Application of the Problem-Based Learning Model for
Continuing Professional Education: A Continuing Medical
Education Program on Managed Care Issues—Part II

Linda Mast, MBA, FACMPE

Abstract
Physicians must incorporate concepts of practice
management and knowledge of managed care into
their practices. Managed care presents an immediate
and challenging opportunity to providers of continu-
ing medical education to offer effective educational
programs for physicians on managed care issues. In
this exploratory research, the problem-based learning
model was used to develop a continuing medical
education program that would offer an interactive
and effective method for teaching physicians about
managed care. Problem-based learning is a departure
from the traditional lecture format of continuing
medical education programs because it is designed
for small groups of self-directed learners who are
guided by a faculty facilitator. Although only a small
number of participants participated in this program,
the findings offer important considerations for
providers of continuing medical education. For exam-
ple, participants reported increased confidence in
their knowledge about managed care issues. Partici-
pants also clearly indicated a preference for the small
group, interactive format of the problem-based learn-
ing model.
(Am | Man Care 1997;3:77-82)

he high value that society places on quality

l medical care is evident, as expenditures for
medical education and healthcare now repre-

sent 14% of the gross national product.’ Today, physi-
cians must perform successfully in multi-dimensional
roles, including those of clinician, patient educator,
and resource managei. In addition, the medical pro-
fession must be able to demonstrate that physicians
are being educated in ways that enable them to trans-
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late their knowledge into performance, recognize
their limitations, learn from their mistakes, keep up
with technology, and, ultimately, provide high-qual-
ity care at a reasonable cost.'

The rapid pace of technological advances, societal
pressures for assurance of competency, and the desire
of individual physicians to participate in lifelong learn-
ing all have fostered the demand for effective continu-
ing education programs for physicians. Continuing
medical education (CME) is an important component
of continuing education. In this exploratory study,
application of the problem-based learning (PBL)
model was implemented as an example of one impor-
tant option for consideration by educators who plan
CME programs.

Background

Traditionally, medical education has not been con-
sidered innovative. Many medical schools continue to
use the general curriculum format, based on Flexner’s
report in 1910, chat linked the practice of medicine to
its biological foundations.” Medical education still
generally relies on lectures, memorization, laborato-
ries, and heavy reliance on multiple-choice questions.
This tradition also is evident in the delivery of CME
programs. Although many CME programs now incor-
porate some presentations at “break-out” sessions of
small groups with special interests, the lecture style
typically is used for presentations.

Renschler and Fuchs® conducted an in-depth study
of physicians to examine the degree to which various
aspects of their education contributed to their current
practice. Physicians consistently reported that pre-
clinical education and formal CME programs contrib-
uted the least, whereas independent learning and
informal study groups were the most highly valued.

It appears that physicians’ work performance bene-
fits only minimally from the traditional CME format.
Nevertheless, for several reasons, physicians continue
to participate in CME programs. In addition to the
mandatory requirement in many states, there is an
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assumed high degree of self-motivation to partici-
pate.’ The format of the CME programs may not be
ideal, but research indicates that adults select learning
resources according to availability, rather than useful-
ness.’

Developing strategies to identify the most appro-
priate resources and creating a learning environment
to make the best use of those resources can increase
the effectiveness of education. It is clear that CME
providers are in a key position to structure educational
programs that will promote desited changes in medi-
cal practice behavior, and that will help physicians to
develop important self-directed learning skills, such
as self evaluation.

The Association of American Medical Colleges
(AAMC) Report of the Panel on the General Profes-
sional Education of the Physician and College Prepa-
ration for Medicine emphasizes that physicians are
aware of their need for ongoing education, and that
they participate in programs of continuing education.’
The AAMC also stressed that lifelong learning and
adapting medical practice to reflect new knowledge
and techniques will become increasingly important.
Thus, new CME models must be developed that
facilitate the enhancement of important skills, such as
handling interpersonal relationships and team work,
for professionals looking to broaden their responsibili-
ties.*

Some medical schools are implementing the PBL,
model, which offers opportunities for new CME pro-
gram design. Originally implemented at McMaster
University during the late 1960s, PBL. gradually has
been adopted at other medical schools, such as those
at the University of New Mexico, University of Sher-
brooke, Michigan State University, and, to a limited
extent, Harvard University.

The PBL curriculum has five key characteristics:
(1) the starting point is a problem; (2) the problem is
one that a physician is likely to face; (3) the subject
matter is organized around a problem, rather than
around a specific discipline; (4) students assume re-
sponsibility for their own education; and (5) most
learning occurs in small groups. Thus, PBL is consid-
ered to be student-centered and self-directed learning.7

The model and its emphasis on the learning proc-
ess of the individual parallels many aspect of the
competence model for continuing professional educa-
tion,” which ties practice relevancy to job function
and, based on an understanding of professionals in
their own setting, focuses on the individual. The PBLL
format meets the needs of working professionals, as
the accent on problem-solving activities fits well with
physicians’ practice environments. Physicians use re-

call, text books, and consultations with others to
gather information and solve problems on a daily
basis; PBL uses this format as well.?

At the University of Iowa, the Office of Consult-
ation and Research in Medical Education conducted
research to identify faculty concerns about implemen-
tation of PBL.? The highest levels of concern related
to costs relative to those of traditional lecture-based
instruction. The faculty also expressed concerns
about the adequacy of content range; student depend-
ence on the small-group environment; and its own
opposition, which was related to increased time com-
mitment required by those serving as group facilitators.

