reaccreditation Prograrnme. One commented:

I'm probably attending more than I did, and I suspect from the attendance you get, I'm

not the only one. @r P)
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In addition three had not yet increased the time they spent on edudation, but realised they would

have to if they were to get enough credits during their five year cycle. The remainder all said that

the Reaccreditation Programme had made no difference to the time they spent - it was already

adequate.

5.5.4 Adequacy of amount and type of CME available

When asked if the amount and variety of educational activities available was adequate, all thought

there was more than enough to suit their needs. Of the four who lived one hour's drive from

Auckland, only one saw this as any problem in accessing CME.

It appeared that none of those interviewed were having difficulty meeting the Reaccreditation

Programme requirements because of poor access to educational activities. However no isolated,

rural general practitioners had been included in the sample.

5.6 Types of GP responses

The eighteen general practitioner participants in the study all had varying reactions to the

Reaccreditation Programme. The effects on their educational activities ranged from a marked

increase in time spent, or a much more focused selection of educational activities to no change at

all. Further reading and analysis of the interviews showed that the participants could be grouped

into the following three general categories:
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A. Marked positive change

Those who realised they needed to increase their educational adtivities in order to meet the

Reaccreditation Programme requirements, had made those changes and were positive about those

changes.

B. More focused

Those who would easily meet requirements without needing to change, but perceived some

benefit in the way the programme had helped focus their learning

C. No change

This group was a combination of :

a) Those who were struggling to meet requirements, and had yet to make any changes in their

activities

b) Those who would easily meet requirements without needing to change, and had found no

benefits for themselves in the programme

Group A: Marked positive change

All the doctors in this category came from the group who had markedly increased their attendance

at Goodfellow Unit courses at the time of the commencement of the Reaccreditation Programme.

So not only was there a self reported change in the amount of time they spent on educational

activities but this was also objectively documented in attendance records.

They were all aware of increasing both the time they spent on educational activities and the type

of activities they were selecting. Dr B had changed from mostly hospital based and
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pharmaceutical company meetings to attending Goodfellow Unit courses. He found these courses

'very helpful and useful' and was very happy with this change becatrse of the educational value of

the courses:

Interviewer: ...are you happy with that change?

Dr B: Yes, I am, I'm very happy with that. Um, you feel its more educating, since we

started attending these courses.

Another reported that he had become more discriminatory about his educational activities, had

stopped going to pharmaceutical company meetings, went to more Goodfellow Unit courses, and

was spending more time overall in education. He saw the Reaccreditation Programme as a

positive thing for him that had got him out of a rut and helped increase his job satisfaction.

The third doctor in this group was also enthusiastic about the effect the Reaccreditation

Programme had had on stimulating him to participate in more education:

......points stimulated me to do it. But I'm, yeah...you know I've been sort of thinking ....

I'm in the middle years of my practice now, and I need to regenerate er... my ideas to

carry on with the second half. So I was actually quite pleased when the compulsory CME

came along. Yealq so it made me do something .,.... gentle push in the baclc, forward.

(Dr C)

This group of dostors had been stimulated into greater participation in educational activities

because of the Reaccreditation Programme and were very positive about the changes they had
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made. They were also attending higher quality educational courses. These changes could all be

expected to improve their performance as general practitioners and hence benefit their patients.

Group B: More focused

Of the general practitioners in this category three came from the group who had always been

regular CME attenders, even before the programme began. One had neither attended Goodfellow

Unit courses prior to nor since the Reaccreditation Programme, but he had other very good

sources of educational activity. The last one had increased his attendance according to

Goodfellow Unit records, but he himself did not think he had changed his activities. None of this

group reported that they had altered the amount of time they were spending on education or the

type of activities they were selecting.

What they had all appreciated about the Reaccreditation Programme was that it had helped them

become more aware of what they were doing in their practice, more focused in their learning and

more likely to match their educational activities to their educational needs. When asked whether

she had changed at all because of the Reaccreditation Programme, one doctor commented:

Change... I mean I'm still reading journals, and I'm still going to Goodfellow Unit

courses. What's changed is how I find which course that I'm going to go to, the sort of

thought I might put into that. And I've started thinking about other ways I might learn as

well... @r Q)

t68



Those in this category were not doing any more CME or attending higher qualrty CME, but they

were choosing it more carefully. As a result of this their learning Wbs more likely to be impacting

on their practice and patients.

Group C: No Change

a) Not meeting requirements

These doctors were all aware that they were struggling to meet the requirements of the

Reaccreditation Programme and had not yet made any marked changes to their educational

activities. Attendance records showed that one of these had in fact attended two Goodfellow Unit

courses for the first time in four years, but the other three had been and were still non attenders

over that time.

Drs H and K were heavily involved in medical politics and were a little surprised to find

themselves struggling to meet the required number of points for the year.

Dr K: It hit me on a low cycle, but that's life

Interviewer: So have you done, have you gone back ild..., I mean have you added up

your credits from last year?

Dr K: Yeah. I might actually be a .... You know I thought 45.... should breeze in. I might

actually be about 5 short....

Both these doctors approved of the Reaccreditation Programme in principle but were struggling

to meet requirements because of the other interests in their lives. They saw their political
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involvement as also being important to general practice and so were just trylng to scrape through

to meet reaccreditation requirements without making any major'changes. Both these general

practitioners worked in practices with a good reputation and were also held in high regard as

good, competent general practitioners.

Of the other two doctors who were not meeting requirements, one was working part-time in

geriatrics and planning to retire from general practice in the near future. He had therefore made

little effort to come to grips with the programme, knowing he would be retiring before he was

forced into complying fully. He was supportive of CME and actively involved in accreditation

within the geriatric hospital.

The fourth doctor in this category was critical of the fact that the RNZCGP had set up a

reaccreditation programme for its members.

I feel that we're virtually the only profession that is exacting these standards on ourselves,

when I don't believe that overall, look, we are as bad as we're painted by the general

public. If I was a lawyer, nobody would give a damn. If I was an accountant nobody

would give a damn. Why just because I'm a doctor should I have these standards forced

on me by my peers?..... we're going to have within the profession people forcing us along

certain sort of um ..rails where we are going to follow a certain course, and it ufi..., if you

don't fit into that, you aren't a good doctor. (Dr I)

He felt that his methods of keeping up to date, such as talking to colleagues, looking things up

and reading journals were quite adequate. But he was aware that they were not activities that

could be easily documented to gain points. He did belong to a peer review gtroup which had met
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sporadically before the Reaccreditation Programme started, but had now reorganised itself

because of the prograrnme. He had not yet applied for credits for thrls.

Interviewer: Do you think you might have to (change) because of reaccreditation?

Dr I: Oh yes, I guess I'll have to, yes. 'Cause I will have to gain points to um... I'll have

to prove to people that I have done various things. It's the proving to other people that

I'm keeping up to date that bothers me.

Interviewer: Okay. So you've got a good method of doing that at the moment?

