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Abstract

Background Continuous medical education is essential for the individual patient care, the society, and the wellbeing
of the general practitioner. There has been research into the reasons for participation in continuous medical educa-
tion, but little is known about the barriers to participation. To tailor continuous medical education targeting general
practitioners who are currently deselecting education, systematic knowledge of the barriers is needed.

Continuous medical education can in addition to professional growth stimulate job satisfaction, diminish burnout,
and reinforce feelings of competence. Continuous medical education may have positive implications for patients and
for healthcare expenditures.

Despite renumeration and a comprehensive continuous education model some Danish general practitioners do not
participate in continuous medical education.

Methods From a total of 3440 Danish general practitioners 243 did not apply for reimbursement for accredited con-
tinuous medical education in a two-year period. Ten general practitioners were selected for an interview regarding
maximum variation in practice form, number of listed patients, seniority as a general practitioner, geography, gender,
and age. All ten selected general practitioners accepted to be interviewed. The interviews were analysed using Sys-
tematic Text Condensation.

Results Each of the ten interviewed general practitioners mentioned several barriers for participating in continuous
education. The barriers fell into three main categories:

+ barriers related to the individual general practitioner
« barriers related to the clinic
« barriers related to the accredited continuous medical education offered

Conclusions Approximately 7% of the Danish general practitioners did not participate in accredited remunerated
continuous medical education. A knowledge of the barriers for participating in accredited continuous medical educa-
tion can be used to better target continuous medical education to the general practitioners.
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Introduction

Continuous medical education (CME) is essential for
both the individual patient care, the society, and the
wellbeing of the general practitioner (GP) [1-3]. While
there has been research into the reasons for participa-
tion in CME, little is known about GPs’ barriers to par-
ticipation in CME. The public has a legitimate interest in
GPs’ CME, so nonparticipation deserves our attention. In
order to ease non-participators access to CME we require
knowledge of the barriers. Knowledge which allows edu-
cators to tailor meaningful CME to GPs who are cur-
rently deselecting CME.

Background

CME as expertise development and improvement

of patient care

While all GP trainees acquire new knowledge through
their specialist training, their post-training continuing
medical education has received little attention [4]. Con-
sequently, the World Organisation of Family Doctors
(WONCA) has developed global standards in CME to
assist general practitioners in providing excellent patient
care [4].

WONCA’s initiative is important because when
a professional achieves an acceptable level of skills,
more experience does not, by itself, necessarily lead to
improvements [5]. Ericsson describes deliberate practice
as a prerequisite for expertise development and higher
quality in patient care: Significant improvements in per-
formance have been seen when professionals have a well-
defined goal, motivation to improve, and are provided
with feedback and ample opportunities for repetition
and gradual refinements [5]. Learning from and with col-
leagues is an important source of both new information
and strategies for applying that information to practice
[6].

A comprehensive CME programme for general practi-
tioners is essential for developing and maintaining high
professional standards in general practice, especially if it
supports both professional development and professional
motivation [7].

CME benefits patients, GPs and society

GPs who do not participate in practice based small group
learning (PBSGL) have an increased risk of burnout [8].
Although there is not shown a causal link between par-
ticipating in PBSGL and less burnout, non-participation
in CME may be seen as a warning sign [8].

Danish GPs state that avoiding burnout is an important
reason for participation in CME [2]. CME can stimulate
job satisfaction, diminish burnout, and delayed retire-
ment is seen among GPs who thrive in their job [2, 9].
Furthermore, participation in CME can reduce feelings
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of professional isolation and reinforce feelings of compe-
tence and autonomy in physicians [10].

To be continuously competent in delivery of high-qual-
ity health care is important for being a GP and is the most
important motivational factor for participating in CME
[1, 11]. Especially if the learning activities are related to
patient care relevant for the GP’s daily work. GPs are less
motivated by overall competence improvement goals
[12]. Educational research emphasizes the importance
of individual needs analysis and self-assessment [13, 14]
but also the importance of providing strategies on how to
implement new knowledge into daily clinical practice [2,
15].

In 2014 Kjaer, Steenstrup et al. found that Danish GPs
used many different types of CME activities including
online updating of knowledge and problem based small
group learning (PBSGL) [2]. Danish GPs chose their
CME activities based on personal needs analysis related
to patient problems, a need to be professionally updated,
and a need to meet engaged colleagues [2]. Furthermore,
CME activities were used to prevent professional fatigue
and burnout [2].

Participating in CME is essential for the individual
patient’s health care and for well-being of the GP. Sev-
eral studies indicate that GPs’ work conditions and men-
tal well-being may have positive implications for their
patients and for healthcare expenditures [3, 16].

