Continuous Professional Development

PACman and Mrs MOPS

lan St George

Why do so many of us have a sneak-
ing feeling we are barking up the
wrong tree with these recertification
activities, participating for the sake of
appearances rather than really for the
sake of self-improvement? For that is
the feeling out there in the real world.
It is easy for those of us who inhabit
the inner circles of Faculty Boards,
IPA boards, academic departments
and College Council, peopled by sup-
porters and devotees and converts, to
be smug, to feel secure in the right-
ness of what we are doing.

But there is resistance to many
MOPS activities and the rising cost
of compliance with third party re-
quirements. It is smothering modern
general practice, and that is not what
it was intended to do. Read Roger
Neighbour, for instance:

People at the top of the power
pyramid — politicians, managers,
regulators, the devisers of guidelines
and protocols — wish, for the best rea-
sons, to make those of us at the bot-
tom buck our ideas up in the name of
raising standards. Unfortunately, be-
cause they are too busy to understand
the complexity of what we do (or too
besotted with innovation), the top peo-
ple resort to oversimplified rules and
models, whose rigidity stifles vitality,
undermines common sense, and saps
motivation. On every problem, so the
Zeitgeist would have us believe, a so-
lution must be imposed. But now the
proliferation of solutions, each under-
standable in its own local context, has
itself become the problem; enforcing
improvement is the greatest obstacle
to securing it.” (BJGP 2001; 51: 514).

A recent correspondent told me,
“The silly part is that | am far from the
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only one who finds the (College’s) doc-
trinaire approach a bit like joining
Rotary, or the Freemasons, or a reli-
gious order. It's great, if you are that
way inclined.” But many of us aren’t.

Certainly, isolated doctors are
more likely than others to deterio-
rate in competence. Equally certainly
in the past doctors who taught, who
attended CME, who did clinical au-
dits, who undertook research (you
know the list) were shown to have
high clinical standards. They were
also the ones who did the research
on the association between partici-
pation and standards. Why not then
(the MOPS argument goes) insist
everyone participates, so everyone
will achieve high clinical standards?
Well, because that argument is logi-
cally flawed, that’s why not.

Let’s say we have two groups of
GPs — Group A participates in CME,
audits, patient satisfaction surveys
etc. and shows (let’s say) 80% of its
members have high standards of

ready practising to a high standard
by employing different methods.
The concept of continuous qual-
ity improvement (CQI) was borrowed
after development in Japanese car fac-
tories, where people worked alongside
each other, observing and overseeing
each other’s work. The theoretical
model shows a gaussian curve of qual-
ity range shifting completely to the

practice. Group B
doesn’t do those
things, and the
Group A research
shows only 60% of
Group B members
have high standards

We need some kind of
guidelines or the fringe
practitioners will claim
points for colour
therapy conferences

right as a result of
CQIl. But how appli-
cable to general
practice is such a
model really? We
practise in relative
professional isola-
tion, unobserved,

of practice.

Clearly (if the research was truly
unbiased) Group A is on average bet-
ter than Group B. The inference that
Group A’s activities, if applied to
Group B, would bring them up to
80% would rely on a cause-and-ef-
fect that may not be true. The sug-
gestion that Group B should partici-
pate in those activities ignores the
fact that 60% of Group B were al-
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overseen only at a distance. Has any-
one shown our gaussian curve shifts
atall? Or if it does, that the ‘low qual-
ity’ tail improves?

CME doesn’t work very well in
changing behaviour, we all know that.
And anyway many find the College
guidelines for approving CME doctri-
naire and patronising. | like listening
to lectures, | don’t need ‘balance’ in



presentations (I am old enough to pro-
vide my own balance to counter an
unbalanced presenter). The evidence
for the College guidelines is slim when
you look at it — yet | acknowledge we
need some kind of guidelines or the
fringe practitioners will claim points
for colour therapy conferences.
Assessing one’s own learning
needs is quite inaccurate, as Jocelyn
Tracey showed. Years ago this point
was made and the ingenious but in-
genuous ‘triadic method’ was
mooted. But why do we continue to
reward the isolated preparation of a
‘professional report and plan’?
Popularity with one’s patients does
not signify clinical competence — we
all know genial fools. So why do we
require DISQ/BPPQ? What does it re-

best is informal consultation with col-
leagues in the corridor, at lunch or
over a beer.

Next best is reading journals. Sure
| tot up the hours of CME (most of it
not ‘approved’) and | try to do some
audits, but | gain nothing from the
exercise apart from mildly obsessive
satisfaction with the symmetry of the
numbers.

Actually, when | ask around, there
are a lot of academic GPs and Col-
lege leaders in the same position.