Dr I: Oh, I think so

In summary this group were having some difficulty meeting reaccreditation requirements but for a

variety of reasons had not yet made any changes to their educational activities. It may be that

some of these doctors would have benefited from spending more time on educational activities,

but as yet the programme had not had this effect on them. Dr I's negative attitude to the

Reaccreditation Programme could possibly have a negative effect on his learning even if he did

decide to spend more time on educational activities.

b) No need to change

All the general practitioners in this group were already heavily involved in educational activities

prior to the Reaccreditation Programme and none had made changes to meet the requirements of

the programme. Dr M's comments illustrate this:
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Dr M: Um, I don't think it's made a lot of ditrerence to me...... I have generally tended

to go to things that I realised I was weak or out of date

Interviewer: The Professional Report and Plan... did it make any difference, or not?

Dr M: Um.. Not really, I mean no. Obviously you're marking yourse$ you're not getting

the patients to mark you. So, um. So I don't think I really knew anything after I'd done

it, that I didn't know beforehand about my weaknesses.

Interviewer: Okay. And the goal setting part of that? Was that helpful or are you pretty

good at doing that kind of thing?

Dr M: IJm..., we've already been in the middle o{, have been for rather longer than it

should have taken. We were already in the middle of setting our goals.

Half of these general practitioners were reasonably happy with the programme, adapting to it

easily. Dr M commented:

I think that the thinking behind reaccreditation is excellent. But it did pretty much agree

with the way I think I should have been going. (Dr M)

The others were quite negative about the Reaccreditation Programme:

There is no problem with the concept, I think we are having problems with the

implementatior\ no doubt. ..,.I still feel there is a tendency in the scheme of things to still

treat people as undergraduates which I think is a mistake. .....I think there is a tendency

to confuse professional academic advancement with political correctness.

(Dr E)
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I'm irritated by ... the new rules and how they're going to be set up and they're going to

be aimed at somehow you can do just this much and so many points and then you'll be

reaccredited.

...What I did is that I got my reaccreditation folder and I read through it and I felt this

basic thing rising up again. I thought I hate this, I hate this, I can't make head or tail of

the stuffand I put it away and I just, I just sort of whatever I did, I sort of threw it into a

folder somewhere. At the end of it, I thought, '?Jght, okay, now I'm going to really read

it, I'm going to do it." And it was the same thing. I thought I just hate it. I couldn't tear

it up, but what I did was I just sat down and typed up my own goals and what I wanted

to do, and what was important to me, and what I spent my time with. And I said, vaguely

I think I've got so many points. But really it added up to whole lot of points.... and I got

a hundred points! (Dr R)

I thought it was a colossal waste of time (Dr o)

For Dr R the points associated with course attendance and course certificates were a cause of

distress:

...am I going to go to that (course) because it's got points or am I not going to that, ..,..

I find that actually its ... like a deep upset in me. Yeah, there are three CME points. I

think stuffthat! (Dr R)

For this last group of doctors, the Reaccreditation Programme had not had any effect on changing

or improving their educational activities. For some it was such an irritation, that if anything it

could have detracted from their educational experiences.
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5.7 Discussion

5.7.1 Study design

Several steps were taken to ensure the validity of the results. Firstly the sample selected was

broad, taking into account the range of demographic variables. Secondly the sample size was

adequate to cover the variety of possible reactions to the Reaccreditation Programme. By the end

of the interviewing process there were no new ideas coming out of the interviews - sampling was

continued to the point of redundancy. However only general practitioners living within one hour

of Auckland were included. It may be that more rural general practitioners with poorer access to

CME may have had different responses to the CME requirements of the Reaccreditation

Programme.

The data collection method chosen was appropriate to the culture of general practitioners in that

they commonly talk with colleagues about matters of professional interest. The locating of the

interviews in the practices of the participants meant they were more at ease and hence more likely

to talk openly about their reactions to the Reaccreditation Programme.

Two factors could have detracted from the validity of this study. Firstly the researcher was a

novice at qualitative interviewing. However she was assisted by having an experienced interviewer

critique her first interview. Secondly she was known to many general practitioners as a RNZCGP

office holder and Goodfellow Unit employee, a factor which may have affected their responses.

However she was aware of the possible bias arising and was careful to reassure participants that

everything was confidential, and to be accepting of all responses. It is clear from the quoted
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statements made by study general practitioners that at least some of the general practitioners felt

quite free to express their disquiet about the Reaccreditation Progt'amme. As a check for validity

the draft report was read by two general practitioner educationalists to check that it was

congruent with their experience. The draft report was also checked by the participants to ensure

that they were in agreement with the way their statements had been interpreted,

The process of triangulation also increases validity. 'Triangulation refers to both the use of

multiple data sources and ...of multiple methods' (Crabtree and Miller, 1992). In this case

triangulation was achieved by both using a wide variety of informants and by obtaining

information about them both from interviews and their attendance records at CME courses. Two

general practitioners who appeared to have made changes in their CME involvement according to

attendance records, in their interviews stated that they had made no changes in the amount or tlpe

of their educational activities. Thus there may have been some under reporting as to the amount

of change that actually did occur.

5.7.2 Principle lindings

The qualitative interview data shows that the Reaccreditation Programme was having an impact

on the CME of participating doctors. Some had made significant increases in the time they were

spending on educational activities. These doctors were very positive about the changes they were

making and the improved job satisfaction they were experiencing as a result ofthis.

Others made major changes in the type of activities they selected with a tendency to choose

higher quality educational activities, such as CME from RNZCGP registered providers and peer

review groups.
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Several found the programme beneficial in the way it helped them focus their educational

activities on areas of need. They were being more selective about their CME, assessing their

needs more carefully and tailoring their educational activities to meet their requirements.

Some might have benefited from changes in the amount of time they were spending on education,

but were not stimulated to do this by the programme. Hence there was a group that the

Reaccreditation Programme was not reaching, at least in the first year.

The remainder were already highly motivated and skilled at selecting educational activities and the

prograrnme had not assisted them further.

5.7.3 Implications

The objective of the study was to investigate the response of general practitioners to the

educational requirements of the Reaccreditation Programme. The qualitative methodology used

resulted in a rich understanding of the varied ways in which general practitioners had reacted to

the requirements of the Reaccreditation Programme. Listening to their aspirations for their

ongoing education and clinical advancement, and to their description of the educational activities

they engaged in was an intensely rewarding experience.

However although this study has illustrated the variety of ways in which Auckland general

practitioners have responded to the Reaccreditation Programme it does not provide information

about how common such changes are across the broad spectrum of New Zealand general
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practitioners. Therefore before the results can be further interpreted a quantitative study must be

done to determine the frequency of these various responses. This ivill be the subject of the next

chapter.

177



6.1 Background

Objectives

Methodology

6.3.1 CME attendence records

6.3,2 CME qucstionnaire

Results

6.4.f CME ettendance records

6.4.2 CME questionnaire responders

6.4.3 Time spent on educational activities

6.4.4 Usefulness of Professional Report and Plan

6.4.5 Selection of cources

5.4.6 Changes in the type of activities sclected

6.4.7 Attitudes to the programme

Discussion

6.5.1 Study design

6.5.2 Principle findings

6.5.3 Other studies

6.5.4 Implications

178



Chapter Six: Quantitative Study of Changes in CMn Uptake

Summary

The study described in this chapter was designed to determine whether the requirements of the

Reaccreditation Programme changed the amount and type of CME done by general practitioners.