CME activities show promise as a strategy to recruit and
retain physicians in less attractive specialties [10].

Society has a legal interest in the GPs continuous medi-
cal education. Valuable CME should therefore address
both the needs of individual clinicians, the populations
they serve, and the organisations within which they work
[17].

Barriers for participation in CME

A CME report from the Danish Association of General
Practitioners (PLO) from 2018 shows that—seen over a
year—approximately 20% of the Danish GPs do not apply
for financial reimbursement of CME activities [18]. Our
aim of the study is to uncover which reasons Danish GPs
state as barriers for attending accredited remunerated
CME activities.

Little is known about barriers for participation in CME
among GPs. In Portugal, lack of time as well as bureau-
cracy overload has been pointed out as the main barrier
for implementing a digital CME platform [19]. The lack
of time led to a feeling of lack of discipline, laziness, and
guilt [19].

A previous study on barriers towards mandatory CME
among doctors in Ireland identified five main themes
related to participating in CME [20]. Two themes
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(evidence of participation and a competence scheme) are
not relevant in a Danish setting since we have an auto-
filled electronic CME-log. Another two (workplace chal-
lenges and access to relevant CME) correspond to themes
in our study. The last theme was that some Irish doctors
consider mandatory CME as irrelevant and see it as an
added stressor [20].

To overcome barriers against CME the Swedish Asso-
ciation of General Practice suggests that statements of
recurring CME should be incorporated in contracts
between health authorities and health care units. They
have published a set of guidelines regarding Swedish
GPs’s CME. They conclude that CME credits for certifi-
cation purposes does not ensure that educational meas-
ures have been effective [21]. It is not known whether
incorporation of CME in the GP’s contract can reduce
the proportion of GPs who opt out of CME.

Our aim of the study is to uncover Danish GPs’ barriers
for attending accredited remunerated CME activities. We
will use this knowledge to construct a questionnaire to be
sent to all Danish GPs.

Methods

Setting

The Danish GPs have a central and strong role in the Dan-
ish health care system both as gatekeepers and as respon-
sible for most of the primary care [22]. GPs undergo six
years of specified postgraduate training before being able
to practice as a GP in Denmark. A description of the
Danish System can be seen in Appendix 1.

The current CME programme in Denmark
The Danish CME programme for GPs is based on profes-
sional integrity and trust without revalidation or recertifi-
cation. The programme consists of a voluntary part based
on the GP’s individual needs analysis and a mandatory
part based on a mutual needs analysis of general practice
as a profession. The mandatory CME uses the national
curriculum of Danish family medicine as a framework
and was developed involving GPs and other stakeholders
[7]. The Danish CME programme is based on accredited
activities renumerated by up to approximately € 6500
per year. There is no funding for non-accredited activi-
ties. The voluntary and mandatory CME is practically
equally reimbursed. The GP can choose to use allocated
funds from one year in the following year. According to
the collective agreement between Danish Association of
General Practitioners (PLO) and Danish Regions the GP
has an obligation to develop and maintain his or her own
competencies [22].

Despite the renumeration and a comprehensive CME
model [7] not all Danish GPs participate in CME.
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A CME report from PLO from 2018 shows that—seen
over a year—approximately 20% of the Danish GPs do
not apply for financial reimbursement of CME activities
[18]. Principles for the Danish GPs” CME programme is
shown in detail in Appendix 2.

Sampling

A total of 3440 General Practitioners were in 2016—2017
registered in the Danish Association of General Practi-
tioners (PLO) [18]. The PLO’s CME department (PLO-
E) had in the same two years (2016—2017) identified 243
GPs, who had not applied for their reimbursement for
CME. This group formed the total data material for our
study (n=243) [18].

The Region of Southern Denmark represents an aver-
age region in Denmark when it comes to demographic,
types of GP clinics, and distribution between rural and
urban areas. In the Southern Region of Denmark, 44
GPs had not applied for reimbursement in 2016—-2017
[18]. We selected ten GPs from the Region of Southern
Denmark for individual interviews based on the assump-
tion that ten interviews would provide us with sufficient
qualitative data (for quantitative data on the 44 GPs see
Appendix 3).

We applied a purposeful sampling strategy [23] aiming
to obtain maximum variation regarding practice form,
number of listed patients per GP, working years as a GP,
geography (distance to university), gender, and age of the
GP. Our hypothesis was that these characteristics might
influence barriers for CME.

In our qualitative sampling we aimed to get a broad
insight into the barriers and to gain a wide firsthand
knowledge of GPs experiences with barriers for partici-
pating in CME [24]. Ten GPs from different practices in
the Region of Southern Denmark were included Table 1.

