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CPD and recertification: improving patient
outcomes through focused learning

J. S. Bamrah & Dinesh Bhugra

SUMMARY

The impending regulatory changes for all medical professionals
in the UK will make it necessary for doctors to be relicensed
and, in the case of specialists, to be recertified. This editorial
argues strongly in favour of recertification and proposes that
continuing professional development is one of the main planks
on which recertification of psychiatrists should be based.
We present cogent reasons for this, as well as evidence that
improved learning contributes positively to healthcare. We also
recommend that psychiatrists should make learning objectives
more clinically focused as well as properly resourced.
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Continuing professional development (CPD) is
a life-long process that involves enhancing one’s
knowledge, acquiring new skills and polishing up
existing ones. For doctors, as for other professionals,
the learning experience starts at an early age. It is
inevitable that in careers that might span 30 years,
each of us will be exposed to a large variety of
clinical situations and learning methods. In the case
of psychiatrists, this means that there is often a need
not only to keep up with basic medical knowledge,
but also to learn to achieve more refined skills in
specific areas of expertise and practice. Although
CPD is necessarily an individual exercise, the
involvement of doctors in well-structured learning
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programmes has indirect benefits for patients,
carers and employing organisations. The Depart-
ment of Health (1998) has recommended that
for CPD to be more effective, it needs to be more
robustly managed.

This editorial sets out the importance of CPD in
the context of training, skills gained, knowledge
acquired and enhancement of medical practice.
Quantitative data on the subject are sparse, but
there has been sufficient research in the different
aspects of medicine to demonstrate the effect
and effectiveness of CPD (Davis 1992, 1995,
Grant 1998). Our primary focus is the impending
proposal for recertification, although there is no
reason why more general conclusions might not be
drawn by doctors who work in psychiatry, but are
not specialists as defined by the General Medical
Council (GMC).

The Royal College of Psychiatrists is responsible
for setting standards for psychiatric practice (Royal
College of Psychiatrists 2004). It also aims to pro-
vide the framework that will enable its Members,
Fellows and Affiliates to fulfil their CPD requirements
(Royal College of Psychiatrists 2001). Continuing
professional development is essential for psychiatric
consultants, associate specialists, staff-grade doctors
and specialty doctors, all of whom are required to
register their CPD portfolios with the College in
order to gain an annual certificate of ‘good standing’.
Although the College makes no assertions that CPD
makes us good doctors, there is no doubt that
education and training help us to achieve better
standards of patient care and raise morale in general
(Fig. 1). Continuing professional development has
been advocated as essential to recertification and
ongoing competency (Bashook 1998), and the Chief
Medical Officer for England’s working group on
medical revalidation has stated that ‘participation
in CPD will be an important means for doctors to
demonstrate their fitness to practice’ (Department
of Health 2008: p. 24).

Specialist registration and certification
The specialist register

The specialist register was created in 1997 to sepa-
rate specialists from other medical practitioners.
Among the 56 specialties created, psychiatry was
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subdivided further into general adult psychiatry
(with endorsements in liaison, rehabilitation and
substance misuse psychiatry), child and adolescent
psychiatry, old age psychiatry, psychiatry of learning
disability, forensic psychiatry and psychotherapy.

Certification

In the UK, certification is the only method of gain-
ing specialist registration, which is necessary for
taking up a consultant post. Certification can be
acquired by presenting either a Certificate of
Completion of Specialist Training (CCST) or, for
doctors trained overseas, a Certificate of Eligibility
for Specialist Registration (CESR) (www.pmetb.
org.uk/index.php?id=cesr).