I don’t have any major argument
with the College regarding partici-
pation in MOPS activities as a good
thing, a bonding collegial activity,
fun, or whatever. But there is another
small issue and it’s called Section 63
of the Medical Practitioners Act 1995.

ally measure? How
was it validated, and
was any correlation
with clinical compe-
tence ever demon-
strated?

Popularity with one’s
patients does not
signify clinical
competence.

It requires that
by 1 July this year
we were all enrolled
in a recertification
programme that
would ensure (my

There are those
who wish to determine a minimum
clinical load (three-tenths, say) re-
quired for MOPS. We will have trou-
ble applying such a criterion to part-
timers —academics, managers, moth-
ers, retired piece-workers etc. —whose
Fellowship should be associated with
continuing vocational registration for
their sakes and ours.

These Fellows may not be doing
three-tenths clinical work, and may
not be able to do realistic audits. We
can’t in all sincerity go on letting them
count activities like bringing up chil-
dren, publishing research, participat-
ing in pilot reviews of their premises
and systems, lecturing, managing etc.
as evidence of clinical competence;
and the solution is not to ‘demote’
these groups to general oversight.

I learn best when | become aware
of a learning need during a consulta-
tion, and I look it up on the web or in
my Harrison, read it and remember it.
Theoretically perfect learning: prob-
lem-oriented, temporally related to the
problem stimulus arising, instant re-
sponse, effective assimilation. Next

italics) that we were
competent to practise general prac-
tice (and hey, listen, that means the
clinical medicine of general practice
—the Act is about protecting the pub-
lic).

Such a programme (read it in S63)
may require us to pass an examina-
tion, complete a period of practical
training, undertake a course of in-
struction, permit another registered
health professional to examine our
clinical practice, our relations with
other health professionals and our
records, undergo an inspection or as-
sessment, adopt and undertake a sys-
tematic process for ensuring our serv-
ices are of an appropriate quality, or
“anything else the (Medical) Council
considers appropriate”. No mention
there of a lot of the activities of
MOPS.

Are we out of Kilter with the
meaning of the Act? Have we mis-
read the intentions of the lawmak-
ers? Not really: MOPS was in place
before the advent of the Act, and that
may be the problem. It was set up to
bolster collegiality, to transfer to a
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professional discipline the industrial
concept of continuous quality im-
provement (however appropriately).

It began before, but developed
along with the 1990s reforms, with
the application of business principles
to medicine. It was not set up to en-
sure competence. MOPS can never
ensure that we are competent. MOPS
is a range of activities, many of which
used to be associated with high lev-
els of clinical competence when only
people with high levels of clinical
competence participated in them.

We don’t know what to do with
those who ‘fail’ or refuse to partici-
pate in MOPS, and we are not keen
to report them to the Medical Coun-
cil as incompetent and needing a
competence review.

The answer

The solution might be to offer two
kinds of College recertification pro-
gramme: a Fellow could choose ei-
ther for the purposes of maintaining
Vocational Registration.

1. MOPS:
At least 3/10 clinical practice,
PRP, DISQ/BPPQ, CME, audits,
etc. in a cycle as at present.

2. Periodic Assessment of Clinical

Competence (PAC):

No diary keeping, no required in-
terval activities — just an assess-
ment every five years. The assess-
ment might include the MCQs of
Primex, and a practice visit that
combined the current Fellowship
visit with some of the activities
in the Medical Council’s compe-
tence reviews (case-based oral, for
instance). Realistically those
choosing this path would con-
tinue to keep up in the ways they
always did, and that might in-
clude formal CME. But if we ac-
cept PAC is a pure assessment-
based pathway, we should not de-
feat its purpose by requiring them
to engage in any such activity.
The assessment would of course
go further, and provide a forma-
tive feedback that informed Fel-

311



Continuous Professional Development

lows of their educational needs
(much more accurately than the
current professional report and
plan), and guided them in their
interval activities.

Funding

The portion of the annual sub that
goes to support MOPS would have
to be made available to those choos-
ing PAC, but otherwise participants
would pay (as MOPS participants do
for CME and audit tools now).

Registration

The concept of PAC is acceptable to
the Medical Council’s Education
Committee.

Failures

1. Those who ‘failed’ MOPS (i.e. did
not keep an adequate diary of their
activities etc.) would have an av-
enue for proving their compe-
tence.