We chose a face-to-face interview over focus group
interviews to reduce the risk of informants being reluc-
tant to participate due to the risk of appearing profession-
ally out of date. Open-ended questions sent in advance
were preferred over a more structured interview guide to
reduce the risk of informants regretting their pledge to
participate in an interview concerning non-participation
in funded CME activities. In an attempt to stay as open-
minded as possible we chose not to use a detailed inter-
view guide [23]. If the GPs stated “lack of time” they were
asked to give further information about the perception of
lack of time.

The GPs included for interviews received an invitation
by letter from PLO followed by a phone call from the first
author (HI).
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Table 1 Characteristics of the ten included GPs

Respondents
Gender Female 4
Male 6
GP age in years <47 3
48-66 4
>67 3
Practice type Singled handed 3
Partnership 7
Number of full-time capacities 1 3
2-3 4
>4 3
Number of patients/GP <1500 3
1500-2000 4
>2000 3
Seniority as a GP in years <5 2
6-15 4
>16 4
Distance to hospital in km <25 5
>25 5

Data collection

Qualitative data

All ten selected GPs accepted to be interviewed. A mail
containing five open-ended questions inspired by Guided
Self-determination [25] and two close-ended questions
was sent to all informants 7 to 14 days before the inter-
view (for questions sent in advance to informants see
Appendix 4).

The interviews were conducted face-to-face in the
informant’s own clinic. In this way, the informant was
at “home” and the interviewer was the “guest” The
interviewer (HI) is a GP herself which made the rela-
tion between the interviewer and informant as equal
as possible thus allowing use of a common language.
The interviewer was supervised by two co-authors (GL,
NKK). If a face-to-face interview was not possible due
to practical issues of the informant the interview was
conducted by telephone, and the informant got the
possibility to give written answers in addition to the
telephone interview. The face-to-face interviews were
digitally recorded with the consent of the informants.

Quantitative data
Data from the Danish CME reimbursement register for
2016 and 2017 was collected in anonymous form.
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Data analysis

Qualitative data

All ten interviews were transcribed verbatim by the inter-
viewer (HI) and analysed using Systematic Text Conden-
sation [23, 26]. Systematic Text Condensation involves
four steps. First, the transcribed interviews were read
thoroughly to get a total impression of the data mate-
rial. Preliminary themes associated with the research
question were generated and written down individually
by three of the authors (GL, NKK, HI, all experienced
GP with knowledge of qualitative research). The three
researchers discussed their individually chosen themes
(a total of seven themes) and agreed on three themes of
importance to the research question.

Next, text fragments (meaning units [26]) represent-
ing meaningful aspects regarding the chosen themes was
identified and sorted into three code groups. Through
discussion the code groups were adjusted and refined.
Each code group was further split into 2—4 subgroups.

Meaning units of each individual subgroup were com-
piled into one comprehensive artificial quotation, a con-
densate. Meaningful units that did not fit were either left
out or placed in another subgroup.

Finally, based on the artificial quotations an analytic
text for each code group was developed and the essence
was expressed in separate category headings. All tran-
scribed interviews were then reread in search for data
that might challenge our final conclusions. Decisions on
each step in the process of analysis were based on discus-
sions between the authors.

Quantitative data

Data from the Danish CME reimbursement register
informs how many GPs who do not apply for financial
reimbursement per year. But since Danish GPs can use
allocated funds in a time span of two years, we extended
our data register period to two consecutive years.

Results

Quantitative results

By looking at a two-year period (2016-2017) instead of
one year, the proportion of GPs not applying for their
allocated funds declined from 20% [18] to 7% (243
GPs/3440 GPs) Fig. 1.

Qualitative results

Each of the ten interviewed GPs mentions several barri-
ers for participating in CME. These fall into three main
categories:
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Newly established
Close to retirement
Personally affected
Activities outside clinic

LCL! NI(C \ Time and place

" Themes
Vacancies Teaching methods
Culture Motivation contra
Generational change resistance
Non-accredited CME

Fig. 1 Barriers related to the GP, to the clinic, and to the CME

» barriers related to the individual GP also a social aspect to it..” (Female GB, 65 years).
» barriers related to the GP’s clinic

. barriers related to the accredited CME offered In the category related to the individual GP we also

find the personally affected GPs; the GP with ongoing
patient’s complaints, the GP who herself has health prob-

lems, or the GP with illness in close family.
Barriers related to the individual GP

The newly established GP and the GP close to retirement {f"“”fd 1 h“fl to meet with the‘ medical officer of the
both indicate their position in working life as reasons for Danish P atient Safety A”ﬂ’f”’” iy, ””fi then s’uddenly
opting out of CME. The newly established GP argues that there was a tight SUpervision on “little me.’ I h‘?"e
she is overwhelmed by tasks related to the start-up as a GP, never had a comp laint before ”:l my entire workmg
tasks which was unknown for her as an employed doctor. life. So, I was kind of stressed..” (four years’ experi-

ence as a GB, partnership practice).

