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i. Definition of continuing education

A WHO Expert Committee (1} defined eontinuing education as "... the training that an
individual physician undertakes after rhe end of basic education or of any additional educatien for
a career, to improve competence and not with a view to gaining a new qualifying diploma ox
liceace". The definition was wmade in 1973 and bas met with general acceptance. There is every
reason to suppose that other health professionals would also acecept the definition if the word
"nhysician" were deleted and the appropriate professional substituted; thus it is the definition
used in this study which although it is comcerned primarily with pbysicians does, alse, consider
nurses.

2, The need for continuing education

There can be no denying the need for countinuing education, Fildp (2} bas defined its ultimate
purpose as "ensuring that the quality of preventive and curative cate given by health perseonnel is
at the highest possible level™, Close attention began to be paid to continuing education in the
1960s, but it iz in the last ten years that it has really attracted the attention of governments,
the professions and educaters. As knowledge expands almoest exponentially it becomes more obvious
that the knowledge, skills and attitudes acquired by healtb professionals duving their basic
training cannot be sufficient for the rest of their careers. A pbysician graduating in 1982 15
likely to be in practice for a 30-40-year peried, during wbich time medicine will change beyond
recognition, Thus the health professional is going to have to adapt conmstantly to changing
situations.

3. Self-learning material

There exists a substantiasl amount of literature on the use of unsuperviged learning at many
different levels of educariom and especially st the level of undergraduate mediczl eduycation. The
bulk of such literature tends to be of a descriptive nature, but there is a small ameunt that is
far more scientific snd ebjective in itrs approach and that demonstrates quite clearly that
self-learning material can be most effective, Thus when this report on self-learning materials was
planned it was assumed that effectiveness, defined as a measure of the degree to which the stated
objectives are attained, had been proved beyond all reasonable doubt. The assumption was also made
that afficiency, defined as cost-effectiveness, and acceptability, defined as the degree to which
learners and teachers find the experience agreeable, were not in question.

As the compilation of the teport proceeded, however, it became clear that many doctors egirher
rejected or were not familiar witb the research that bad established these facts. The most likely
reason for this state of affairs is that the research had been done not in the area of medicine but
in the world of educarion.

The belief that underlies unsupervised learning is that if a learner is well motivated, is
given the learning tasks in manapeable, structured units and is able to intersct with the learning,
then achievement will be effective, efficient and acceptable. Gagné and Briggs (3) lize the
following features as being characteristie of individual instruction.

- The teacher preovides fewer of the instructiomal events,
- The materials provide more of the instructional events.
- Time is thus made free so that the teacher can do more personalized work with the students and

help them to decide what to learn and how to learn it. The teacher alse monitors student
progress more closely and does more diagnosis of difficulty and more remedial teaching.

- There is more opportunity for variations among students in what te learn, how to learn, and
which materials to use for learning. '

- The aliocation of time 1s allowed to vary among students and there is ne need for them all to
work at the same pace.

4,  Background to the survey

Within the framework of the medium=-term programme for health manpower development, the WHO
Regional Office for Europe decided to undertake a study on the availability and utilization of
self-learning materials (5LM} in continuing educatien., Aecording to WHO, S5LM are valuable because
they can give students move responsibility for their own standard of performance; this view echoes
the thoughts of educationalists ain general.
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5. Definition of self-learning and self-learning material

Defining self-learning can present semantic problems because it can be argued that teachers
teach and learners learn so all learning must be self-learning. On the other hand, if SLM are
defined very simply as any learning resource that ecan be used by a learner without the physical
presence of a teacher, then it is clear what self-learning is intended to be. The essence of the

matter iz learning without 2 teacher. Such a definition does not preclude learning from fellow
learnars.

6. Purposc and role of SLM

Once health professionals have obtained an initial qualification and are engaged in their
profession, then the bulk of their time iz going to be spent in putting into practice what has been
learnt. The amount of time avazilable for education is limited, especially if they are working in
an isolated rural community., The opportunities for meeting fellow learners as in pre—qualification
days are going teo be very few. There are not enough teachers to provide one For each learner. As
has been mentioned before, the growth of knowledge is going teo take place at an ever-increasing
rate. Thus it is quite clear that health professionals have to undertake to educate themselves if
they are going to keep their knowledge up to date. SLM offer the only economic, effective and
acceptable way of coping with the situatien.