2. Those who ‘failed’ a summative
PAC might have a chance to ap-
peal or to resit after a period of
focussed education and updating,
but if the ‘fail’ were maintained
(or was especially bad) they would
have to accept general oversight,
or referral to the Medical Coun-
cil’'s competence section. If a Fel-
low were to dispute a finding of
incompetence on the basis that we
did not have any proven reference
thresholds for competence we
would have to defend our judge-
ment; | have no doubt we could do
that on the basis that the assess-
ment tools are used elsewhere in the
College processes (and thus in turn
to advise the Medical Council), are
used by the Medical Council for its
competence reviews, and are used
overseas for the same purposes.

Shortcomings

Any assessment must be valid, reli-
able and practical. No method is per-
fect, but using a range of methods
reduces the likelihood of unfair fail-
ures or improper passes. PAC would
have shortcomings: so does MOPS.
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Established GPs wanting to join
the College

This method could be used to assess
the competence of new applicants for
College Fellowship from established
general pratitioners. Our current re-
quirements that they participate in

AVE activities could be criticised in
the same way as MOPS.

Conclusion

The College should explore offering
a choice of MOPS or PAC to Fellows,
and offering a choice of AVE or PAC
to new entrants from abroad.

A comment from Philip Barham

Dr Philip Barham, the doyen of continuing education for general practice in
New Zealand, was the foundation Director of the Goodfellow Unit in the
University of Auckland. He is now an elected member of the Medical Council.

Very early in the development of
what has become the current MOPS
programme there was a debate about
the purposes of any professional de-
velopment programme. The College
came down heavily in favour of the
continuous improvement model
(CQI) as against a system of trying
to identify the ‘bad apples’. This was
seen as having the potential to shift
the whole curve to the right and
even dragging the tail up with it.
There is also evidence that any
system which measures people
against a minimum standard can
actually drag down the standard of
the group as a whole.

Dr St George’s suggestion avoids
both of the problems above, as well
as giving some added bonuses.

First, what we know and can do
is not necessarily what we do do. |
have certainly learned new and bet-
ter ways of doing things, but when
the opportunity to put them into
practice came along, | have reverted
to my old habits and only remem-
bered later that | had learned a bet-
ter way. Second, the content of our
practices varies. An assessment of
our current practice will put the em-
phasis on the things we are doing
without us having to show our ex-
pertise in areas we rarely have to
deal with. So it will be entirely rel-
evant to our particular practice.

Of course there are things which
we must keep on top of even though
they may be seen only rarely. In ad-
dition, there are always new devel-
opments of which we must keep
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abreast. For this reason | am not sure
that sitting Primex is the best option
for established practitioners.

| would rather see a paper which
combines some questions on the rare
but important emergencies in gen-
eral practice, with some questions on
recent developments. This would
help to ensure that practitioners were:
= good at what they are doing
e able to deal with those rarer

emergencies and
* keeping abreast of the recent de-

velopments.
This would be much more relevant
for the purposes of the Act as well
as both easier and more relevant for
the practitioners.

Finally, | recently heard some sur-
geons mention that they had
collegaues who might not do a pro-
cedure for two or three years but would
then do it perfectly, while others could
do it every day and still not do it well.
I suspect the same is true for GPs. What
we do is what is important, not how
much time we spend doing it.

I am sure some very good GPs
would be disadvantaged by a three-
tenths minimum requirement. The
above assessment proposal would de-
tect part-timers who were not perform-
ing well without an arbitrary time fac-
tor having to be introduced.

Incidentally, | would change the
name to Periodic Assessment of Per-
formance (PAP) rather than PAC as
the assessment of performance
would be the main factor rather
than the paper section which is the
only competence component.



A comment from Lorna Martin

Lorna Martin is the Chairperson of the RNZCGP Professional Development Committee

Continuous Professional Development

It is very stimulating for all general
practitioners to consider the impli-
cations of the Medical Council’s ex-
pectations. Dr lan St George raises
some interesting concepts. He favours
the format of a Competency Assess-
ment on a regular basis (he mentions
a five yearly cycle), rather than the
present RNZCGP/MOPS focus on a
continuing quality improvement
process.

The RNZCGP endeavours to encour-
age collegiality, helping each other to
improve our ability to practice medi-
cine, evidence-based and acceptable
when subject to peer review.

Competency is a concept that
sounds simple, but proving it is a path
littered with explosives. What is com-
petency in terms of the practice of fam-
ily medicine?

What parameters define a compe-
tent general practitioner, and from
whose viewpoint, the doctor, his or her
peers, or the general public, the con-
sumer? Can competency be assessed
using only a few methodological ap-
proaches as indicated in the PAC con-
cept?