A written questionnaire was sent to 200 randomly selected general practitioners participating in

the programrne, from throughout New Zealand. A significant increase in the time spent on

educational activities was not shown. However, there was a shift to selecting higher quality

educational activities.

6.1 Background

The qualitative study reported in the previous chapter gave an in-depth understanding of the types

of responses that general practitioners have had to the educational requirements of the

Reaccreditation Programme. Changes made included an increase in the time spent on educational

activities and the types of educational activities selected.

A quantitative study of a much larger sample of general practitioners selected at random was

important in order to document the extent and frequency of these changes.
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There is now good evidence that participation in CME improves the performance of doctors

(Stein, 1981; Davis et al, 1984; Gray, 1986; Nona et al, 1988; Bebudry, 1989; Mclaughin and

Donaldson,l99l; Davis et al,1992, Tamblyn and Battista,1993; Davis et al,1995; Moran et al,

r996',).

The results of these studies suggest that if the Reaccreditation Programme enhances involvement

in CME activities, this will have a follow-on effect on physician knowledge, physician

performance and patient health status. Moreover there is limited evidence (Davis et al, 1992;

1995) that well designed CME has a stronger effect. Therefore if the Reaccreditation Programme

is effective in producing increased participation in high quality CME, this will further benefit

physician performance and patient care.

The RNZCGP Reaccreditation Programme differentiates between CME obtained from Registered

Providers, i.e. those who meet specified quality criteria (see Appendix One) and those who are

not registered. CME obtained from Registered Providers is easier to document and hence obtain

credits for, than other CME. One could therefore expect a shift towards obtaining CME from

Registered Providers.

Two methodologies were selected which together would give a complementary picture of the

changes being made by general practitioners in their CME activities. The first was a survey of

general practitioners and the second was data retrieval from CME attendance records.

The advantages of a structured, written questionnaire to general practitioners were that:

. information could be obtained from a large sample
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. subjects could be selected at random from the whole bddy of RNZCGP members in New

Zealand

. cost would be reasonable

it would be convenient for general practitioners to complete (as long as the questionnaire was

kept to two pages)

with good questionnaire design, data entry would be relatively quick

The main disadvantages anticipated were:

a possible low response rate

self reported data which might be subjective in nature

The second method was to obtain data from Goodfellow Unit CME records. The Goodfellow

Unit is a Registered Provider with the RNZCGP and is the official CME and Professional

Development Unit of the Auckland Faculty of the RNZCGP. It has provided a wide range of

educational services including night and weekend courses since 1978. It is the main provider of

CME in the Auckland area with the total number of registrants averaging 2800 per year,

providing a total of approximately 30,000 doctor hours of education. However general

practitioners in Auckland do also attend courses organised by pharmaceutical companies and

some of the Independent Practitioner Associations and After Hour Cover collectives also provide

regular CME meetings.

The advantages of obtaining CME attendance data from Goodfellow records were:

!

. no inconvenience to general practitioners
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. objective data could be obtained

' data could be obtained on all general practitioners in the Readcreditation Programme in the

Auckland area

' records were available from 199l-1995

Disadvantages were:

. data was only available on general practitioners from the Auckland region

. there are other CME providers in Auckland apart from Goodfellow Unit, so data would be

incomplete

. if any changes were discovered, they could not be automatically credited to the advent of the

Reaccreditation Programme

Despite the potential limitations of these methodologies, it was considered that together they

would provide an adequate quantitative analysis of the effects of the Reaccreditation Programme

on the educational activities of general practitioners.

6.2 Objectives

The objectives of the study were as follows:

l. To assess the extent to which the Reaccreditation Programme has caused any changes in the

total time general practitioners spend on educational activities
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2. To assess the usefulness of the Professional Report and PLn in focusing general practitioners'

educational activities

3. To assess the importance of a variety of motives which activate general practitioners to decide

whether to attend an educational course, (i.e. interest of programme, special interest in topic,

need for an update and logistical factors).

4. To determine the type and frequency of any changes made in the way general practitioners

select the courses they attend because of the Reaccreditation Programme.

5. To assess the extent of any changes made by general practitioners in the time they spend on

specified educational activities because of the Reaccreditation Programme

6. To assess the attitude of general practitioners to the way in which the Reaccreditation

Programme has affected the value of their educational activities and to determine whether

there is any relationship between the attitude of the general practitioner to the programme

and the amount of change in educational activity stimulated by the prograrnme.

6.3 Methodology

6.3.1 CME Attendance records

The Goodfellow Unit attendance records were examined to obtain data on the number of courses

each RNZCGP member undergoing reaccreditation had attended in the three years before the
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Reaccreditation Programme started and the two years after it began. Members who retired during

this period were excluded, as were general practitioners who became members during this time.

These data were analysed using a paired t test to ascertain whether there was a significant

difference in average attendance before and after the Reaccreditation Programme began.

6.3.2 CME Questionnaire

The information obtained from the qualitative CME study (see Chapter Five) was used to design a

two page questionnaire regarding the effect of the Reaccreditation Prograrnme on the educational

activities of general practitioners. It was piloted with twenty general practitioners from

throughout New Zealand to check for ambiguities, simplicity of design and breadth of coverage.

The final questionnaire is shown in Figure 6. L

The questionnaire was mailed to two hundred subjects randomly selected from the RNZCGP

register of the 549 general practitioners throughout New Zealand involved in the Reaccreditation

Programme. Questionnaires were coded and one follow up mailing to non responders was made.

The data were entered onto an Excel 5.0 spread sheet and analysed using the Excel statistical

tools package.

184



Figure 6.f CME Questionnaire

4. Has the TOTAL TIME you spend on educational activities changed? @lease circle)

Iarge increase'small increase*same*small decrease*large decrease Was any change due to
reaccreditation?

| _____-2 3 _4 _5

5. Professional report and plan

Approximately how long did this take you to do?

EDUCATIONAL ACTTVITIES QTTESTIONNAIRE

l. Ifow do you decide whether to go to rn educational course?

Please RAI\K in order of importance with 'l' being the most important and '4' being the least important

The course programme looks interesting

I have a special interest in the topic

I am aware of needing an update in the topic

Logistical factors such as location, time of meeting

2. When you go to a course which OITIE of the following do you prefer (please circle one)

a) mostly lectures

b) mostly interactive, such as small group discussion

c) an even mix oflectrues and interactive sessions

3. Since reaccreditation came in has there been AIIY CHANGE IN TIIE AMOUNT OF TIME you spend on the
following activities? (Please tick the bor closest to your opinion and circle whether any change was due to
rerccreditation)

Was eny change due io
reeccnedltadon

Audits (either QA modules or self

Quality initiatives within the praC.ioe
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6.1

How useful was the aspect of reflecting on your practice? (Please circle one response)

Very useful / moderately useful / neither usefirl nor useless / moderately useless I u"ry,rr"t"r,

How useful was the goal setting exercise?