7. Types of SLM

There is really no limit te the different forms that SLM can vake, Audio tape and 35 mm slide
programmes have tended to be the predominant type, but there is clear evidence that video is making
an aver-increasing impact. The development of video programmes in a countyy tends to parallel the
development of television and technology in general (Switzerland is a good illustration of this
peint}. The problem with video, and a major factor in holding back its development, has been the
number of incompatible formats available in Eurcpe. As the domestic video market expands, however,
there are likely to be more and more health professionals who own equipment and thus acte able to
view continuing education programmes. A popular fermat for continuing education iz 16 wmm £ilm, but
it does not really lend itself to self-learning. It may well be that the video disc will turn out
to be the most popular format over the next ten years. Finally, the spread of bome computers and
the transmission of text via television would all seem to have pessibilities.

8. The development, availability and use of SLM

It 1s unfortunate that S5LM give the appearance of being so easy to develop. There are many
teachers whe think that all they have to do is to record their lecture on audic or video tapes., It
has been demonstrated very ¢lesrly that this is not the case. For example, a number of
pharmaceutical companies have tried this approach and fz2iled because they chese to ignore the
advice of educationalists. Reading a book and listening to a tape are, for example, quite
different educational experiences. When reading, the eye can take in = whele leot of text at one
time and can refer back almost subconseiously to a previeus statement, bub when it is the ear that
iz being used then every word has to be self-explanatory and the sentences short and to the peint.
fven more tmpottantly, the learner has to be challenged to exercise judgement, perhaps by being
told to switch off the tape, work through an exercise and then switch back for 8 suggested anawer.
In addition, adult health professionals demand materials that are based on experiences from real
life, whereas many teachers think that they can continue with the theory~-dominated materials they
tend to use with the ungualified. The development of SLM calls for a team approach that invelves
the teacher, the educationalist, the audie-visual expert and preferably a member of the target
audience,

$1M are neither widely available nor widely used. They have not been developed along the
lines described above and are thus held in low esteem by many learpers., They are not widely
availsble because they ave costly both to produce and to reproduce for the small-scale numbers
involved.

9. Gelf=learning and seif-evaluatien

There is a clearly detectable movement in Furope that is calling for self-evaluation. The
United Kingdom, for example, while it has so far resisted the call to follow the United States'
pattern of audit, has bepun to use self~evaluation, especially in the general practice/family
physician area, If this movement gathers momentum, then it is going to increase the demand for SLM
1f only to make good the deficits revealed. The demand for self-evaluation is clearly linked with
the expansion of knowledge, and with the development of a better educated peopulation that wants to
be assured that the health care it receives represents value for moneyv.
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10. The future of SLM

From what has been said there can be no doubt that SLM could have a vital role in contiauing
education. The expansion of knowledge, the greater awareness among health professionals of their
own shortecomings and the changing nature of societies and econowies all lead to a demand for
continuing education., To provide that education in the traditional way is uneconomic and thus
impoessible. SLM could be the answer, but their rigorous evaluation followed by changes in the way
they are produced must be the way forward. Studies need to be undertaken to explore areass of
eollaborarion between health professionals both within and between countries, Cellaboration would
ingrease the gize of the market for any one example of SLM, thus promoting both efficiency and
economy. Teachers need te be educated se that the SLM they produce are highly motivating and
acceptable te the learners. Learners need to be aducated in how to use SLM to the best advantage
and everyone has to rethink their concepts and see SLM as normal educational tools.

11. The methodology of the survey

The writer personally visited France and the Netherlands and was able to seek the parsonal
opinions of many leading educators, who coineidentally were sttending & meeting of the Association.
for Medical Education in Europe. In the United Kingdom, & postal questiomnaire was used., Experts
were invited by WHO to submit reports on France, the German Democratic Republie, rhe Federal
Republic of Germany, Hungary, Poland, Sweden, Switzerland and the USSR (the detsiled reports can be
obtained from the Regional Offieca).

12. The findings

In spite of the Fact that the concepts of continuing education and self-instruction are both
understood and accepted, the actual use of SIM in continuing education for the health professions
is very limited. The present survey, except in the German Democratic Republic, Hungary and the
USSR, found little evidence of their existence in medical education, but equally it found no
rejection of the idea. Why there should be this apparent paradox iz & matter for conjecture. In
some ways, the survey is more a catalegué of reasons why SLM does not exist than one of specific
programmes used in the varigus countries.