Many of these issues are important to CME plan-
ners. The significantly greater number of faculty re-
quired to offer a PBL.-model CME program than a
traditional program could affect the cost of providing
new programs. Conversely, the PBL structure lends
itself to offering participants attendance in small-
group programs close to their homes. Faculty program
facilitators could be recruited within a geographic
radius that would minimize travel and lodging ex-
penses. The use of small-group programs also would
give practicing professionals the opportunity to en-
hance interpersonal skills relevant to the work place,
and to receive peer evaluation about their program
participation.

PBL Model Program Design for CME

The PBL model provides a useful format for a
CME program. For this study, managed care was
selected as the program topic. Given the national
emphasis on healthcare reform, managed care is a
subject that will become increasingly important to
physicians, and postgraduate medical education will
have to integrate business-related topics into all as-
pects of training.'

Methodology. 'This study was not experimental;
rather, it was designed to explore a pilot CME model
for additional research. The model GCME program was
constructed for participation by subject groups of five
to eight physicians. Key components of the program,
including the tutorial objectives and the problem
based learning case, are given in Table 1. It was
targeted to physicians in rural settings who provide
primary care and who may have limited opportunities
to work in a small-group setting with colleagues. The
geographic area was a Midwestern city with a popula-
tion of 60,000 to 70,000.

Six individuals participated in the program. Five
were primary care physicians, and one was a faculty
member in a university-based health services man-
agement program. Two of the five physicians had
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been in practice for less than 5 years, one had been The course was presented in two sessions con-
practicing for 5 to 10 years, and two had been in  ducted 1 week apart. At the first session, participants
practice for more than 10 years. received resource materials (T'able 2) and completed

Table 1. Problem Based Learning Case: Objectives and Situation

VOL 3,NO. 1 THE AMERICAN JOURNAL OF MANAGED CARE 79



-+ HEALTHCARE POLICY DEVELOPMENT -

a pre-program questionnaire (Table 3). Participants
decided as a group how to use the materials so thatall
could acquire the information necessary to achieve
the learning objectives. In addition, they identified
areas in which their information needs were greatest,
as well as areas in which prior knowledge could be
shared with the group.

At the second session, the group participated in an
in-depth discussion and analysis of the issues pre-
sented in the CME program. As group facilitator, the
instructor had the responsibility of ensuring that each
participant demonstrated a contribution toward
achieving the learning objectives outlined for the
program. The participants completed a post-program

Table 2. Case Study Resources for Participants

Table 3. Pre-Program Questionnaire
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questionnaire designed to provide the CME planner
with information on the physicians’ perceptions of the
value of the program, and on possible revisions to
improve the quality of the course. This questionnaire
was similar to the pre-program questionnaire, except
that the first two questions were omitted and a final
question asking whether the format of this CME
program helped the participant to gain new informa-
tion relevant to his or her practice was added.

The instructor’s copy of the program and the tuto-
rial guide include brief summaries of key information
pertaining to each learning objective. References
were provided to the particular journal article or re-
source that supported the information.

For this study, three dependent variables were
analyzed: (1) physicians’ confidence level about their

knowledge of managed care; (2) their perception of

the relationship between cost and quality of care; and
(3) their relative preferences for traditional and prob-
lem-based CME presentation formats. The explora-
tory survey data collected before and after the
intervention were used to analyze the self-reported
data relating to the three dependent variables.

In this small sample of participants, there was a
reported increase in confidence regarding knowledge
of managed care issues pre- and post-program. Opin-
ions tegarding the relationship between cost and
quality of care remained mixed. While opinions on
the preferability of traditional CME education re-
mained divided in the pre- and post-program surveys,
participants did indicate a clear preference for the
interactive, small-group setting of the PBL. model, as
opposed to the traditional CME model.

Limitations of the Study

The self-report survey method of data collection
was chosen because it was easy to administer simplic-
ity and the participants required little or no training.
One advantages of the self-report method is its abilicy
to access information in areas that would otherwise be
extremely difficult to measure.'' A key disadvantage
is its vulnerability to distortion by the subject. Nev-
ertheless, a review of dependent variables used in
counseling research clearly indicates that self-report-
ing is the most frequently used.”

It is necessary to emphasize that the small number
of participants in this exploratory research prevents
the author from drawing specific conclusions. Despite
the limited sample size, this pilot study may encour-
age other CME providers to experiment with the
PBL model program as a means of teaching physi-
cians about managed care. Future application of this
model to larger subject populations will help to deter-

mine whether similar results can be duplicated in
other settings.

Conclusion and Recommendations

CME programs that integrate clinical practice with
aspects of resource management and patient educa-
tion require continuing professional education pro-
grams that promote self-directed problem solving and
opportunities for improved interpersonal relation-
ships. These outcomes can be achieved when pro-
gram planning incorporates new methods of
presentation, such as the PBL format.

When CME program planning uses the small
group, interactive format of PBL., participants have
the opportunity to become actively involved in dis-
cussions and relate the information to their individual
practice settings. Because PBL. encourages partici-
pants to integrate new information in ways that can
be applied in their practice, the link between infor-
mation theory retrieval and use of information must
be considered. The PBL model creates three condi-
tions that link information theory to the appropriate
retrieval and use of new information'®: (1) prior
knowledge is activated; (2) the context in which in-
formation is learned is similar to the context in which
it will be applied; and (3) students can elaborate on
the information, thus improving information process-
ing. The PBL format offers CME providers a program
design that incorporates the audience’s preferred
learning style—the small study group—with the op-
portunity for participants to relate new information
directly to a context that will be relevant to their daily
professional environment.

As a leader in the field of continuing professional
education, the American Medical Association exerts
substantial influence on the content of programs ap-
proved for CME credit.'? In today’s healthcare envi-
ronment, it is important to incorporate into curricula
a broader study of societal issues, which many pro-
fessionals currently lack.* Thus, physicians should
receive CME credit for participating in programs that
incorporate business-related topics into their con-
tinuing professional education.
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