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Summary
This study focuses on the acceptance of an educational programme for GPs consisting of
audit and feedback combined with peer group discussion. It was studied whether
programme characteristics such as topic discussed or the method of feedback used influence
its acceptance by GPs. Furthermore the influence of aspects of the group approach used, the
quality of the group discussion and the climate in the group, was assessed. Existing
pharmacotherapy counselling groups received the newly developed educational programme
on asthma treatment (12 groups) or the treatment of uncomplicated urinary tract infections
(12 groups) during two of their regular meetings. A structured questionnaire was used to
assess the participants’ evaluation of the educational strategy. The importance of the
programme was more seen by the groups using the asthma programme than the groups
using the UTI programme. A more positive overall appreciation of the programme
depended more on the perceived quality of the group discussion than on the type of review
or feedback used. In general this quality was higher in smaller groups. In addition, the topic
discussed influenced the appreciation of specific meetings, but was not decisive for the
GPs’ general acceptance of the educational strategy.
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7.1 Introduction

During the last years, much attention has been paid to the development of
educational programmes to implement evidence-based guidelines in medical
practice and to promote behavioural change. Recent overviews of systematic
reviews of educational interventions indicate modest and mixed improvements in
performance as a result of such interventions 1,2. It is not always clear why a
specific educational approach is successful or not. The varying levels of
improvement may be the result of the extent to which educational programmes
address specific barriers to change and the extent to which the content of the
programme meets the real needs of physicians 3-6. Barriers to change may exist
because of GP characteristics or characterstics of the practice setting 3,4. Other
possible explanations why some interventions are effective and others not relate to
components of the approach used, the targeted group or the method of delivery 7.
Factors identified so far as important for the impact of an educational intervention
are the message itself, the credibility of the messenger, and the attractiveness of the
information as perceived by the targeted group 7,8. Acceptance and appreciation of
the educational strategy by the targeted group may be important modifying factors
for its effect 9. Testing the acceptance of isolated educational programmes is quite
common, but not much is known regarding the relationship between the
characteristics of the educational programme or strategy and its acceptance.

This study focuses on the acceptance of an educational programme for GPs,
consisting of audit and feedback combined with peer group discussion. Firstly, it is
studied whether programme characteristics, such as the topic discussed or the
method of feedback used influence its acceptance by GPs. Secondly, the influence
of several aspects of the group approach is studied. Two general characteristics
were identified as being important for the group approach, i.e. the quality of the
group discussion and the climate in the group 10,11. The quality of the group
discussion refers to the extent to which the discussion is adequately structured and
relevant issues are addressed. The climate in the group refers to aspects such as
feeling free to give ones personal opinion and the presence or absence of members
who dominate a meeting. Group size and the frequency with which groups meet
have been identified as possible predictors of these general characteristics 12, and
their impact on the group approach will be studied as well.

Credibility of the content and the messenger is not an issue in this study. The
core messages have been based on national guidelines, which are well accepted in
general practice 13-16. The educational programme is embedded in an existing and
well appreciated structure for pharmacotherapy counselling in The Netherlands in
primary health care 10,17.
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7.2 Methods

This study is part of the European Drug Education Project (DEP). The educational
programme and the instruments used in this study were developed jointly by the
members of this international project.

7.2.1 Educational programme
Educational programmes were developed for two topics, i.e. asthma treatment and
the treatment of uncomplicated urinary tract infections (UTI). Pharmacotherapy
counselling groups used one of these programmes during two of their regular
meetings. The content of the educational meetings is described in detail elsewhere
9,18,19. Relevant for the study described here is that the educational programme was
developed to overcome specific barriers to change, in particular GP related
barriers like competence, motivation and attitudes. Besides strategies to increase
knowledge, two feedback methods were used to increase the GPs insight, i.e.
understanding the guideline and becoming aware of discrepancies between the
guideline recommendations and ones own performance 3,20.

The major component of the first meeting was to discuss individualised
feedback on the decision strategies underlying treatment decisions, so called
decision-strategy feedback 19,21. Using series of 18 case vignettes, case
characteristics triggering specific treatment decisions were identified for each GP.
During the second meeting feedback on the outcome of the decision making
process, prescribing behaviour, was given. Prescribing data of a 6-months period
were used for this purpose. Although all feedback was provided on an individual
level, it was presented and discussed during group meetings.