Very useful / moderately usefrrl / neither useful nor useless / moderately useless / very useless

Any other comments:

6. Please list any dilferences in the way you select which courses to go to since reaccreditation came in.

7. Do you use tle CME recording sheet during the course of your daily consulting?

Yes No If yes, what benefits has this been to you?

8. Overall, how would you consider reaccreditation (circle the number closest to your opinion)

Has decreased the value 1--2-34-54-7-8 has increased their value
of my educational activities

Helpfirl to my practice l--2-34-54-7-8 waste of time

Diffrcult to adapt to l-2-34-5-4-7--8 easy to adapt to

Increases my job satisfaction l-2-34-54-7-8 decreases my job satisfaction

The following demographic information will help interpret the answers:

Lacation: Main centre (tertiary hospital facilities) D Town with base hospital E
10-30 lan from base hospital ! Over 30 km from base hospital E

Age: under4o! 4049rJ 50-59D 60+fl
Gender: Male E Female E
Workload: Work more than five terths D Five tenths or less E
Practice type: Group ! Two doctor D Solo practice E
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6.4 Results

6.4.1 CME Attendance records

One hundred and seventy-eight general practitioners enrolled in the Reaccreditation Programme

were practising in the Auckland and Northland area throughout the time period of the study. The

total number of courses attended by this group for each year from l99l to 1995 is shown in Table

6.1.

Table 6.1 Goodfellow Unit course attendance bv Auckland RNZCGP members

Year l99l r992 r993 1994* r995

No. of courses 139 296 207 369 323

t The Reaccreditation Programme began in 1994

For the three years prior to the start of the Reaccreditation Programme, these doctors attended an

average of 1.20 courses per year. For the two years after the Reascreditation Programme began,

the average was 
. 
1.94 courses per year. The limited number of years for which data is available

and the large amount of variation between years raises doubts about the validity of the results of

further statistical analysis. However a t Test comparing average attendance before the

Reaccreditation Prograrnme began with attendance in the following two years showed a highly

significant difference, p: <0.0001.
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Further aspects of the changing pattern of course attendance dre shown in Table 6.2. There was a

drop in the number of general practitioners who had attended no courses and an increase in the

number attending three or more courses after the Reaccreditation Programme started.

Table 6.2 Numbers of general practitioners attending cources at varying frequencies

Number of

courses

1991 1992 1993 1994* 1995

0 103 84 88 67 78

t-2 58 53 61 59 46

3-4 l5 21 2l 24 33

5+ 2 20 8 28 2l

Ave .78 r.66 t.16 2.07 l.8l

t The Reaccreditation Prograrnme began in 1994

6.4.2 C}$.IE Questionnaire Responders

Of the 200 general practitioners who were sent the questionnaire, 163 (82%) returned it. The

demographics of the general practitioners who responded are shown overleaf in Table 6.3.

6.4.3 Time spent on educational activities

The general practitioners were asked to use a five point scale to estimate whether the total time

they spent on educational activities had changed since the Reaccreditation programme began.

They were then asked whether any changes made were because of the Reaccreditation

Programme. The results are summarised in Figure 6.2.
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Table 6.3 Demographics of Responders to CME Questionnaire

Demographic variable Number Percentage

Location

Main centre, tertiary hospital

Town with base hospital

Under 30 km from base hospital

Over 30 km from base hospital

80

30

t7

35

49

l7

ll
23

Age

Under 40 yrs

40 - 49 yrs

50 - 59 yrs

60 + years

33

77

30

.r.,
LL

20

48

l8

t4

Gender

Female

Male

30

l3l
19

8l

Workload

More than 5/10

5/10 or less

143

18

89

ll
Practice type

Group

Two doctor

Solo practice

96

39

24

60

25

l5
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36 37

@Slrce reaccredltatlon

I Due to reaccredltatlon

13

10

1 o.c

Figure 6.2 Self reported change in total time spent on education
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Self reported change In tlme spent

The most conrmon response (43%) was that of having made a small increase in the time spent on

educational activities. Of these doctors, the majority attributed the increase directly to the

Reaccreditation Programme. Thirteen per cent of doctors had made a large increase in the time

they spent on education, again mainly due to the Reaccreditation Programme. Overall 460/o had

increased the amount of time they spent on educational activities because of the Reaccreditation

Programme and l}Yo had increased the time spent on educational activities for other reasons.

The sixteen (10%) who reported a large increase in time spent on educational activities because of

the Reaccreditation Programme were followed up and asked to estimate the number of hours they

spent on educational activities each year in the two years before the Reaccreditation Programme

started and the two years after it started. Ten responded, of whom tluee had been doing less than

fifty hours education per year prior to the Reaccreditation Programme.
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In contrast to the large numbers of general practitioners who increased time spent on education,

only 7o/o reported a decrease, For 3Yo the decrease was attributed to the Reaccreditation

Programme but for the remaining 4o/o there were other reasons.

6.4.4 Usefulness of Professional Report and Plan

Respondents were asked to estimate both the usefulness of the Professional Report and Plan in

helping them reflect on their practice and the usefulness of the goal setting exercise within the

Professional Report and Plan. The results of both these questions are summarised in Table 6.4.

Table 6.4 Usefulness of Professional Report and Plan in aiding reflection and setting goals

Very
useful

Moderately
useful

Neither Moderately
useless

Very
useless

Aiding reflection

(n: 16l)

4o/o 43Vo 2SYo 20Vo 7o/o

Setting goals

(n = 159)

4Vo 42Yo 2SYo 23Vo 6Vo

Forty-seven per cent ofrespondents had found the Professional Report and Plan either very or

moderately useful in helping them reflect on their practice. Twenty-seven per cent were negative

about the experience in that they found it a moderately or very useless exercise.

The results were very similar in regards to the usefulness of the goal setting component of the

Professional Report and Plan. This time 460/o found it useful, 29% did not and 25Yo were

indifferent.
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Thus just under half of the respondents reported that the Professional Report and Plan was

beneficial to them.

The amount of time spent on the Professional Report and Plan varied from 15 minutes to 120

hours in 1994 and from 12 minutes to 40 hours in 1995. Average times spent were 4.6 hours for

1994 and 2.7 hours in 1995, although for both years the mode was two hours. There was no

significant difference in the perceived usefulness of the Professional Report and Plan in aiding

reflection between those who spent less that two hours on the plan in 1995 and those who spent

two or more hours.

6.4.5 Selection of Courues

Respondents were asked to rank four possible reasons for deciding whether to attend an

educational course as follows:

The course prograrnme looks interesting

I have a special interest in the topic

I am aware of needing an update in the topic

Logistical factors such as location, time of meeting

The results are summarised in Figure 6.3. The reason most often given top ranking (38%) was an

awareness of needing an update on the topic. This was followed by whether the programme

looked interesting (32o/o). Having a special interest in the topic (2lo/o) and logistical reasons

(18%) were less important. However logistical factors was the factor most commonly ranked

second (38o/o).
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Figure 6.3 Ranked reasons for selecting courses
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The rankings for each factor from each respondent were then summed, with the resultant score

being lowest for the factor which ranked most important. Using this method the most important

factor was awareness of the need for an update (328), followed by whether the prograrnme

looked interesting (371), the logistics of attending the courses (400) and having a special interest

in the topic (402).

