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Abstract
Background  Improving primary health care (PHC) physician’s capacity has been identified as an important area 
in the healthcare reform. The continuing medical education (CME) training programs are conducive to enhancing 
competence of PHC physicians. But few studies have explored PHC physicians’ needs and preferences for CME training 
programs. This study aimed to explore the preferences for CME training programs from the perspective of PHC 
physicians, and to understand the willingness, tendency, and needs in CME.

Methods  A Discrete Choice Experiment (DCE) was developed based on literature review and semi-structured 
interviews with 4 general practitioners to identify key attributes of CME programs. The DCE survey was administered 
to 360 PHC physicians in Jiangsu Province, China, in August 2023, to elicit preferences for: training frequency, training 
time, training duration, training location, training content of basic medical services, and training content of basic 
public health services. A total of 281 valid responses were included after the quality control test, which involved 
checking completion time and consistency in repeated choice tasks. DCE data were analyzed using Mixed Logit, and 
Latent Class Models to explore preference heterogeneity and class membership.

Results  PHC physicians showed strong preference for CME training programs that were conducted during working 
hours on weekdays, once a year, at a local meeting place and training on health management of patients with 
multiple chronic diseases. Latent class analysis identified 2 preference classes, with half (51.2%) of the respondents 
focused only on training frequency and time while the rest considered training logistic arrangement as well as 
training content. These preferences could be explained by some observed characteristics of PHC physicians such as 
age and professional level.

Conclusions  Overall, PHC physicians valued the convenience of participation in CME training programs and training 
on health management of patients with multiple chronic disease. Our findings can be used to inform the design of 
CME training programs for PHC physicians in China.
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Introduction
Primary health care (PHC) has been considered as an 
important part of achieving both the Universal Health 
Coverage as well as Sustainable Development Goals by 
2030 [1]. Since the launch of the new round of China’s 
health care reform in 2009, the importance of PHC ser-
vices has been fully highlighted [2]. “Strengthening the 
Primary Health Care (qiang ji ceng)” proposed by China’s 
former Ministry of Health has also put the PHC system 
as a reform priority. Studies have found positive associa-
tions between strong PHC system and improved health 
outcomes [3]. As providers of PHC, PHC physicians are 
expected to provide quality health services to maintain 
and improve health of both patients and the general pop-
ulation in the community [4]. The medical service capac-
ity of PHC physicians directly affect individual patient’s 
health outcome, patient satisfaction and population 
health [5].

In China, the primary method for rapidly training PHC 
physicians is the post-transfer program, which spans 
one year. This program consists of 10 months of hospi-
tal-based training, one month of community service, 
and one month of theoretical instruction. However, this 
training model highlights significant shortcomings, such 
as limited training duration and suboptimal quality. As a 
result, many PHC physicians lacked sufficient diagnostic 
and treatment capabilities in practice [6]. Improving PHC 
physician’s capacity has been identified as an important 
area in the healthcare reform. Due to insufficient invest-
ment in the early training of PHC physicians, continuing 
medical education (CME) after graduation plays a crucial 
role in addressing the gaps in the current training model.

CME is defined as educational activities designed to 
enhance the knowledge, skills, and professional per-
formance of health workforce [7]. As a key compo-
nent of CME, professional training programs focused 
on capacity enhancement are carried out to strengthen 
the development of PHC teams [8, 9]. CME is a manda-
tory requirement for PHC physicians in China [10], and 
various policies and training programs have been intro-
duced to improve the workforce and capabilities of PHC 
physicians across the country [11, 12]. However, CME 
resources remain inadequate, especially in rural and 
urban communities [13]. Existing studies on CME train-
ing programs for PHC physicians primarily focus on 
specific programs and their impact on physicians’ perfor-
mance, though findings are mixed [14–16]. Some studies 
found a positive effect on physicians’ knowledge, compe-
tence, and performance [17–22], while others reported 
limited effects [23–25]. Additionally, some research 

highlighted that the efficiency, quality, and satisfaction 
levels of CME training were low [26–28].