7.2.2 Study population
Existing pharmacotherapy counselling groups of general practitioners and
pharmacists were recruited for a study evaluating the impact of an educational
programme 9. The groups knew that the subject of their educational meetings
would either be the treatment of asthma or UTI. Twenty-four of the 98 invited
local counselling groups were willing to participate in the study and received the
educational programme after random allocation into one of both study arms.
Twelve groups received the programme on asthma treatment whereas the other 12
groups received the programme on uncomplicated urinary tract infections. Group
characteristics are presented in table 7.1. Characteristics of the non-response
groups were collected for reasons of comparison.

7.2.3 Questionnaire
A validated questionnaire providing information on the participants’ evaluation of
the quality of the group discussion and their evaluation of the climate in the group
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was used after both meetings 10. The questionnaire contained 16 statements to
cover these aspects and the participants had to indicate on a 6-point scale whether
they ‘disagreed’ (fully disagreed = 1) or ‘agreed’ (fully agreed = 6) with the
statements. Furthermore, after the first meeting the participants were asked to
indicate on a 6-point scale, if they saw the importance of the educational
programme, and what their opinion was of the feedback on their decision-strategy.
After the second meeting they were asked for their opinion of the feedback on
prescribing behaviour (6-point scale). Finally, the participants could indicate
whether they would like to make use of this type of educational programme again
for other subjects (yes/maybe/no). The questionnaire was completed anonymously
by the individual participants.

7.2.4 Analysis
As the educational programme was used by groups of GPs, all data were analysed
on a group level. Questionnaires completed by pharmacists were not included in
the analysis. Student’s t-tests were used for comparing scores of the asthma
programme with those of the UTI programme. Comparisons within a programme
were conducted by use of paired t-test.

To assess the influence of group size and frequency of the meetings on the
evaluation of the quality of the group discussion and climate in the group of both
meetings, a stepwise multiple regression analysis was performed. A stepwise
multiple regression analysis was also performed to assess which factor(s)
determine if participants want to make use of a comparable programme for a
different subject using the following steps: 1) quality of the group discussion
(average of both meetings), 2) climate in the group (average of both meetings), 3)
subject discussed, 4) acceptance of feedback on decision-strategy (average score),
or 5) acceptance of feedback on prescribing behaviour (average score). The
answers to the question if a participant wants to make use of a comparable
programme (no/maybe/yes) were coded as 0, 1, or 2 for this analysis and averaged
per group.

7.3 Results

The average number of GPs per group was comparable for the asthma- and UTI-
groups, but not all GPs were present during the meetings (table 7.1). The number
of GPs in the UTI groups present during the second meeting was significantly
lower than during the first meeting. All participating groups have regular meetings,
often 6 to 11 times per year. A comparison with the non-response groups showed a
similar average number of GPs per group (8.8 (SD 3.1)), whereas the frequency of
group meetings was somewhat higher in the participating groups (data not shown).
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Table 7.1 Characteristics of groups and the educational meetings

Asthma
(n=12 groups)

UTI
(n=12 groups)

Total number of GPs 90 91

Average number of GPs/group 7.5 (SD 2.3) 7.6 (SD 2.4)

Average number of GPs present/group
first meeting
second meeting

6.8 (SD 2.6)
6.2 (SD 2.1)

 6.8 (SD 2.1) º
5.9 (SD 2.7)

Frequency of meetings (number of groups)
1-5 times/year
6-11 times/year
>11 times/year

2
9
1

3
8
2

Average % GPs with feedback
decision-strategy
prescribing behaviour

 88.8 (SD 13.4)+

92.1 (SD 10.5)
 45.4 (SD 21.3)
95.1 (SD 8.7)

Average response rate questionnaire/group
first meeting
second meeting*

85.9 (SD 13.7)
63.9 (SD 26.0)

90.6 (SD 19.1)
68.5 (SD 36.4)

* questionnaire available for 11 asthma groups and 10 UTI groups
+ significant difference between asthma- and UTI-groups. Student’s t-test, 2-tailed, p<0.05
º significant difference between first and second meeting in UTI groups. Student’s t-test,
paired, 2-tailed, p<0.05

The questionnaire to assess the participants’ acceptance of the educational
programme was used in all groups after the first meeting (table 7.1). The response
rate after the second meeting was significantly lower, because the second meeting
was cancelled in one UTI group and two other groups (1 asthma and 1 UTI) forgot
to complete the questionnaires.

Less than half of the GPs using the UTI programme received feedback on their
decision-strategy, a significant lower percentage than GPs using the asthma
programme (table 7.1). Analysis of decision-strategy is only useful if a GP
prescribes different treatments for the same indication. In case of the treatment of
UTI, many GPs prescribed the same treatment for every UTI case vignette, making
analysis of the decision-strategy and provision of feedback superfluous. However,
in all groups there was a discussion around feedback on decision-strategy as in all
groups at least three members received feedback on their decision-strategy.
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Feedback on prescribing behaviour was provided to more than 90% of the GPs
during the second meeting.