The CCST was established in 1997, replacing the
Certificate of Completion Training (CCT), as part of
the Calman reforms to make training more seam-
less. In 2005, after the establishment of Modernising
Medical Careers (MMC), further change took place
to shorten the overall period of training before
attaining a CCST. In 2007, more radical changes
under the auspices of the Postgraduate Medical
Examination and Training Board, have led to
controversial streamlining of training, establishing
two post-registration foundation years, three years
of basic specialist training and a further three years
of higher specialist training. The durations of basic
and of higher specialist training are indicative: some
trainees will need less time and some more to
achieve the required competencies. However, there
is no likelihood of these changes embedding, as the
Tooke review (2008) and the Parliamentary Health
Committee reports (House of Commons Health
Committee 2008) have challenged them.

Skills acquisition in specialist training

During the course of training, doctors in the UK
have to demonstrate that they have acquired the
necessary skills to become specialist psychiatrists
by successfully passing the College’s membership
examinations (the MRCPsych) as well as satisfying
their trainers of their competence. Competency is
judged on objective workplace-based assessments
and 360 degree appraisal and is assessed at the
annual review of competence progression.

Clinical benefits of certification

Research evidence from the USA supports the
notion that specialist training has a positive effect
on patients’ health outcomes. In surgery, certification
had a high correlation with reduced mortality
(Prystowsky 2002). In patients treated for acute
myocardial infarction, certified doctors provided
better overall quality of care and prescribed fewer
inappropriate drugs than non-certified doctors
(Norcini 2002; Chen 2006). Certified doctors were
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also less likely to have faced medical disciplinary
action than their non-certified counterparts. In one
study of 890 disciplined doctors matched with non-
disciplined controls, non-certified doctors were
more likely to be disciplined for negligence (38%),
unprofessional conduct (10%) or inappropriate
prescribing (9%) (Kohatsu 2004). Another study
established a strong link in this group of doctors
with use of drugs or alcohol (Clay 2003).

Post-certification

The extensive testing and examinations during
specialist training are barely matched by system-
atic assessments of performance during the course
of specialist careers. Although all psychiatrists
practising in the UK are required to engage in
CPD activities, many of the types of learning
involved have not been evaluated. An early review
of randomised controlled trials of CPD activities
showed no single learning method to be superior
to another (Davis 1995), but a later, more extensive
analysis found that interactive CPD, not didactic
lecture-based sessions, was more likely to change
physicians’ performance (Davis 1999). In the 1995
study, the authors concluded that CPD is most
effective if it is delivered in a managed environment,
a finding very similar to that of the Department of
Health (1998). They also recommended that the
individual must have a clear reason for undertaking
a particular CPD activity. A demonstration of the
use of CPD in everyday practice reinforces learning
behaviour and disseminates the importance of CPD
among colleagues and in the organisation. They
found that CPD was more likely to be effective if
three conditions were met: learning was linked to
practice, educational activity was linked to personal
incentive rather than outside influences, and the
educational event was followed by reinforcing
activities or situations.

The plateau in medical learning

Despite the early gains doctors seem to make in
acquiring the basic skills necessary to treat patients,
most professionals are content to continue at an
average level of performance for reasons that are ill-
understood. Some have suggested that the thresholds
of optimum performance are set by each individual’s
personal qualities such as abilities, mental capacity
and innate talents (Ericsson 2004). Others have
argued that the performance of physicians can be
raised by self-directed learning (Mazmanian 2002)
and evaluation of the knowledge and skills gained
through learning experiences (Davis 1992). In one
review, 62 out of 63 studies showed that physicians’
performance declined over time (Choudhry 2005),
making focused learning all the more important in
medical practice.
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Recertification

Under the proposals laid out by the Chief Medical
Officer for England, revalidation, which has been
through a lengthy gestation, will require two strands
of GMC approval for specialists: relicensing (or
relicensure, an unfortunate term with connotations
of ‘censure’) and recertification. Revalidation is
principally to ensure that doctors update their
knowledge and skills, and remain fit to practise. All
practising doctors registered with the GMC will be
required to renew their license annually through
annual appraisal by atrained appraiser (usually their
medical manager). For recertification, they will have
to meet standards for specialist practice determined
by the medical Royal Colleges and approved by the
GMC (Department of Health 2008).