When the most rural group (defined by those practising over 30 km from a base hospital) was

analysed the response pattern was rather different (Figure 6.4).

For this group of 35 doctors the factor most commonly rated first was whether the programme

looked interesting (39yo), followed by logistical factors (31%). An awareness of having a need in
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the area was ranked the most important factor by only 2Syo of rural general practitioners

compared to 35Yo of the rest. Having a special interest in the topic was only ranked firstby 60/o.

Figure 6.4 Comparison between rural and other respondents regarding most important
reason for selecting courses
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These differences between the very rural group and all the other respondents in the way they

ranked their most important reason for selecting a course was analysed using a chi squared test.

This showed that there was an overall difference in the way rural general practitioners selected

courses, p:0.006.

General practitioners were also asked whether they had changed the way they select which

courses they attended since the Reaccreditation Programme began. This was an open question,

with the results later coded into six categories. Seventy respondents listed one or more changes to

the way they selected courses. Ninety-three had made no changes. The types of changes made are

shown in Table 6.5.
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Changes mnde Number of

respondents*

n=70

Percentage oftotal

respondents

n=163

Now select a course with CME credits 35 2l

More focused on courses that match

needs

27 l7

Quality of course more important ll 7

Select course to minimise travelling time 4 2

Other 2 I

Table 6.5 Changes in the way courses are selected

* 9 respondents cited two changes

Seventy of the 163 respondents (43Yo) described one or two ways in which they had altered the

way they select courses. The most common changes were that they now selected those courses

arranged by RNZCGP Registered Providers which automatically qualified for CME points, and

that they now chose courses more carefully to match their educational needs. Some also placed

more emphasis on the quality of the course. In total forty-one percent of respondents had made at

least one of these three changes in the way they selected courses which they attend, all of which

could be expected to have a positive impact on the benefit of their overall educational experience.

6.4.6 Changes in the type of activities selected

Respondents were asked to estimate whether they had changed the time they spent on a variety of

educational activities since the Reaccreditation Programme came in. The results are shown in

Table 6.6.

195



The activity which had increased the most was audit. Eighty+hree percent of general practitioners

had made either a large or small increase in the time they were spending on audit.

Other activities which had become more popular were peer review groups (51% had increased the

time spent in peer review groups) and quality activities within the practice (56% increased time

spent).

Table 6.6 Changes in the type of activities selected

Activity Large
increase

Small
increase

No
chanse

Small
decrease

Large
decrease

Audits (QA modules
or self desiened)

37% 460/o 17% 0% 0%

Peer review groups 24% 27% 46% 2% T%

Quality initiatives
within the practice

lsYo 4r% 43Yo r% 0%

RNZCGP approved
courtes

r2% 3s% 47% s% lo

Other cour:ses 7% r3% 65% r2% 3Yo

Drug company
meetinqs

oo $Yo 500/o 27Yo 17%

Journal reading - free
journals

r% t0% 76Yo 9% 4yo

Reading subscription
journals

UYo 8% 82o/o 9% r%

Looking up text bools r% rr% 87% r% 0%

Seeking information
from specialists

r% 9o/o 89% r% 0%

An interesting pattern emerged in regards to educational courses. Forty-seven per cent of

respondents had increased the time spent at courses run by RNZCGP Registered Providers, 20olo

at other courses, but only 8Yo at meetings organised by drug companies. However 44% had
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decreased the time they spent at meetings organised by'drug companies, with only lsyo

decreasing time spent at other courses and 6Yo at RNZCGP courso6. This indicates a major trend

away from pharmaceutical company provided education to courses organised by RNZCGP

Registered Providers.

There was very little change in time spent on educational reading. Seventy-six per cent had made

no change in the time they spent reading free journals, 82o/o no change in the time spent reading

subscription journals and 87Yo had made no change in the time spent looking up texts. Similarly

S9Yohad not changed the amount of time they spent seeking information from specialists.

Where the general practitioners had made a change in the time they spent on an activity they were

asked to indicate whether they had made the change because of reaccreditation. Table 6.7 shows

the percentage of each group who attributed the changes to the Reaccreditation Programme.

Over eighty percent of the respondents who had increased the time they spent on audits and

courses from RNZCGP Registered Providers had done so because of the Reaccreditation

Programme. The proportions who had increased the time spent on peer review groups (75%) nd

quality initiatives (65%) because of the Reaccreditation Programme were slightly lower. These

activities may have been increasing in popularity for other reasons in addition to the

Reaccreditation Prograrnme. Orty 36Yo who had decreased the time they spent at drug company

meetings attributed this change to the Reaccreditation Programme.
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Activity Overall
percentage

who increased
time on this

activitv

Proportion
due to

Reaccred-
itation

Overall
percentage who

decreased time on
this activity

Proportion
due to

Reaccred-
itation

Audits (QA
modules or self
desisned)

g30h 85% 0% 0%

Peer review
grouDs

5106 7sYo 3% zOYo

Quality initiatives
within the
oractice

56yo 6s% r% 50%

RNZCGP
approved courses

47% 84% 6% rr%

Other courses 20% 36% t5% s0%

Drug company
meetings

$Yo 7s% 44% 36Yo

Table 6.7 Proportion of those who had changed their'behaviour attributing it to the

Reaccreditation Programme

A further question in the survey asked general practitioners if they were using the CME

Recording Sheet to jot down learning needs that arose during the course of their daily consulting.

Twelve per cent reported that they were doing this.

6.4.7 Attitudes to the Programme

General practitioners were asked to indicate how they considered four different aspects of

reaccreditation using a semantic differential scale as shown in Figure 6.5. The second semantic

pair regarding the value of the programme to their practice was taken from the attitudinal scale

described in Chapter 4. The other pairs were developed as a result of general practitioners

comments in the interviews (see Chapter 5).
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Figure 6.5 Attitudinal section of questionnaire

8. Overall, how would you consider reaccreditation (circle the number closest to your opinion)

Has decreased the value l-2--34-54-7-8 has increased their value
of my educational activities

Helplirl to my practice l-2-34-54-7-8 waste of time

Diflicult to adapt to l-2-34-54-7-8 easy to adapt to

Increases my job satisfaction l-2-34-54-7-8 decreases myjob satisfaction

When entering the data the negative statement pairs were reversed so that a score of one always

indicated a positive attitude and a score of eight a negative attitude. The mid point on the scale

was at 4.5. The results are shown in Table 6.8.

All means were very close to the mid-point of the scale, but with a large range of responses. The

result obtained for the question regarding value to the practice showed a less positive attitude

than in the 1993 survey of 300 RNZCGP members where the mean was 3.4 (see Chapter Four).

Table 6.8 Attitudes to reaccreditation

Statement Mean Std Dev Mode Range

Increased value of educational

activitieVdecreased value

4.19 l.2l 4 l-8

Helpful to my practice / waste of

time

4.40 1.57 4 l-8

Easy to adapt to / difficult to

adapt to

4.63 t.78 6 l-8

Increases job satisfaction /

decreases it

4.83 t.45 4 t -7
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The most favourable response was regarding whether the Reaccreditation Programme had

increased the value of their educational activities. Fifty-six per cent thought it had. On the other

hand, 55.5o/o of general practitioners thought that the Reaccreditation Programme had decreased

their job satisfaction and 56Yo had found it difficult to adapt to the programme.