. and (I) ended up in a cauldron where I must

do everything myself... I think my excuse is, I did GPS state prof‘es.sior.lal a‘ctivities outside the cli‘ni? as
not have the surplus. I must do VAT myself: I must barrl‘elis‘ for participation in CME. ‘Bf)th due to limited
report salary... things I was not used to do before possibility Fo be absent frorp the chm(; and because the
... things that just had happened..” (Female, eight GP. rflget his needs for medical education through other
years’ experience as a GP). activities.

The GP close to retirement miss the social aspect of " Ive been b usy with everything else... been a
attending a course. Due to retirement of former friends teacher, a medzéal consult‘ant and been the leader
and colleagues, she reports previous experiences of feel- of some professional medical groups.... I have an
ing alone on a course. agreement with my colleagues in this clinic concern-

ing how many days I can be away... So, if there are
“Twill not say I stay at home because I expect that I many activities ... but I learn a lot from being with
will not meet anyone I know. But I take it into con- these people, because they are good at what they do,

sideration when choosing a course... because there is aren’t they?” (45 years, partnership practice).



Ibsen et al. BMC Medical Education (2023) 23:450

Barriers related to the GP’s clinic

Several GPs are struggling with lack of medical resources
in their clinic due to vacancies, retirement of a GP with-
out immediate replacement of a new colleague, or illness
among colleagues. The GPs find it difficult or impossible
to be absent from their clinics.

"... the last few years I have not had time for any-
thing. Not even this (the interview). I must be here
on weekends to make ends meet. And then having to
spend a day or two on this (CME) ... and it is the
same with going on holiday—I do not want to go on
holiday anymore..” (Singled handed GB, 2600 listed
patients).

Some GPs try to manage by help from colleagues in
nearby clinics. Others considered hiring a substitute
but experienced challenges due to availability or salary
demands. Especially the singled handed GPs find it finan-
cially problematic to hire a substitute.

"I am the only singled handed GP in my area, so I
have to beg to have my patients cared for while I am
away. There are insufficient opportunities to get a
substitute both for courses and for holidays, so con-
sequently I only ask for help when it is most neces-
sary. GP substitutes are insanely expensive, I will
never even get anywhere near the salary a substitute
should have” (Female, singled handed GP).

Generational change is mentioned as another bar-
rier related to the clinic. It can be due to lack of medical
resources in a period around the generational change but
even when a retired GP is directly replaced by a new GP,
barriers to CME can occur.

"... there is not much tradition for that (CME) in this
house either, it is an ‘old” house. But now we try to
prioritize it when we are getting younger—or rela-
tively younger. There is a culture in a house that you
can be able to change, but it requires a bit of work to
change it. " (Female, eight years’ experience as a GP).

Several of the interviewed GPs talk about educational
activities taking place in their clinics. Activities which
are not recognized as CME because of no application
for remuneration or because of sponsored activity. Edu-
cational activities can be to invite an external specialist
from the local hospital to teach lung diseases in the clinic
or it can be to have a structure in the clinic concerning
internal training.

“.. we also have an annual cycle where we go
through the major diseases, we have diabetes once

a year, there is asthma, there is COPD and hyper-
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tension and heart failure and things like that. In the
clinic we have a culture where we teach each other
when we have been on a course... "(Female, six GPs
in partnership practice).

“We have an extensive educational culture, i.e.,
supervision culture in our practice. We have some-
thing we call a “professional club” where both GPs
and trainees take turns teaching each other. We
have a learning culture — we are not afraid to
make mistakes, because we know we will. So, part
of our staff meetings is about adverse events and
dealing with conflicts” (Male, four GPs in partner-
ship practice).

Barriers related to the accredited CME activities offered
Factors related to form and content of the accredited
CME offered can be barriers for participating. Some
GPs request short and precise CME with emphasis on
new knowledge. Some prefer cathedral teaching rather
than group work.

“I like that it (the CME) is concrete, with a mini-
mum of wasted time. If you do not know anything,
it does not lead to anything to sit and talk to some-
one who knows as little as you do. I want to get
some facts served right away. “(Female, 19 years’
experience as a GP).

Some of the GPs experiencing barriers to CME do
not find courses covering themes that they prefer when
searching for CME. The themes that some GPs are
missing in the accredited CME can be specialised areas
as maritime medicine or courses concerning treatment
that is alternative to conventional medicine.