While this is a survey of Europesn practice, it may be helpful to look first at the United
States, where at least continuing medical education is well developed. As Richards (4) says,
"Medical education affects and is affected by the social, economic and political forces that have
shaped America's history ..." Concern with continuing medical education could be said to start
with a report by McCormack in 1907, who was shocked by the magnitude of the problem - out of a
majority of 122 000 licensed physicians most were not doing any continuing medical education., It
is well known, however, that the Fiexner report of 1910 really started things moving. An
Association of American Medical Colleges (AAMC) study in 1932 "marked the first mention of the
continuum concept in medical education and the initial suggestion of mandatory continuing medical
education for physicians'". The American Medical Association did a survey of continuing medical
education in 1938, and it may be a surprise te knew that even at this date some 20 American cities
were using small group instruction. Almost 30 years later in 1977, the AMA's directory of
self-assessment programmes for physicians listed 28 separate examinations, and there was evidence
that some 113 000 physicians bad used the programmes in the previous ten years. Even greater use
of the programmes bagan with the move towards performance assessment for relicensing or
competency-based relicensing. Seo much for the development of continuing medical educatisn, but
even in the United 5States documentation about S5LM is harder to find. Continuing medical education
tends to be hospital based; it is developed mainly by interested faculty members who are prepared
to pursuc chelr interests even though career and financial rewards for teaching sre, =3 in
undergraduate education, sadly non-existent. Continuing medical education tends to take place in
groups, and this facter, at least in the eyes of teachers, mitigates against SLM.

The last sentence cculd held the Xey as to why 5LM gsre s0 scarce in Burope. It is as if
dectors become so antagonistic towards the lecture technique {which in their opinion dominates
their undergraduate lives and deals with content that is academic tather than relevant to their
practice) that they eluteh at group learning as 2 chance to voice their own opinion, and to agk
questions, to discuss common problems with their contemporaries. Such objectives are both
understandable and laudable, but reflect badly on their trainiag te date. 1In other words, the AAMG
stuedy of 1932 was right and education makes sense only if viewed as a continuum; continuing
education cannot be seen in isolation. Educationally there are no reasans why SLM should not be a
part of continuing medical education; on the contrary, there are very good reazons why they
g¢hould, in fact, be a vital component. For example, if a group leader recognizes that the group
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cannot solve the problem under discussion because of 2 lack of factual knowledge, then the ideal
solution would be to distribute seme SLM to correct the deficiency before resuming the group
activity, The faet that this tends not to happen in Europe teflects both the lack of teaching
skills and the absence of materials.

Where physicians are working alome in their bomes on continuing medical education, then there
is some evidence of the existence of SLM (the mere fact that someene reads the eatablished leading
medical journal of a country can be interpreted as evidence of SLM), but the generally preferred
method is for group instructionm and discussion. Again, American experience can be used to
highlight the problem. A survey reported in 1981 (5) produced the following data: 66%Z of
physicians say they would like access to computerized self-sssessment programmes. Those who are
most guppertive of this tend to be:

- teaching 73%
- working in research 74%
- less than 35 years old 78%
- recent graduates from medical school 754=827%
- in faveur of continuing medical education via cable televigion 76%
- in favour of over I3 hours per week of continuing wmedical
educarion For their specialty 80%

Two of the conclusions of the survey are also worth noting: the activities related to
continuing medical education that physicians pursue most frequently are the reading of Jjournals and
books and participation in consultations, diseussions and hospital meetings and programmes.

Younger physicians are more supportive of technical innovations in instructional medes (i.e.
continuing medical education via cable television and for self-assessment, self-instructional,
computerized programmes.

One problem highlighted by the European survey is the small scale of the market for SLM. For
example, in Sweden the total number of doctors in a specialty or the total of any group of health
workers is small, at least in publisbing terms. Commercial publishers need a farrly large market
before they will publish 5LM. The differenat languages mean that most materials cannot be
interpational. Thus, it would seem that a great deal of natiomnal government suppertt iz required if

the vast amount of time and resources needed to produce SLM are to be found. Ferhaps an
intepnarienal study of the commen ground between the curricula of the various categories of health

workers in the countries of the Region would provide worthwbile results. It could be that
intra-professional training would solve some of the problems of the scale of the market.

Educationalists have almost totally failed to exploit the advances made by technology, which
is in sharp contrast to the fact that medicine itself has become increasingly technological.

13. Recommendations

Etfforts should be made to promote a greater uanderstanding of the value of SLM and, in
particular, to counteract the idea that S5LM and small group education are mutvally exclusive.
These efferts sheuld be linked with attempts to improve the general educational knowledge of
teachera.

A survey should be conducted to see what common ground exists between the curriecula of the
various categories of health workers botb within and between countries. This survey should beatr in

mind that intra-professional training could bave advantages,

Waya of disseminating knowledge concerning technological developments need to be sought.
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