To make the process less bureaucratic, the GMC
aims to deliver its commitment of ‘one process (of
submission of information, appraisal, 360 degree
feedback, good standing for CPD, etc.), two out-
comes (relicensing and recertification)’ rather than
‘two processes, two outcomes’ (Fig. 2).

Why implement recertification?

The arguments in favour of recertification have
been made cogently (Catto 2008). Although doctors
in the UK on the whole continue to enjoy the trust
and respect of their patients and the general public,
in many countries patients and the public demand
proof of continuing medical competence (Eismont
2002). In the USA, certificates for specialist psychi-
atric practice were first introduced by the American
Board of Psychiatry and Neurology for child and
adolescent psychiatry in 1959 (Juul 2004). In 1995,
the status of US specialist registration changed:
10-year, time-limited certificates were issued, but
the process of recertification in the sub-specialties
of child and adolescent, geriatric, addiction and
forensic psychiatry, and in the less popular sub-
specialties of clinical neurophysiology and pain
medicine, has been based on passing multiple choice
questions (MCQs) and computer-based supervised
tests. Pass rates are high (over 95%) and there is no
compulsion for specialists to be recertified.
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How to assess competence

The rigours of revalidation and the expectations
that patients have of both the GMC and doctors
themselves (Bandaranayake 1994; Lockyer 2004)
have generated much interest in doctors’ perform-
ance and the qualitative tools required to assess
this. A review commissioned by the Department of
Health in the wake of the Shipman Inquiry (Smith
2004) found that among the high-risk organisations
of the aviation, nuclear and offshore industries,
assessments of competency were carried out against
defined standards of competence, that the interval
between assessments ranged from 6 months to 3
years, and that repeated failure was an exception
rather than the rule (Flinn 2005). Costs are high: in
the aviation industry, with far fewer pilots than there
are doctors, the annual budget for safety regulation
amounts to £70 million.

To make recertification in medicine credible, the
medical profession needs to use reliable, evidence-
based and valid instruments to assess competence.
These must be backed up by educational events
that promote skills-based learning. There is limited
evidence that knowledge-based tests improve clini-
cal performance, although anecdotally patients like
the notion that doctors should be required to sit
them. However, there are sufficient data to sug-
gest that doctors’ clinical performance is enhanced
by reflecting on their professional development
and setting out learning objectives supported
by methods of achieving them (Campbell 1999;
Epstein 2002). The Royal College of Psychiatrists
recommends that this exercise be performed in peer
groups, although there are no studies showing their
effectiveness. An audit of 100 personal development
plan summaries revealed that most of the College’s
CPD registrants participate in peer groups and carry
out objectives setting, but the importance of these
activities has yet to be evaluated (details available
from the authors).

How can CPD help recertification?

What makes an expert?

During the early, formative years of medical training,
learning is very much based on acquiring theoreti-
cal knowledge and on the model of serving as an ap-
prentice. After they gain their consultancy, however,
there is a fundamental shift in how doctors learn.
The emphasis is more on self-directed acquisition
of content knowledge and on reflective learning,
with the drawback that these can be purely subjec-
tive. A major criticism of lecture-based learning in
continuing medical education is that it cannot be
individually tailored, and what is taught may not be
relevant to clinical practice (Davis 1999).
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One desired effect of the training programme for
doctors is the time required to gain the experience
to become experts.” Some researchers consider 10
years of experience in a particular field to be a
reliable indicator of expertise, whereas others have
concluded that experience alone does not inevitably
produce experts (Ericsson 2004). One study showing
the benefits of experience underpinned by training
compared the accuracy of diagnosis of heart sounds
by cardiologists and by general practitioners. The
cardiologists had greatest diagnostic accuracy, and
the accuracy of general practitioners was directly
proportional to the length of time since graduation
from medical school (Butterworth 1960). A decline
in age-related diagnostic performance is heavily
mitigated by active engagement in CPD, particularly
in areas relevant to clinical practice; CPD also
improves the results of recertification examinations
(Rhodes 2003).