"Not everything is accredited CME. I must pay

for it myself. I have paid for my education for two
years. I know that many do not like it (non-conven-
tional medicine) or do not think it is supported by
research. But there are many things we cannot sup-
port with research. I use it in my everyday life, and
I know that it works.” (GP four years’ experience,
partnership practice).

When it comes to courses held abroad the GPs disa-
gree with each other. Some prefer courses held abroad,
since being away from daily life helps them with con-
centrating on the course, exchanging experiences with
colleagues, and getting new inspiration. Other GPs
struggle to find time and energy to participate in a
course that last several days.
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Regarding arrangements in the afternoons or eve-
nings, the interviewed GPs are more aligned: They gen-
erally lack accredited CME activities offered in their
neighbourhood.

"l don’t mind moving to a course with overnight
stay, whether it is Jutland or Zealand (the GP’s
clinic is located on Funen). But half-day events
that are in Jutland, it will be without me. If the
course is one hour away, I will probably not come.
If it is those “four- hours-something’, it must be
close” (Male, 56 years).

Few GPs mention problems with insufficient provision
of courses or difficulty in seeking remuneration after a
course.

"When I think I should participate in a course, the
course is oversubscribed because I have not made
my decision early enough, right?”

One GP declares lack of motivation to participate
in CME because the GP perceive the accredited CME
offered as an attempt to push the GPs to be able to man-
age more than they are capable of. The GP sees a gap
between the PLO-E and the everyday life of the GPs
working in areas with a shortage of GPs.

“It does not necessarily help attending a course in
organizing my life in practice and how I become bet-
ter at adapting to the pace of work. I think one must
look at what is realistic to be able to do. I have not
been on one of those courses. Just the headline makes
me dislike the course and make me think: Well, do
I have to—adapt? There is no doubt that you can
obtain many useful tools to manage a stressful eve-
ryday life, but the tendency will just be that we pour
more on the GPs” (GP 47 year in a partnership prac-
tice).

Discussion

Summary of main findings

Most of the interviewed GPs not participating in CME
stated more than one barrier for participating in accred-
ited CME. The reasons fell into three main categories of
barriers:

» barriers related to the individual GP
« Dbarriers related to the GP’s clinic
« Dbarriers related to the accredited CME offered

Hidden education behind the barriers?
In each of the above-mentioned categories there was
hidden educational activities. In the category “Barriers
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related to the individual GP” we found GPs acting as
teacher/course leader or course administrator.

Educational activities occurred in several of the GPs’
clinics but were not recognized as CME in our study due
to no application for remuneration.

In the category “Barriers related to the CME” some GPs
participated in accredited CME but found it too compli-
cated to apply for remuneration or had simply forgotten
to apply.

Some GPs found non-accredited CME from course
providers who offered other themes. Nine of the ten
informants participated in educational meetings
arranged by the pharmacological industry. All nine spon-
taneous substantiated their statements with a further
explanation. They explained their choices by geography
(little distance to the professional meetings offered), or
by educational form (didactic learning instead of peer
engagement).

A challenge of this “hidden education” is that we do not
know the quality and relevance since it has not passed
any accreditation.

Strengths and limitations

By using data from PLO-E we obtain data from 99% of
the GPs in Denmark. Furthermore, it is a strength that all
ten invited informants accepted the invitation.

Face-to-face interviews can both be seen as a strength
and a limitation. The face-to-face interview can provide a
basis for trustful intercollegiate conversation, but inform-
ants can also feel shy to reveal sensitive issues. However,
during the interviews themes which we consider “diffi-
cult” when talking to an unknown interviewer were dis-
cussed. It was themes as patients’ complaints, personal
crises, and collaboration problems in the clinic. It seems
as although the informants were not anonymous in the
conversation, they felt anonymous in the context.

The small sample size of ten GPs proposes a risk of
inadequate coverage of the entire spectrum of barriers
for participating in CME. However, after the first eight
interviews no new barriers presented which could indi-
cate data saturation.

In case of informants related practical issues, we
allowed telephone interviews rather than deselecting
informants to avoid selection bias.

Comparison with existing literature

None of the interviewed Danish GPs expressed a feeling
of lack of discipline or laziness. This contrasts a Portu-
guese study, where the GPs describe a feeling of lack of
time which leads to a feeling of lack of discipline, lazi-
ness, and guilt [19]. It can be due to none of the Danish
GPs having these feelings, or because we asked for the



Ibsen et al. BMC Medical Education (2023) 23:450

reason behind the feeling of lack of time which may sof-
ten a sense of guilt.

The barriers highlighted by GPs in our study are
broadly in line with barriers found in recent studies. The
three most reported barriers to CME among doctors are
lack of time, cost, and location of CME activities [27]. As
we explore barriers for participating in funded CME, cost
is less relevant in our study due to the Danish reimburse-
ment system [7].