Both feedback methods were well accepted; all positive items scored on
average in the upper half of the scale, whereas scores on negative items were in the
lower half (table 7.2). The asthma groups, however, evaluated both feedback
methods as less boring and less superficial than the UTI groups. Furthermore, the
asthma groups judged feedback on decision-strategy as more useful. The
acceptance of both feedback methods within an educational programme showed
almost no differences. The asthma groups only evaluated the decision-strategy
feedback as easier to handle than feedback on prescribing behaviour.

Table 7.2 Acceptance of different elements of the educational meetings
(mean (SD))

Asthma (n=12) UTI (n=12)
Feedback on boring 1.87 (0.30) 2.79 (0.64)‡

  decision-strategy useful 4.67 (0.35) 4.12 (0.51)‡

easy to handle 4.24 (0.41)+ 4.38 (0.52)
superficial 2.52 (0.43) 2.88 (0.37)‡

overall score** 4.63 (0.26) 4.21 (0.37) ‡

Feedback on boring 2.05 (0.54) 2.59 (0.31) ‡

   prescribing behaviour* useful 4.32 (0.71) 4.15 (0.57)
easy to handle 3.74 (0.55) 4.27 (0.70)
superficial 2.60 (0.50) 3.16 (0.52)‡

overall score** 4.35 (0.37) 4.17 (0.33)

* questionnaire available for 11 asthma groups and 10 UTI groups
‡ significant different from evaluation in asthma programme; Student’s t-test, unpaired, 2-
tailed, p<0.05
+  significant different from evaluation of feedback on prescribing behaviour in asthma
programme; Student’s t-test, paired, 2-tailed, p<0.05
** average score after recoding of negative items (‘boring’, ‘superficial’)

The characteristics of the group process were, in general, evaluated positive
(table 7.3). The quality of the group discussion was perceived equal for both
meetings and both programmes. Only in the asthma groups a difference was seen
in the evaluation of the climate between both meetings; the second meeting scored
significantly lower. The scores given to the climate in the group were comparable
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Table 7.3 Appreciation of quality of the group discussion and climate in the
group of both meetings and educational programmes (mean (SD))

Asthma (n=12) UTI (n=12)
Quality of group discussion first meeting 4.42 (0.36) 4.37 (0.43)

second meeting* 4.31 (0.47) 4.26 (0.63)

Climate in the group first meeting 4.95 (0.21) º 4.95 (0.35)
second meeting* 4.82 (0.25) 4.80 (0.51)

* questionnaire available for 11 asthma groups and 10 UTI groups
º significant difference between first and second meeting in asthma groups. Student’s t-test,
paired, 2-tailed, p<0.05

Table 7.4 Group characteristics influencing the quality of the group
discussion and the climate in the group (average of both meetings)
(regression analysis)

Quality of the group discussion
(Beta)

Climate in the group
(Beta)

Group size* -0.55 (p=0.01) -0.48 (p=0.03)

Frequency of meetings n.s. n.s.

                 R2 0.30 0.28

* group size = average number of GPs present/group during both meetings
n.s. = not significant

in the asthma and UTI groups, but significantly higher than scores given to the
quality of the group discussion.

The quality of the group discussion and the climate in the group during both
meetings depended on the group size; the fewer GPs were present, the higher the
scores given (table 7.4). The frequency of regular group meetings did not influence
these group process characteristics.

Groups using the asthma programme were more convinced of the importance
of the educational programme (5.09 (SD 0.43)) than groups using the UTI
programme (4.39 (SD 0.87)) (Student’s t-test; 2-tailed, p<0.05). On average 88%
and 86% of the GPs/group in respectively the asthma- and UTI groups might like
to make use of a comparable programme again for a different subject (table 7.5).
Seventy-five percent of the variation between the groups regarding this aspect
could be explained, to a great extent by the quality of the group discussion (table
7.6). The higher the score given to the quality of the group discussion, the more
GPs wanted to make use of a comparable programme again. The climate in the
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group seems to have an opposite effect; the higher the score, the less they wanted
to make use of a comparable programme again.

Table 7.5 Use of a comparable programme in future for different subject
(% GPs/group (SD))

Asthma (n=11) UTI
(n=10)

Make use of comparable yes 0.61 (0.32) 0.49 (0.33)
programme for maybe 0.27 (0.19) 0.38 (0.27)
different subject no 0.13 (0.22) 0.12 (0.21)

Table 7.6 Factors determining if a group wants to make use of a comparable
programme again (stepwise multiple regression analysis)

Beta (p-value)
Quality of group discussion 1.06 (p<0.0001)
Climate in the group -0.54 (p<0.005)
Appreciation of feedback on decision-strategy n.s.
Appreciation of feedback on prescribing behaviour n.s.
Subject (asthma/UTI) n.s.

