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Continuing medical education for pathologists: an
evaluation of the Royal College of Pathologists'
Wessex pilot scheme

Clair du Boulay

Abstract
Aim-To discover the attitudes to continu-
ing medical education (CME) of the
Wessex pathologists who participated in
the Wessex CME pilot scheme and to
identify their preferences and difficulties
in pursuing CME activities.
Method-The views of pathologists in the
scheme were collected during a period of
one year using workshops and discussions.
A confidential, anonymous postal ques-

tionnaire based on these issues was sent to
the 103 pathologists in Wessex who par-

ticipated in the pilot scheme.
Results-A 64% response rate was ob-
tained. The respondents identified lack of
time and funded study leave as major bar-
riers to CME and highlighted the gap

between CME activity and its recognition
and funding by employers. They wanted a

wide variety of locally based CME activi-
ties to be recognised, and they valued local
activities that linked theory with practice.
They believed that the college scheme
tended to favour academic activities over

more practical and locally based ones.

They found the paired peer review process
time consuming but valuable for identify-
ing their learning needs in some cases, but
demonstrated that they have mixed pref-
erences about the way they do their CME.
Conclusions-The Wessex pathologists
believe that CME is important and have
positive attitudes to it. Their attitudes to
CME echo the current literature about
what makes CME effective. Unless indi-
viduals' preferences and difficulties are

taken into account, CME programmes in
which they participate are not likely to
succeed.
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Continuing medical education (CME) is a

process that extends from medical school until
retirement. It enables us to enhance our

performance and careers, to maintain high
standards of patient care, to acquire new

expertise, adopt new roles, and manage

change.' The education of doctors is now

firmly in the public domain. Patients, health
commissions, NHS trusts, universities and the
General Medical Council all have a stake in
promoting effective CME and determining the
content of CME activities.2 CME is primarily

being coordinated and implemented by the
royal colleges and a variety of schemes has been
introduced.

Royal College of Pathologists CME
programme
The Royal College of Pathologists decided to
replace the existing informal approach of most
consultants to CME with a structured system
that would ensure that CME takes place on a
formal and regular basis. One CME credit
equates to one hour of learning time. Members
must collect 250 credits over five years. College
guidelines outline the categories of educational
events and activities that can earn credits.3 4
CME credits can be obtained by a variety of
methods. These include: participation in
paired peer review; use of distance learning
packages; attendance at approved local, re-
gional or national meetings; and academic
activities such as publishing books, scientific
papers, giving lectures, and editing.

All activities must be approved by the college
in advance, and attendance documented. All
participants must keep a log book that is
ratified by the local college tutor and sent to the
college annually.4

The Wessex pilot scheme
The Royal College of Pathologists invited
Wessex pathologists to pilot two parts of the
scheme: paired peer review and the implemen-
tation ofCME credits.

PAIRED PEER REVIEW
This is a formative review between equal,
mutually respecting professionals who reflect
on professional experience and assist each
other in identifying their learning needs and
career intentions. The objectives of the process
are for two career pathologists from the same
speciality to meet together to review each oth-
er's performance at work. They agree appropri-
ate objectives that will improve the delivery of
service and further the individual's career
development.' Paired peer review was imple-
mented in Wessex by the production of a video,
workshops, discussions, and the production of
guidelines for pairing.

CME CREDITS
All pathologists were sent a log book and
referred to the college guidelines. At a series of
open meetings and through the Associate Spe-
cialist Education Committees, pathologists
identified several important issues:
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Table 1 Number of questionnaires sent and returned by
specialty

Sent (n) % Returned (n) %

Histopathology 48 48.5 34 53.1
Chemical pathology 10 10.1 6 9.4
Microbiology 17 17.2 13 20.3
Haematology 24 24.2 11 17.2

* the general implications of re-certification
* practical difficulties ofbeing "signed up" for

individual meetings
* the bureaucracy involved in authentication

of points
* gaining approval for non-specialty related

educational activities
* allocation of points for publications
* the possible unfair advantage to teaching

hospital pathologists in relation to periph-
eral district general hospital pathologists

* the exclusion of local clinicopathological
meetings from gaining points.