In a recent article Patterson,
Fergusson et al (BMJ 2000; 50:188-
193) reviewed the competencies
deemed important for a general prac-
titioner. They identified three areas
of competency that,

Patient feedback (DISQ/BPPQ)
may not always be palatable, but it
does allow us, as doctors, to see our-
selves as others see us. Do we listen
to the patients empathically, involve
them as much as possible in deci-
sion making, and encourage them to
achieve ‘informed’ understanding of
the issues surround-

Should it be
more  in-
tense; should
it be less?
Remember
that being
competent is being ‘properly quali-
fied to do’ Would you, as a patient,

expect more from a

ing their health prob-
lems? Examinations
of the doctor avoid
this aspect of medical
care. Mrs MOPS does
not.

Peer involvement
and review is accepted

Competency is a
concept that sounds
simple, but proving

it is a path littered
with explosives

senior general practi-
tioner than a regis-
trar? And if a 15 year
plus general practi-
tioner failed the ex-
amination, is he/she
incompetent or did

by all medical colleges as a valid tool
to measure the behaviour of one in-
dividual against the norm of a group
of his/her peers. What would ‘Dr Av-
erage’ do in this specific situation? In-
volvement in peer groups on a regu-
lar basis exposes doctors to the op-
portunity for comparison of their
practising habits.

There is evidence that contact with
other doctors is the most effective way
to change behaviour. At least this is
so for those doctors who are open to
the learning process. This is well docu-
mented (references available if re-
quested). Small group discussion can
be effective provided the doctor is

open to looking at

to the researchers,
were important in
practice. These were:
1. interpersonal

2. diagnostic

3. management
These areas all in-
volve the doctor and

Patient feedback may
not always be palatable,
but it does allow us, as
doctors, to see ourselves
as others see us

his/her practice.
Competency isa
concept that most
doctors aspire to
achieve and main-
tain, however that
is defined. Itis, | be-
lieve, difficult for

the patient. Each views competency
from a different perspective. PAC has
a strongly doctor or medical perspec-
tive. But what of the patient’s view?
This is not assessable from an ex-
amination, or from a review of the
medical notes.

an examination to assess competency
in the multifactorial occupation called
‘general practice of medicine’

Is the examination that is set to
the required standard for passing
Primex an adequate standard for an
experienced general practitioner?
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they simply not have
time to look up the relevant data, as
they would have in their rooms?

As for the actual examinations
that PAC offers, are they validated
for experienced doctors? Do they al-
low for the variety of types of prac-
tice that doctors provide.

It appears to me that if the ex-
amination is set at the level of the
Primex examination it could be ac-
cused of setting a minimal standard
that has not been validated or
benchmarked for experienced gen-
eral practitioners.

Remember that by establishing
competency or its absence, one
places the Medical Council in the
situation of having to do something
about it. At present the Medical
Council has accepted the MOPS par-
ticipation programme as evidence of
an activity suitable to maintain vo-
cational registration.

Dr St George may be correct in
that the system may change and re-
quire more than participation. How-
ever, it may not. The College is not
looking to bury its head in the sand,
but it is aware that there are multi-
ple stresses on all doctors.

Maintaining vocational registra-
tion (and obtaining it) needs to be
available and as stress-free as possi-
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ble. But it also has to show that the
doctors are aware of all the aspects
intrinsic to the consultation, after all
that is what we do all day.

The College acknowledges that
not all doctors have the same needs;
some doctors may well prefer to sit
an examination as part of the re-
quirements for the Medical Council.
MOPS would have little difficulty
adjusting to this being a possible
pathway to fulfil some of the require-
ments (once the examination has
been validated to show that it is a
reliable tool). To return to the main
focus of the CQI based MOPS pro-
gramme, participation demonstrates

intent to achieve quality improve-
ment, it sets no pass/fail, it sets no
penalties. It encourages the use of a
wide variety of methods to partici-
pate in quality improvement. There
are few limitations to personal
choices; special interests are encour-
aged. What is so onerous?

The College looks forward to a
healthy debate of the issues. The
feedback from a large number of
Fellows involved in the MOPS pro-
gramme is that it is easy to follow,
no major stress to achieve the re-
quirements, and that the proposed
compulsory elements are all relevant
to general practice. The MOPS focus

is quality improvement not compe-
tency assessment. The proposed PAC
potentially puts doctors’ ability to
maintain vocational registration di-
rectly at risk; a pass or fail could have
far reaching consequences. Do we not
need to be given more information
before PAC can be considered more
seriously? No mention has been made
of the cost to individual doctors to
participate in this programme. Fi-
nally, the RNZCGP promotes profes-
sional development. This is multifac-
torial and appropriate to the prac-
tice setting, and more appropriate to
the development of general practice
as a true specialty in its own right.