In our study nine of ten informants participated in edu-
cational meetings offered by the pharmacological indus-
try. These activities may fill a gap in the accredited CME
offered, but there can be ethical and educational chal-
lenges. Educational meetings sponsored or organized by
the industry often lack relevance or include a specialist
who is not familiar with the circumstances of the daily
work as a GP [28] and tend to have a focus on pharma-
cological solutions favoring a specific product rather than
best practice for the patient [29].

The Danish CME programme consists of two parts.
Centrally planned mandatory activities and self-chosen
voluntary activities. In some countries a shift towards
mandatory CME has resulted in more negative attitudes
towards CME [20]. Macdougall et al. outlines pros and
cons of mandatory CME versus unregulated self-directed
CME, noting the feeling that mandatory CME may turn
into “tick-box” exercises with more focus on requirement
rather than learning [30].

More research is needed to uncover whether there is
a difference between Danish GPs’ attitudes towards cen-
trally planned mandatory activities or self-chosen vol-
untary activities and if it has an impact on barriers to
participation in CME.

Implications for the GP, the patient, and the future CME
In our study a little less than 7% of Danish GPs deselect
accredited renumerated CME despite fair renumeration.
This figure may appear low, acknowledging GPs close to
retirement and newly educated young GPs are among
them. However, the Danish GPs not attending CME have
more than 400.000 patients enlisted in their clinics. Since
CME activities probably improve the quality of patient
care and influence management of patients [31], CME
organizers and health authorities should have focus on
how to recruit the non-participants to meaningful CME
even though we do not know the full extent of the “hid-
den education” All ten interviewed GPs stated they want
to participate in CME if they were able to overcome the
experienced barriers.

Some identified barriers may easily be addressed by
providers of CME. Others may be more difficult to
surpass e.g., expressive workload. But we assume it is
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possible to surpass most of the barriers in deliberate
collaboration between the GPs, their clinics, CME-pro-
viders, health authorities and GP research departments
combining local and international findings and expe-
riences. This process needs to approach the difficult
balance between trust in professional integrity versus
societal accountability [2, 32].

To develop appropriate solutions more research is
required to determine the quantitative distribution
and the significance of the detected barriers. In a newly
launched national questionnaire survey, we will uncover
the magnitude and significance of Danish GPs’s barriers
for attending CME.

Conclusions

Less than 7% of the Danish GPs do not participate in
accredited remunerated CME. Nevertheless, it corre-
sponds to 400.000 listed patients having a GP who does
not participate in accredited CME. The barriers for par-
ticipating in CME fall into three main categories: Barriers
related to the individual GP, barriers related to the GP’s
clinic and barriers related to the accredited CME offered.
A knowledge of the barriers for participating in accred-
ited CME can be used to better target CME for some of
the GPs who are currently deselecting CME.

Abbreviations

CME Continuous medical education

GP General practitioner

PBSGL Problem based small group learning

PLO Danish Association of General Practitioners in Denmark
PLO-E Danish Association of General Practitioners' CME department

WONCA  World Organisation of Family Doctors
Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512909-023-04432-9.

[ Additional file 1. }

Acknowledgements

The authors want to thank the 10 GPs for participating in the interviews and
PLO-E for help with data concerning GPs who have not applied for their funds
for accredited CME in 2016-2017.

Authors’ contributions

HI'and NKK got the idea for the project and formulated the research question.
HI drafted the interview questions, conducted the interviews, transcribed

the interviews, analysed the data, and drafted background, methods, results,
discussion, and conclusion of the paper. NKK provided input to the interview
questions, to the background, method, discussion, and conclusion and
analysed the data. GL analysed data and provided content for the results and
discussion sections of the paper. JS provided input throughout the process. Al
authors read and approved the final manuscript.

Funding
Open access funding provided by University Library of Southern Denmark
Financial support for this study was provided from PLO-E in form of a


https://doi.org/10.1186/s12909-023-04432-9
https://doi.org/10.1186/s12909-023-04432-9

Ibsen et al. BMC Medical Education (2023) 23:450

consultant tariff according to PLO’s agreement to the interviewed GPs. PLO-E
had no influence on the interview questions, results, analysis, or conclusion.

Hl received funds from the Danish GP Education and Development Fund to
pay a substitute for three months while writing the project protocol. HI has
funding from Research Unit of General Practice as well as The Faculty of Health
Sciences, Department of Public Health, University of Southern Denmark.