The basis of this survey
As a result of the implementation of the Wessex
CME scheme, it was apparent that there were
important issues and barriers to CME. This
survey was based on the views of the
participating pathologists and addressed the
following questions:
* what are the general attitudes of Wessex

pathologists to CME?
* what are their attitudes to the Royal College

of Pathologists' CME scheme?
* what are the main barriers to the implemen-

tation of the CME scheme in Wessex?

Methods
A postal questionnaire, based on the issues
raised during the pilot year and piloted by 14
consultants, was sent to 103 pathologists in the
Wessex region who had participated in the pilot
scheme. The questionnaire included factual
questions as well as opportunities for free com-
ment. The three main categories of questions
related to general issues about CME, paired
peer review, and CME points. The attitudinal

Table 2 Responses regarding general issues about CME:
preferred learning methods

Number Valid percentage

Ifind it easy to keep up to date by reading journals
Strongly agree 4 6.3

Agree 12 19
Neutral 20 31.7
Disagree 23 36.5
Strongly disagree 4 6.3
Missing 1

I prefer to keep up to date by going to courseslmeetings than reading
journals
Strongly agree 1 1.7
Agree 17 28.3
Neutral 27 45.0
Disagree 9 15.0
Strongly disagree 6 10.0
Missing 4

I would like to use distance learning packages
Strongly agree 11
Agree 22
Neutral 14
Disagree 8
Strongly disagree 6
Missing 3

18.0
36.1
23.0
13.1
9.8

questions included statements requiring a
response on a Likert-type rating scale (strongly
agree, agree, neutral, disagree, strongly disa-
gree). The questionnaire contained approxi-
mately one third attitudinal scale questions,
one third free comments, and one third factual
questions. The questionnaire was anonymous,
the only identifying data on the returns being
the consultant's specialty. Complete
confidentiality was assured to allow respond-
ents to be open and frank in their replies and
comments. An addressed return envelope was
included with each questionnaire. The numeri-
cal data were analysed using a commercial sta-
tistics program (SPSS for Windows version
6.0). The free comments were transcribed ver-
batim and aggregated into clusters of most fre-
quently occurring comments.

Results
A total of 103 questionnaires were sent and
four were returned unopened. Sixty four
replies were received from the remaining 99
questionnaires (a 64% response rate). Table 1
shows the number of questionnaires sent and
returned for each specialty. The percentage of
replies in each specialty was comparable to the
percentage sent out.

NUMERICAL QUESTIONNAIRE RESULTS
Table 2 shows that only 25% of respondents
found it easy to keep up to date by reading
journals. Just over half (54%) said that they
would like to use distance learning packages.
Table 3 shows that most respondents (71%)
were clear that they knew what their learning
needs were. For each of the statements relating
to having time to go to national meetings, the
responses were evenly divided: one third did
not have time to go to meetings, one third were
neutral, and one third did have time to go to
meetings. Respondents were equally divided
about how easy it was to obtain funded study
leave.

Respondents were equally divided about
how easy it was to collect CME credits (table
4). Nearly half (44%) of the respondents
thought that the college guidelines were not
clear. Only 16% thought that collecting CME
credits would improve their clinical practice,
with 35.5% strongly disagreeing that this was
the case. Eighty five per cent of respondents
agreed that the current system ofCME credits
favoured those in academic departments.
There was a strong view that the CME credit
scheme should be ratified by individuals on
trust (78%), and strong disagreement with
centralising this process at the college. Fifty
two per cent were against the paired peers rati-
fying each other's CME points. There was an
equal mix of views as to whether college tutors
or clinical tutors locally should ratify CME
points.
The results relating to the paired peer review

process showed that 70% of respondents had
met with their paired peer and of these 71%
had met once and 27% had met twice; one
person stated that they had met three times. Of
those who had not yet met, 44% were
intending to meet. A total of59% ofrespondents
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Table 3 Responses from the general section on CME
issues: potential barriers to CME

Valid
Number percentage

Ifind it difficult to know which areas I need to learn about
Strongly agree 1 1.6
Agree 8 12.7
Neutral 9 14.3
Disagree 30 47.6
Strongly disagree 15 23.8
Missing 1