Spearman's correlation coefficient was calculated to measure the correlation between responses

to the question: 'Has the total time you spend on educational activities changed?' and the

attitudes of the general practitioners to the Reaccreditation Programme as measured by averaging

the responses to the four semantic pairs (see chapter four for the explanation regarding the

validity of summing these scores). The Spearman's correlation coefficient was 0.26 (p:0.001).

Those who had a positive attitude to the Reaccreditation Programme were more likely to have

increased the time they spent on educational activities.

6.5 Discussion

6.5.1 Study Design

One of the strengths of this study is that it uses data from two different sources: objective data

obtained from CME records on course attendance and a questionnaire to general practitioners.
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Objectivity of data

The data obtained from CME records has some limitations in that although an increase in

attendance at the time the Reaccreditation Programme started was documented, it is not possible

to know whether this increase was caused by the Reaccreditation Programme. However without

this confirmatory objective data, one would be unsure as to how much weight to place on self

reported data from a questionnaire. The advantage of the questionnaire is that more detailed

information can be obtained regarding what motivated general practitioners to change the time

they spent on CME.

Sample selection

The analysis of CME attendance used a complete sample of all general practitioners in Auckland

and Northland participating in the Reaccreditation Programme. Thus although the data is

complete for that area, the results may not be generalisable to the rest of New Zealand, especially

considering the variation in the way CME services are provided throughout the country.

The questionnaire was sent to 200 general practitioners randomly chosen from the 556 RNZCGP

Members in New Zealand involved in the Reaccreditation Programme. The response rate of 82o/o

was high, giving confidence that the results can be generalised to the whole of the general

practitioner population involved in the Reaccreditation Programme.
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Questionnaire design

The questionnaire was not statistically tested for reliability because of the range of topics covered

and varying question formats. However it was based on the findings from an extensive qualitative

study (see Chapter Five) and hence has high content validity. It was also well piloted by general

practitioners throughout New Zealand working in a variety of practice locations and styles. The

general practitioners completed the questionnaire correctly, suggesting few ambiguities in the

design and lay out.

6.5.2 Principle findings

Changes in time spent on educational activities

The key finding from both aspects of this study was that general practitioners had increased the

amount of time they spent on educational activities because of the Reaccreditation Programme.

Attendance at CME courses run by the principal RNZCGP Registered CME Provider in the

Auckland region (the Goodfellow Unit) was significantly higher in the two years after the

Reaccreditation Programme was instituted than in the three previous years. The change was most

marked in the year the Reaccreditation Progranrme began. One possible explanation for the

increase dropping offslightly in the following year is that general practitioners may have begun to

use a wider variety of activities to obtain their reaccreditation points. An alternative explanation is

that general practitioners were less conscientious in the second year of the programme. The

average number of credits obtained by each general practitioner in the first year of the prograrnme
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was 84, so having found it was easier to reach the target of 50 credits than they expected they

may have decreased their course attendance.

The increased attendance in the year after the Reaccreditation Programme began was also more

pronounced because of the fall the year before. This may have been part of normal variation

before the Reaccreditation Programme began, or it may have been due to intense activity by

general practitioners in the forming of Independent Practitioner Associations which left little time

for educational activities.

A better method of analysis would have been to compare attendance trends before and after the

Reaccreditation Programme started. It will be important to do this analysis when data are

available for a longer period of time.

In response to the questionnaire 460/o ofgeneral practitioners reported that they had increased the

total time they spent on educational activities specifically because of the Reaccreditation

Programme. However only l0% of general practitioners reported that they had made a large

increase in the amount of time spent on educational activities because of the Reaccreditation

Programme. Of these only 30Yo estimated that they were spending less than fifty hours per year

on educational activities before the Reaccreditation Programme began. Hence the number of

general practitioners who were previously doing very little and were stimulated to change by the

Reaccreditation Programme was quite small.

In the qualitative study (see chapter five) three of the eighteen interviewed said they had definitely

increased the time they spent on educational activities because of the Reaccreditation Programme.

Although, because of sample size, the qualitative study was not designed to give data regarding
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the frequency of various responses, this is a similar percenta$e and can be taken as confirmatory

evidence.

Those general practitioners in the qualitative study who had increased the time spent on

educational activities because of reaccreditation explained that the programme had stimulated

them to realise that they were not placing enough priority on continuing education and motivated

them to change. They were positive about this effect of the progftunme.

The remainder of those who had increased the amount of time they spent on educational activities

(36%) because of the Reaccreditation Programme made only a small increase. The follow on

effects of this small increase on improved performance are likely to be minor.

Forty-six percent of general practitioners either made no changes in the time they spent on

educational activities or increased the time for reasons other than the Reaccreditation Programme.

Therefore a large percentage of doctors did not benefit at all from the Reaccreditation Programme

in terms of it encouraging them to spend more time on education. In addition 3o/o reported that

they had actually decreased the time they spent on education because of the Reaccreditation

Programme.

Professional Report and PIan

General practitioners were putting a moderate amount of effort into their Professional Report and

Plans with an average of 4.6 hours spent on this activity in 1994 and 2.7 hours in 1995. ln 1994

all general practitioners in the Reaccreditation Programme had to complete the full Professional

Report and Plan, but in 1995 80yo of general practitioners were only required to do an
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abbreviated version. In view of this, it is surprising that the difierence between the two years was

not greater

Just under half found the exercise useful in helping them either reflect on their practice or set

goals for the year. For some general practitioners this may have been a difficult process in that it

was the first time they had carried out such an exercise. Some of the participants in the qualitative

study had found it difficult to adapt to the process. Others could see little point in the exercise.

It would be useful to repeat these measures of the usefulness of the Professional Report and Plan

after another two years to discover whether general practitioners find it increasingly valuable as

they become more accustomed to the process.

Changes in selection of courses

Forty-three percent of general practitioners reported that they had been stimulated by the

Reaccreditation Programme to change the way they selected educational courses to attend. The

changes they had made were educationally beneficial in that they were now focusing more on

selecting courses to meet their learning needs, placing more importance on the quality of the

course and selecting courses from CME providers who met the RNZCGP quality criteria.

Selected Changes in types of educational activities

The fourth key finding was in regards to changes in the types of educational activities in which

general practitioners were participating. More than half had increased the time they spent on
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audits, quality initiatives within the practice and peer review'groups. Almost half had increased

the time they spent at courses run by RNZCGP Registered Providers and decreased the time they

spent at drug company meetings. On the other hand there was very little change in the amount of

time general practitioners were spending on journal reading, looking up te)fts or seeking

information from specialists. Thus quite large shifts in the types of educational activities chosen by

general practitioners were precipitated by the programme.

A major reason for the change to RNZCGP Registered Providers may have been that it was easier

to gain Reaccreditation Programme credits from attending such programmes. The shift away from

pharmaceutical company education was not so commonly attributed to the Reaccreditation

Programme. It may be that part of this change was due to the perceived lack of quality and bias of

content as described by the general practitioners in Chapter Five.