Maintaining and enhancing expertise

Continuing professional development is not, and
should not be, just a number-crunching exercise in
which participants to CPD schemes such as that run
by the College (www.psychiatrycpd.co.uk/default.
aspx) simply try to accumulate the necessary 50
hours a year in order to gain a certificate (Bouch
2003). To be effective and fully represent the
learning experience of psychiatrists, i.e. ‘learning on
the job’, CPD needs to take into account the content
of the educational activity, the knowledge gained,
skills imparted and experience accumulated.
Targeted CPD - learning aimed at enhancing
knowledge and skills in a particular sphere of
practice — can modify behaviour through a variety
of activities (Pyatt 1997).It seems rational, therefore,
to organise CPD in such a way that objectives are
set prospectively, others are added as the year
progresses and any objectives that have not been
achieved, for whatever reason, are carried over to
the subsequent cycle.

The College has an arbitrary rule requiring a
certain balance of ‘external’ and ‘internal’ CPD
learning (Royal College of Psychiatrists 2001:
p. 19), but with trust and health board sizes
increasing, and many participants undertaking
more external CPD, this rule is applied flexibly.
Undertaking external CPD activity has the benefit
of ensuring that psychiatrists do not become too
insular in their own departments, and that their
learning is not just a product of local directives and
government targets.

There is no doubt that some amount of group
learning is essential for all doctors, but equally
there is a place for individuals gaining knowledge
on their own.
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Although the type of work-based learning rec-
ommended in adult learning theory is encouraged
in some quarters, regardless of whether or not it is
of value to doctors (Grant 1998), there seems little
doubt that the increasing reliance on web-based
learning is appropriate. So that the College keeps
in step, the CPD Committee has agreed that up to
10 hours of web-based learning can count towards
the 50 hour annual requirement. It recommends a
balance of CPD activity, with reading being such
a core part of a doctors’ work that it need not be
formally recorded.

One real benefit of focusing on CPD is that it can
encapsulate both professional growth for the doctor
and the needs of the health service (Fig. 3). How-
ever, the scientific evaluation of the attitudes and
behaviours of evidence-based practice is complex
and not as straightforward as evaluating knowledge
and skills (Davis 2006).

Peer-group involvement

In order that CPD incorporates a good balance of
learning objectives, the College recommends that
all participants join a peer group. This works better
for psychiatrists working in managed organisations
than for those who are either retired and return to
practise or are working in single-handed private
practices. The extent to which peer groups func-
tion well depends on the members’ commitment to
the task. The peer group should be objective and
supportive, but not confrontational. This should set
the scene for a frank discussion of each individual’s
learning objectives, the pathway to achieving each
objective and the issues of time and resources
required to achieve these goals. Thinking about
one’s CPD should not be regarded as an annual
formality: mid-point and year-end reviews of
progress with peers would iron out any difficulties
that arise in the pursuit of learning objectives and
CPD credits.

Hm The CPD cycle.
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"For a discussion of what makes an
expert, see Bhugra D (2008) Deliberate
practice and CPD in psychiatry. Advances
in Psychiatric Treatment; 14: 161-2. Ed.
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Conclusions

Continuing professional development has a clear
role to play in maintaining professional standards
(Bourdillon 1999). The literature confirms its
importance in the professional development of
doctors, which leads us to conclude that CPD must
form the bedrock of whatever shape recertification
takes. On the one hand, recertification puts CPD
firmly on the government’s agenda, with the spin-
off that it would have to be properly resourced in
terms of time and funds. On the other, it risks being
very open, thus taking ownership away from the
individual. Undoubtedly, for CPD to be effective,
psychiatrists must continue developing prospective
learning objectives that incorporate their aspirations
of high-level education and training with the best
possible clinical standards of care for patients and
that are open to fair scrutiny by their peers.
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