Availability of data and materials
The dataset used and analysed during the current study is available in Danish
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

All methods were conducted in accordance with relevant guidelines and
regulations. The project has been ethically approved by SDU (University of
Southern Denmark) Research and Innovation Organisation RIO (record num-
ber 11.659). The National Scientific Ethical Committee has been asked (record
number 20222000-47) but according to the Danish legislation (Scientific
Ethical Committees Act § 14, (14 2)) the project need no approval from the
National Scientific Ethical Committee. All ten informants have given informed
consent to participate in the study.

Consent for publication
Not applicable.

Competing interests

HI, GL, and JS declare that they have no competing interests. NKK receives sal-
ary as a part-time consultant in The Danish Association of General Practition-
ers' CME department.

Author details

'Department of Public Health, Research Unit of General Practice, University
of Southern Denmark, Finsensvej 35, 6700 Esbjerg, Denmark. 2Department
of Clinical Medicine, Faculty of Health and Medical Sciences, University

of Copenhagen, Blegdamsvej 3B, 2200 Copenhagen N, Denmark. >Depart-
ment of Public Health, Research Unit of General Practice, University of South-
ern Denmark, WP 9, 5000 Odense, Denmark.

Received: 1 January 2023 Accepted: 7 June 2023
Published online: 19 June 2023

References

1. Forsetlund L, Bjerndal A, Rashidian A, Jamtvedt G, O'Brien MA, Wolf F,
et al. Continuing education meetings and workshops: effects on profes-
sional practice and health care outcomes. Cochrane Database Syst Rev.
2009;2009(2):Cd003030.

2. Kjaer NK, Steenstrup AP, Pedersen LB, Halling A. Continuous profes-
sional development for GPs: experience from Denmark. Postgrad Med J.
2014,90(1065):383-7.

3. Norexe KB, Pedersen AF, Carlsen AH, Bro F, Vedsted P. Mental well-being,
job satisfaction and self-rated workability in general practitioners and
hospitalisations for ambulatory care sensitive conditions among listed
patients: a cohort study combining survey data on GPs and register data
on patients. BMJ Qual Saf. 2019;28(12):997-1006.

4. NgV,Walsh A, de Silva N, Politi E, Grusauskas H. Striving for the best:
WONCA global standards for continuing professional development for
family doctors. Educ Prim Care. 2018;29(3):124-31.

5. Ericsson KA. Deliberate practice and acquisition of expert performance: a
general overview. Acad Emerg Med. 2008;15(11):988-94.

6. Armson H, Kinzie S, Hawes D, Roder S, Wakefield J, Elmslie T. Translating
learning into practice: lessons from the practice-based small group learn-
ing program. Can Fam Physician. 2007;53(9):1477-85.

7. Kjaer NK, Vedsted M, Hopner J. A new comprehensive model for Continu-
ous Professional Development. Eur J Gen Pract. 2017;23(1):20-6.

8. Brendt A, Sokolowski |, Olesen F, Vedsted P. Continuing medical educa-
tion and burnout among Danish GPs. Br J Gen Pract. 2008;58(546):15-9.

9.

10.

11

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

Page 9 of 10

Silver MP, Hamilton AD, Biswas A, Warrick NI. A systematic review of physi-
cian retirement planning. Hum Resour Health. 2016;14(1):67.

Thi Nguyen VA, Kénings KD, Scherpbier A, van Merriénboer JJG. Attract-
ing and retaining physicians in less attractive specialties: the role of
continuing medical education. Hum Resour Health. 2021;19(1):69.

Holm HA. Quality issues in continuing medical education. BMJ.
1998;316(7131):621-4.

van de Wiel MW, Van den Bossche P, Janssen S, Jossberger H. Exploring
deliberate practice in medicine: how do physicians learn in the work-
place? Adv Health Sci Educ Theory Pract. 2011;16(1):81-95.

Colthart I, Bagnall G, Evans A, Allbutt H, Haig A, llling J, et al. The effective-
ness of self-assessment on the identification of learner needs, learner
activity, and impact on clinical practice: BEME Guide no. 10. Med Teach.
2008;30(2):124-45.

Bellande BJ, Winicur ZM, Cox KM. Commentary: Urgently needed: a safe
place for self-assessment on the path to maintaining competence and
improving performance. Acad Med. 2010;85(1):16-8.

Le JV, Lykkegaard J, Pedersen LB, Riisgaard H, Nexge J, Lemmergaard J,

et al. Are formalised implementation activities associated with aspects of
quality of care in general practice? A cross-sectional study. BJGP Open.
2017;1(2):bjgpopen17X100737.

Narexe KB, Vedsted P, Bro F, Carlsen AH, Pedersen AF. Mental well-being
and job satisfaction in general practitioners in Denmark and their
patients’ change of general practitioner: a cohort study combining survey
data and register data. BMJ Open. 2019;9(11): e030142.