The increase in time spent on audit was not surprising since this is a compulsory part of the

Reaccreditation Programme. Peer review groups and practice-based quality initiatives are

activities for which the Reaccreditation Programme provides clear descriptions as to how to

obtain credits but are not compulsory.

In order to obtain points for journal reading, the Reaccreditation Programme first requires that the

general practitioner completes the Journal Appraisal Module which has both a high cost and high

time commitment. Very few general practitioners have done this module but despite this they did

not decrease the time spent on journal reading. The qualitative study reported in Chapter Five

showed that journal reading was an important aspect of the educational activities of general

practitioners. The maintenance of journal reading without the reward of Reaccreditation
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Programme credits would indicate that general practiticiners consider journal reading a

worthwhile activity.

It would appear that changes were made where the views of the individual general practitioner

and the requirements of the Reaccreditation Programme coincided. Hence general practitioners

increased their time on audits, peer review groups, quality initiatives and courses run by RNZCGP

Registered Providers and decreased time spent on pharmaceutical meetings, But where the

general practitioners valued an activity, they continued to do it even if they could not achieve

credits for it within the Reaccreditation Programme. Hence they continued to spend time on

journal reading even though the majority could not claim credits for this because they had not

done the Journal Appraisal Module.

Attitudes to reaccreditation

A small majority of the general practitioners thought that the prograrnme had increased the value

of their educational activities.

Although statistically significant, the correlation between a positive attitude to the programme and

the amount of change in time spent on educational activities was low. Either general practitioners

did not appear to need to appreciate the prograrnme in order to make changes because of it or

those who were enthusiastic about the programme did not necessarily increase the time they spent

on education.
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6.5.3 Other studies

No other studies have been found in the literature regarding changes made by doctors in their

educational activities in response to a compulsory reaccreditation progranrme. It is therefore not

possible to know if these results are similar to what has happened in other places when

reaccreditation has been introduced. However some studies have investigated other influences on

CME behaviour, including the effect of mandatory CME in the United States.

Time spent on educational activities

Kelly and Murray (1994) reported on the effect of the introduction of the Postgraduate

Educational Allowance (PGEA) in Britain in 1990 on the attendance of general practitioners from

the West of Scotland at educational sessions. In order to qualify for the PGEA general

practitioners were required to attend 25 days of educational courses over a five year period. They

found that prior to 1990 80.2o/o of general practitioners attended educational sessions, but that

this figure increased to 97.syo after the PGEA began.

A previous study by Barham in l98l of the educational activities of all Auckland general

practitioners showed that 8o/o were doing very little in the way of educational activities. This

figure can be compared with the l0% who made a large increase in the amount of time spent on

education because of the Reaccreditation Progrannme, one third of whom were previously

spending less than fifty hours a year on education. The study populations were different in that the

study in this thesis only included RNZCGP members who may have already been making a greater

effort to participate in educational activities than non members.
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Stross and Harlan (1978) studied the effect of the introduction of mandatory CME in 1975 on

physicians in Michigan. Self reported time spent on CME in a 1977 questionnaire did not differ

significantly from the results of a similar questionnaire in 1970. However 39Yo of physicians did

report that the law had increased their participation in CME. This discrepancy is not explained.

Dowling (1985) compared the practices of dental hygiene practitioners in Minnesota which has

mandatory CME laws with neighbouring practitioners in Wisconsin. Her study did show a higher

CME attendance by Minnesota practitioners but no differences on written knowledge tests and

technical competence assessments.

Quality of courses attended

Al-Shehri (1992) evaluated the effect of the PGEA on the qualrty of CME courses offered to

general practitioners. He found that with the increasing demand from general practitioners for

CME to qualify for the allowance, there was an increase in the provision of low cost educational

activities of questionable value. He suggested that it was very important that a process be put in

place to validate educational activities against the principles of adult learning to prevent the

PGEA becoming discredited. Hence although the PGEA system in Britain acted against

educational innovators and resulted in an increase in low cost, educationally questionable courses,

the RNZCGP Reaccreditation Programme would appear to have had the opposite effect. New

Zealand general practitioners are now tending to obtain their education from CME providers who

have met the RNZCGP quatity requirements. These requirements are similar to the criteria for

effective continuing education established by Harden and Laidlaw (1992),
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Hayes and colleagues (1990) investigated the perceived value of educational courses run by the

pharmaceutical industry for general practitioners in Wales They found that only 37Yo of general

practitioners thought that educational events organised by pharmaceutical companies were of

value. Sixty percent of those from practices which held meetings organised by pharmaceutical

company representatives thought them to be of little or no educational value. This would suggest

that the decrease in attendance at pharmaceutical company meetings and the increase at

Registered Provider courses brought about by the RNZCGP Reaccreditation Programme has

improved the value of the educational experience of New Zealand general practitioners.

Reasons for attending courses

Kelly and Muray (1996) surveyed the reasons why West of Scotland general practitioners

attended disease management courses. For these doctors an interest in the topic was a more

important reason than an awareness of educational need. They also looked at changes in

motivation for attending educational courses after the PGEA system was introduced. Financial

reward became more important, and the need to improve knowledge became less important.

A survey of New York ambulatory care physicians found that for 49Vo the main reason for

attending CME was expansion of general knowledge (Rothenburg et al, 1982). In contrast only

23o/o ranked either first, second or third, the need to prepare for recertification. Clearly their

professional responsibility to keep up to date was a much greater motivation to spend time in

CME activities than were the requirements of recertification.
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6.5.4 Implications

One of the reasons cited in the literature in favour of compulsory reaccreditation programmes is

the need to ensure that doctors are keeping up to date. Knowledge and skills decay with time

(Glassoclg l99l), and medical knowledge and skills change rapidly, with the half life of medical

knowledge being five to six years (Kettelkamp and HerndorU 1990). Recertification is one means of

ensuring that practitioners maintain their professional skills (Gabb, l99l) and obtain the necessary new

skills @andaranayake, 1994).

The results of this study would suggest that the RNZCGP Reaccreditation Programme has

encouraged almost half of the general practitioners to spend more time on education. However

for most this was only a small increase and the great majority were already spending at least fifty

hours on educational activities. Only a very limited number of general practitioners required the

impetus of a compulsory Reaccreditation Programme to bring their time spent on educational

activities up to fifty hours.

The financial rewards of the British PGEA system would appear to be more effective in increasing

CME attendance than the RNZCGP Reaccreditation Programme.

However whereas the PGEA system would appear to have decreased the quality of education

provided for British general practitioners, the RNZCGP Reaccreditation Programme has

increased the quality of educational activities for New Zealand general practitioners. The

programme has caused an increase in attendance at courses provided by CME organisers meeting

quality criteria and a decrease in attendance at courses provided by pharmaceutical companies.

The system of Registered Providers instituted by the Reaccreditation Programme would appear to

2tl



be having a beneficial effect on general practitioner education and should be continued as it

provides an incentive to encourage general practitioners towards high quality education.

There are also interesting contrasts in motivation for attending courses between the two systems.