It is not difficult to obtain funded study leave
Strongly agree 5
Agree 1 6
Neutral 22
Disagree 11
Strongly disagree 9
Missing 1

7.9
25.4
34.9
17.5
14.3

I am too busy with clinical work to go to national meetings
Strongly agree 7 11.3
Agree 15 24.2
Neutral 21 33.9
Disagree 13 21.0
Strongly disagree 6 9.4
Missing 2

I do not have sufficient time to go to national meetings
Strongly agree 9 14.5
Agree 16 25.8
Neutral 17 27.4
Disagree 16 25.8
Strongly disagree 4 6.5
Missing 2

had produced a written learning plan and 12
people had found this useful for identifying their
learning needs. However, 66% were unable to
achieve their learning targets for the year. Some
68% of respondents wanted to see the paired
peer review scheme abandoned and only 31%
would be prepared to attend workshops to help
them with the process.

ANALYSIS OF FREE COMMENTS.
Free comments appeared on 61 of 64 response
sheets. They were transcribed verbatim and

Table 4 Responses relating to questions about CME
credits

Valid
Number percentage

Ifind it easy to collect CME credits
Strongly agree
Agree
Neutral
Disagree
Strongly disagree
Missing

4
19
19
15
5
2

The college guidelines on CME credits are not clear
Strongly agree 5
Agree 22
Neutral 1 5
Disagree 1 7
Strongly disagree 2
Missing 3

6.5
30.6
30.6
24.2
8.1

8.2
36.1
24.6
27.9
3.3

Collecting CME credits will improve my clinical practice
Strongly agree 0 0
Agree 10 16.1
Neutral 18 29.0
Disagree 12 19.4
Strongly disagree 22 35.5
Missing 2

The CME credit scheme favours those in academic departments
Strongly agree 19 30.6
Agree 34 54.8
Neutral 6 9.7
Disagree 2 3.2
Strongly disagree 1 1.6
Missing 2

then clustered into groups of comments. Over-
all they echoed the opinions given in the rest of
the questionnaire.

VALIDITY AND RELIABILITY
The discussion groups and committee meet-
ings that took place throughout the CME pilot
year provided background information on
which the content of the questionnaire was
based. This helped to ensure face and content
validity of the questions. The response rate of
64% and the even distribution of responses
between specialties, suggests that the results
are representative of the views of pathologists
in Wessex. The internal consistency of the
questionnaire itself has been shown by the
cross tabulation of responses that show good
agreement.5 Most (95%) respondents wrote
free comments on their questionnaires and
these strongly echoed the answers given on the
rating scaled questions. Feedback of the results
to the participants through local and national
presentations has shown a strong recognition
and agreement with the attitudes expressed in
the survey.

Discussion
Studies on the views of participants in CME
programmes show that these provide a useful
database of opinion about how doctors prefer
to do CME.' A questionnaire study of Scottish
general practitioners obtained valuable infor-
mation about the pattern of practice and pref-
erences for doing CME.7 Another question-
naire based study8 demonstrated the attitudes
of general practitioners to re-accreditation,
showing a firm preference for the profession to
lead the way, with minimal interference and
bureaucracy from the government and royal
colleges. The results of this survey show that
Wessex pathologists recognise the importance
ofCME and are actively participating in it.

TIME AND MONEY
Time and money were the most commonly
cited barriers for participants in this study fail-
ing to meet their paired peer and for going on
courses. Doctors need time for study, reflec-
tion, and to attend learning courses. Lack of
time due to the pressure of clinical work and
lack of funded study leave have repeatedly been
shown to be major barriers to CME
activities.6 9 10 Respondents also highlighted the
gap between the funding of CME and NHS
trust employers. They repeatedly made the
point that if CME is to be accepted as part of
employment requirements, then it will be nec-
essary to negotiate for the cost of CME to be
linked to NHS Trust business plans. This issue
has been discussed in the literature and the
funding ofCME in the UK remains a source of
debate."