Schostak J, Davis M, Hanson J, Schostak J, Brown T, Driscoll P, et al. “Effec-
tiveness of Continuing Professional Development” project: a summary of
findings. Med Teach. 2010;32(7):586-92.

PLO. PLO Analyse. Medlemsundersagelse af de praktiserende laegers
eftruddannelse. 2018.

Reis T, Faria |, Serra H, Xavier M. Barriers and facilitators to implementing
a continuing medical education intervention in a primary health care
setting. BMC Health Serv Res. 2022;22(1):638.

Hanlon HR, Prihodova L, Russell T, Donegan D, O'Shaughnessy A, Hoey
H. Doctors’engagement with a formal system of continuing professional
development in Ireland: a qualitative study in perceived benefits, barriers
and potential improvements. BMJ Open. 2021;11(11): e049204.

Eliasson G, Lundqvist A. [Learning methods in general practice]. Lakartid-
ningen. 2019;116.

Overenskomst om almen praksis 2022, (2022).

Malterud K. Kvalitative forskningsmetoder for medisin og helsefag. 4th
ed. Oslo: Universitetsforlaget; 2017.

Neergaard MA, Olesen F, Andersen RS, Sondergaard J. Qualitative descrip-
tion - the poor cousin of health research? BMC Med Res Methodol.
2009;9:52.

Oftedal B, Kolltveit BH, Zoffmann V, Hérnsten A, Graue M. Learning to
practise the Guided Self-Determination approach in type 2 diabetes in
primary care: A qualitative pilot study. Nurs Open. 2017;4(3):134-42.
Malterud K. Systematic text condensation: a strategy for qualitative analy-
sis. Scand J Public Health. 2012;40(8):795-805.

Maher B, Farugui A, Horgan M, Bergin C, Tuathaigh CO, Bennett D. Con-
tinuing professional development and Irish hospital doctors: a survey of
current use and future needs. Clin Med (Lond). 2017;17(4):307-15.
Bedndr J. BJ, Michels NR,, Kalda R, Vajer P, Miftode R.,, Homar V., Ristovska
R. . Kolesnyk P. MM, Svab I. Current state of the evidence-base for effec-
tive continuous medical education for family medicine and general
practice https://euractwoncaeurope.org/sites/euractdev/files/docum
ents/publications/official-documents/cme-cpd-backup-document-final.
pdf: WONCA; 2021 [

Spurling GK, Mansfield PR, Montgomery BD, Lexchin J, Doust J, Othman
N, et al. Information from pharmaceutical companies and the quality,
quantity, and cost of physicians’ prescribing: a systematic review. PLoS
Med. 2010;7(10): €1000352.

Macdougall C, Epstein M, Highet L. Continuing professional develop-
ment: putting the learner back at the centre. Arch Dis Child Educ Pract
Ed. 2017;102(5):249-53.

McBride A, Collins C, Osborne B, McVeigh H. Does continuing profes-
sional development enhance patient care? A survey of Irish based
general practitioners : Successful implementation of mandatory CPD in
Irish General Practice. BMC Med Educ. 2022;22(1):220.


https://euract.woncaeurope.org/sites/euractdev/files/documents/publications/official-documents/cme-cpd-backup-document-final.pdf
https://euract.woncaeurope.org/sites/euractdev/files/documents/publications/official-documents/cme-cpd-backup-document-final.pdf
https://euract.woncaeurope.org/sites/euractdev/files/documents/publications/official-documents/cme-cpd-backup-document-final.pdf

Ibsen et al. BMC Medical Education (2023) 23:450

32. Wallenburg |, van Exel J, Stolk E, Scheele F, de Bont A, Meurs P. Between
trust and accountability: different perspectives on the moderniza-
tion of postgraduate medical training in the Netherlands. Acad Med.
2010;85(6):1082-90.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 10 of 10

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

e rapid publication on acceptance

e support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations

e maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC




	“We don’t need no education” – a qualitative study of barriers to continuous medical education among Danish general practitioners
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Background
	CME as expertise development and improvement of patient care
	CME benefits patients, GPs and society
	Barriers for participation in CME

	Methods
	Setting
	The current CME programme in Denmark
	Sampling
	Data collection
	Qualitative data
	Quantitative data

	Data analysis
	Qualitative data
	Quantitative data


	Results
	Quantitative results
	Qualitative results
	Barriers related to the individual GP
	Barriers related to the GP’s clinic
	Barriers related to the accredited CME activities offered

	Discussion
	Summary of main findings
	Hidden education behind the barriers?
	Strengths and limitations
	Comparison with existing literature
	Implications for the GP, the patient, and the future CME

	Conclusions
	Anchor 35
	Acknowledgements
	References