In Britain financial reward and an interest in the topic are the most important factors, but for New

Zealand general practitioners awareness of need and the quality of the course are more important.

The Reaccreditation Programme would appear to be altering the ways general practitioners select

educational activities in a way that is more likely to result in changes in behaviour (Davis et al,

lees).

However the Professional Report and Plan does not appear to be as useful as was envisaged in

helping general practitioners reflect on their practice and set goals. This may be due to general

practitioners being unused to such a procedure. It would be useful to review the contents with

focus groups of general practitioners.

The increase in time spent on audit and peer review activities is of importance. This is especially

so since these activities assist general practitioners in objectively assessing their educational needs,

an ability which the results of Chapter Three suggest is not highly developed among general

practitioners.

In summary, although the RNZCGP Reaccreditation Programme has not made a large difference

to the total amount of time spent on educational activities it has stimulated a shift to the selection

of higher quality educational activities such as courses provided by RNZCGP Registered CME

providers, audit, peer review groups and quality assurance activities. Although only half the

general practitioners found the Professional Report and Plan helpful, many general practitioners
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became more focused in the way they select their educational activities. Finally attitudes to the

programme were rather ambivalent with a weak correlation between positive attitudes to the

programme and an increase in time spent on educational activities.

2t3


	34_The effect of reaccreditation 111.pdf
	34_The effect of reaccreditation 112.pdf
	34_The effect of reaccreditation 113.pdf
	34_The effect of reaccreditation 114.pdf
	34_The effect of reaccreditation 115.pdf
	34_The effect of reaccreditation 116.pdf
	34_The effect of reaccreditation 117.pdf
	34_The effect of reaccreditation 118.pdf
	34_The effect of reaccreditation 119.pdf
	34_The effect of reaccreditation 120.pdf
	34_The effect of reaccreditation 121.pdf
	34_The effect of reaccreditation 122.pdf
	34_The effect of reaccreditation 123.pdf
	34_The effect of reaccreditation 124.pdf
	34_The effect of reaccreditation 125.pdf
	34_The effect of reaccreditation 126.pdf
	34_The effect of reaccreditation 127.pdf
	34_The effect of reaccreditation 128.pdf
	34_The effect of reaccreditation 129.pdf
	34_The effect of reaccreditation 130.pdf
	34_The effect of reaccreditation 131.pdf
	34_The effect of reaccreditation 132.pdf
	34_The effect of reaccreditation 133.pdf
	34_The effect of reaccreditation 134.pdf
	34_The effect of reaccreditation 135.pdf
	34_The effect of reaccreditation 136.pdf
	34_The effect of reaccreditation 137.pdf
	34_The effect of reaccreditation 138.pdf
	34_The effect of reaccreditation 139.pdf
	34_The effect of reaccreditation 140.pdf
	34_The effect of reaccreditation 141.pdf
	34_The effect of reaccreditation 142.pdf
	34_The effect of reaccreditation 143.pdf
	34_The effect of reaccreditation 144.pdf
	34_The effect of reaccreditation 145.pdf
	34_The effect of reaccreditation 146.pdf
	34_The effect of reaccreditation 147.pdf
	34_The effect of reaccreditation 148.pdf
	34_The effect of reaccreditation 149.pdf
	34_The effect of reaccreditation 150.pdf
	34_The effect of reaccreditation 151.pdf
	34_The effect of reaccreditation 152.pdf
	34_The effect of reaccreditation 153.pdf
	34_The effect of reaccreditation 154.pdf
	34_The effect of reaccreditation 155.pdf
	34_The effect of reaccreditation 156.pdf
	34_The effect of reaccreditation 157.pdf
	34_The effect of reaccreditation 158.pdf
	34_The effect of reaccreditation 159.pdf
	34_The effect of reaccreditation 160.pdf
	34_The effect of reaccreditation 161.pdf
	34_The effect of reaccreditation 162.pdf
	34_The effect of reaccreditation 163.pdf
	34_The effect of reaccreditation 164.pdf
	34_The effect of reaccreditation 165.pdf
	34_The effect of reaccreditation 166.pdf
	34_The effect of reaccreditation 167.pdf
	34_The effect of reaccreditation 168.pdf
	34_The effect of reaccreditation 169.pdf
	34_The effect of reaccreditation 170.pdf
	34_The effect of reaccreditation 171.pdf
	34_The effect of reaccreditation 172.pdf
	34_The effect of reaccreditation 173.pdf
	34_The effect of reaccreditation 174.pdf
	34_The effect of reaccreditation 175.pdf
	34_The effect of reaccreditation 176.pdf
	34_The effect of reaccreditation 177.pdf
	34_The effect of reaccreditation 178.pdf
	34_The effect of reaccreditation 179.pdf
	34_The effect of reaccreditation 180.pdf
	34_The effect of reaccreditation 181.pdf
	34_The effect of reaccreditation 182.pdf
	34_The effect of reaccreditation 183.pdf
	34_The effect of reaccreditation 184.pdf
	34_The effect of reaccreditation 185.pdf
	34_The effect of reaccreditation 186.pdf
	34_The effect of reaccreditation 187.pdf
	34_The effect of reaccreditation 188.pdf
	34_The effect of reaccreditation 189.pdf
	34_The effect of reaccreditation 190.pdf
	34_The effect of reaccreditation 191.pdf
	34_The effect of reaccreditation 192.pdf
	34_The effect of reaccreditation 193.pdf
	34_The effect of reaccreditation 194.pdf
	34_The effect of reaccreditation 195.pdf
	34_The effect of reaccreditation 196.pdf
	34_The effect of reaccreditation 197.pdf
	34_The effect of reaccreditation 198.pdf
	34_The effect of reaccreditation 199.pdf
	34_The effect of reaccreditation 200.pdf
	34_The effect of reaccreditation 201.pdf
	34_The effect of reaccreditation 202.pdf
	34_The effect of reaccreditation 203.pdf
	34_The effect of reaccreditation 204.pdf
	34_The effect of reaccreditation 205.pdf
	34_The effect of reaccreditation 206.pdf
	34_The effect of reaccreditation 207.pdf
	34_The effect of reaccreditation 208.pdf
	34_The effect of reaccreditation 209.pdf
	34_The effect of reaccreditation 210.pdf
	34_The effect of reaccreditation 211.pdf
	34_The effect of reaccreditation 212.pdf
	34_The effect of reaccreditation 213.pdf
	34_The effect of reaccreditation 214.pdf
	34_The effect of reaccreditation 215.pdf
	34_The effect of reaccreditation 216.pdf
	34_The effect of reaccreditation 217.pdf
	34_The effect of reaccreditation 218.pdf
	34_The effect of reaccreditation 219.pdf
	34_The effect of reaccreditation 220.pdf
	34_The effect of reaccreditation 221.pdf
	34_The effect of reaccreditation 222.pdf
	34_The effect of reaccreditation 223.pdf
	34_The effect of reaccreditation 224.pdf
	34_The effect of reaccreditation 225.pdf
	34_The effect of reaccreditation 226.pdf
	coversheet.pdf
	 
	http://researchspace.auckland.ac.nz
	ResearchSpace@Auckland
	Copyright Statement
	General copyright and disclaimer