VOCATIONAL AND PRACTICE BASED CME

The Wessex pathologists expressed the view
that the Royal College of Pathologists should
recognise CME activities that are local and
based on real practice. The most effective
CME in terms of changing doctors' behaviour
and practice has been shown to be locally based
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and vocational in nature-that is, relevant and
rooted in day to day practice.'2 13 Clinicopatho-
logical and case review meetings were consid-
ered to be an important part of CME,
especially for histopathologists. "They are a
powerful stimulus to reading up topics and
highly relevant to keeping up to date with day
to day practice," stated one respondent. This is
a concept supported by the literature and
firmly based on the educational principles of
adult learning.'4 Other studies have shown that
locally based case reviews, grand rounds, and
audit meetings are perceived as valuable and
effective ways for doctors to keep up to date in
their specialty.'3 15 16

BUREAUCRACY
The Wessex pathologists expressed the view
that the Royal College of Pathologists' scheme
is clumsy and bureaucratic. They indicated that
they wish to be responsible for their own CME
either individually or in small peer groups, with
minimal interference from bureaucratic organi-
sations such as the Royal College of Patholo-
gists. The implementation of a top down
system of centralised point counting is not well
received and options such as accreditation
schemes linked with occasional external review
or appraisal were all suggested as alternatives.
This approach is supported in the literature by
others.
The organisation and implementation of

CME cannot rest solely on the wants of the
participants. Medicolegal and re-accreditation
issues are becoming increasingly important
and are having a major impact on the way that
CME is managed.8 7 18 Thus there is often a
tension between educational wants and needs.
Although educational desires are driven by
personal choice and experience, there should
be a balance between the needs of the
individual and those of the organisation. '9 This
tension was expressed in the views of the
participants of this study.

FLEXIBLE LEARNING METHODS
The Wessex pathologists demonstrated a range
of preferences for accreditable CME activities.
Paired peer review suited some people but not
others. "I remain to be convinced about the
value of paired peer review, I view it as
management fad!" was one comment. In
another form it could be expanded into local
group meetings where peers share experience
and discuss how to help each other meet their
learning needs, taking into account the needs
of the service. In their free comments, the
pathologists suggested that group peer review,
external quality assessment schemes, and
distance learning would be useful. Other
authors have described portfolio learning,
reflective learning, problem based learning,
and distance learning as effective CME
activities.'4 20.2' It has repeatedly been shown in
the literature that flexibility of learning meth-
ods is essential for effective CME.' 22

CONTINUING PROFESSIONAL DEVELOPMENT V CME
The Wessex pathologists perceived that the
Royal College of Pathologists favoured aca-

demic (knowledge based) activities over more
practical or professional ones. They also recog-
nised the importance of wider ranging profes-
sional skills required for keeping up to date,
including information technology, manage-
ment, and interpersonal skills. One respondent
commented: "CME is about more than
specialist skills. Many consultants fail in their
duty through lack of organisation and interper-
sonal skills." Other activities such as the devel-
opment of clinical guidelines, audit, and
practising evidence based medicine should be
included in this broad view."'

EFFECTIVE CME
The characteristics of CME activities that are
likely to be acceptable and effective have been
described by various authors.' 24 25 The key fea-
tures are that CME should be convenient,
accessible, flexible, relevant, tailored to indi-
vidual needs, provide self assessment and feed-
back, systematised, and responsive to the
corporate needs of the NHS. It is interesting to
note that all these points were highlighted by
the pathologists who responded to the ques-
tionnaire in this survey.
Many doctors are sceptical about the value

of CME. Statements such as "this is just
formalising what we do anyway" and "where is
the evidence that it makes any difference?" are
often made and indeed were made in this sur-
vey. A recent systematic review of CME
activities'3 showed that journal reading and
attending national meetings were shown to be
among the least effective forms of CME.
Despite this, the model for many CME credit
schemes is based largely on these activities.
Credit schemes need to be sufficiently flexible
to allow the continuation of traditional CME
events alongside less formal but no less
valuable professional learning.

CONCLUSIONS
This study has shown that the attitudes of the
Wessex pathologists to CME are informed and
important and echo the current literature
about what makes CME effective. Unless indi-
viduals' preferences and difficulties are taken
into account, CME programmes in which they
participate are not likely to succeed.
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