R2 0.75

n.s. = not significant

7.4 Discussion

The UTI programme was less appreciated than the asthma programme. This might
be due to several factors. Firstly, the groups using the UTI programme were less
convinced of the importance of the educational programme than groups using the
asthma programme. All participating groups were existing and used to discussing
pharmacotherapeutic subjects. Although groups were excluded from the study if
they discussed asthma or UTI during the two years before the study, most
pharmacotherapy counselling groups probably discussed the treatment of UTI in
an earlier stage 22. As no important changes have been made in recommendations
concerning UTI treatment since the publication of the Dutch guideline in 1989,
this subject will be less interesting for many groups. This may also explain the
lower attendance rate of the GPs at the second UTI meeting. Another difference
between the asthma and UTI programme was the low percentage of GPs receiving
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individual feedback on their own decision-strategy in the UTI groups. This most
likely influenced the acceptance of this feedback method in the UTI programme.

The two feedback methods did not differ much in their appreciation. Only
within the asthma programme, feedback on prescribing behaviour was evaluated as
less easy to handle as compared to the decision-strategy feedback. In the asthma
programme, feedback on prescribing behaviour consisted of figures showing
numbers of patients receiving a certain treatment. Such feedback is not commonly
used and may raise questions regarding the utility of the data 23. Case vignettes
may then be seen as more clearly related to daily practice and therefore more easy
to handle.

In the UTI groups, no difference in acceptance of both feedback methods was
observed. The feedback on prescribing behaviour in these groups, however, mainly
consisted of the number of specific drugs prescribed instead of the number of
patients receiving a specific treatment. GPs are more familiar with this form of
feedback on prescribing behaviour 10.

No differences were seen between the asthma and UTI groups in the perceived
quality of the group discussion and the climate in the group. These aspects were
evaluated comparable in both educational programmes. In general, the evaluation
of the first meeting was somewhat more positive than the second meeting. This
might be due to a better preparation of the first meetings. One preparatory meeting
was held with the moderator(s) of the group to prepare both meetings. This
meeting closely preceded the first meeting. Furthermore, during the first meeting a
member of the research team was present to give some background information on
the study and to help discussing the decision-strategy feedback if necessary. No
research team member was present during the second meeting.

The participants were somewhat more satisfied with the climate in the group as
compared to the quality of the group discussion. High scores for climate in the
group are indicative of an open discussion and free-flowing debate. As all groups
participating in this study are existing groups used to have regular meetings for
discussing pharmacotherapeutic subjects, this is not surprising. Another study also
showed that members of well-established groups were more positive than members
who attended a first meeting 11.

The number of GPs present during the educational meetings varied from 4 to
12. Our results showed, in line with the findings of Beatson et al who suggested an
optimal number of 5 to 6 members for peer review groups, that especially in
smaller groups the participants were satisfied with the quality of the group
discussion as well as the climate in the group 12. Beatson et al also suggested that a
minimum number of five group meetings each year is needed for peer groups. We
were not able to confirm this finding and did not find a relation between the quality
of the group discussion or climate in the group and the frequency of their group
meetings. However, to assess the frequency of group meetings in our study, a
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rough measure was used; most groups stated they had 6 to 11 meetings per year,
whereas only five of the twenty-four groups had meetings less often.

The answer to the question if the participants would like to make use of a
comparable programme again for a different subject indicates of the overall
acceptance of the educational programme. Whether GPs wanted to make use of a
comparable programme again depended especially on the perceived quality of the
group discussion. Any programme to be used in peer review groups should
therefore take care of adequately structured group discussions in which all relevant
issues are sufficiently addressed. The climate in the group had an opposite effect.
The better the relations within the group, the less willing the participants were to
use a comparable programme again. Groups with a very good climate are probably
better functioning groups. Those groups might feel comfortable with the way their
regular meetings are organised without interference from outside.

Other research showed that GPs with a more positive appreciation of their
meetings make stricter agreements and spent more time on it 10. From our research
it can be concluded that a more positive appreciation depends more on the
perceived quality of the group discussion than on the type of review or feedback
used. In general, this quality is higher in smaller groups. In addition, the topic
discussed influences the appreciation of specific meetings, but it is not decisive for
the GPs’ general acceptance of the educational strategy.
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