Researchers have also examined the facilitators and 
barriers to CME programs, identifying factors such as 
lack of funding, long travel time/distance, time con-
straints, inadequate infrastructure, and high workload as 
contributors to low participation rates among PHC phy-
sicians [29, 30]. Consequently, it is important to consider 
trainees’ needs and preferences when designing CME 
programs [31]. Literature suggests that training programs 
tailored to physicians’ needs are more likely to induce 
positive changes in trainee behavior [32, 33]. However, 
few studies have investigated the needs and preferences 
for training programs from the perspective of PHC phy-
sicians. There is limited information on the specific com-
petencies PHC physicians require and their preferences 
for training program design. Furthermore, it remains 
unclear whether PHC physicians’ preferences are linked 
to their individual characteristics.

Discrete choice experiment (DCE) measures the 
strength of individual preferences by modeling the 
impact of their mental states and key attributes dur-
ing decision-making [34]. DCE has been widely used in 
research on clinical treatment technologies, vaccination 
programs, disease screening, and PHC services [35–37]. 
In health workforce management, DCE has been used 
to study retention and incentive mechanisms [1, 38–40]. 
However, its application to exploring PHC physicians’ 
preferences for CME training programs remains lim-
ited. Traditional studies on the training needs of village 
doctors have predominantly relied on questionnaire-
based surveys, which often exhibit moderate or lower 
levels of reliability and validity in measuring outcomes 
[41]. In contrast, DCE offers a more scientifically robust 
approach for capturing and analyzing the preferences of 
healthcare workers, making it a more effective tool for 
understanding PHC physicians’ preferences for CME 
training programs.

This current study aimed to explore the preferences 
of PHC physicians in China for CME training programs 
and examine their associations with individual charac-
teristics, providing evidence to guide the design of CME 
programs that better meet PHC physicians’ needs and 
enhance their participation and capacity development.

Methods
Identification of attributes and levels
Attributes and attribute levels were derived from lit-
erature review, a nationwide survey among PHC phy-
sicians [5] and semi-structured interviews with PHC 
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physicians. Firstly, we conducted a comprehensive lit-
erature review to identify the critical aspects relevant 
to CME training programs for PHC physicians that may 
influence their willingness to participation and training 
effectiveness. We then compiled a list of potential attri-
butes and level. Altogether 10 aspects from studies in 
the United States, Portugal, Denmark, Jordan, Auckland 
and North Island were identified: lack of time, duration, 
blurred distinction between work and non-work time, 
geographical constraints, lack of interest in the content, 
unpractical topics, low quality of the programs, lack of 
digital competence, lack of digital infrastructure, lack of 
financial support [29, 42–47]. Secondly, we conducted 
semi-structured interviews with 4 general practitioners 
individually in July 2023. Using typical sampling, we con-
sulted staff from Jiangsu Provincial Center for Disease 
Control and Prevention to recommend two community 
health centers, one in urban and the other in rural areas 
in Nanjing, which performed well in primary health care 
competence. Then director of each sampled community 
health center recommended two general practitioners, 
respectively. The sampled community health centers 
and general practitioners did not participate in the DCE 
survey later. In the interviews, general practitioners 

were asked what specific type of competence they were 
in urgent need to enhance and what they cared most 
in a CME training program, relevant but not limited to 
training content, frequency, format, etc. The interview 
results indicated that training frequency (how often the 
training was conducted), training schedule (whether 
it was held on a workday and during working hours), 
training duration (how many days it lasted), and train-
ing location (local or non-local) were aspects repeatedly 
emphasized by PHC physicians during the interviews. 
Thirdly, an index system for evaluating the health ser-
vice capacity that PHC physicians are required to master 
was developed through literature review, Delphi expert 
consultation and a verification survey. Using this index 
system, the research team conducted a nationwide sur-
vey in August 2020, collecting self-reported data from 
PHC physicians regarding their competence levels and 
the degree to which these competencies were needed in 
their daily work [5]. Competencies that were identified 
as needed in practice but self-reported as having low or 
very low proficiency were selected as potential attributes 
and levels for the training content in this study. Based on 
these findings, attributes and levels related to training 
content in basic medical service and basic public health 
service competencies were established. After brainstorm-
ing and discussion, the research team finalized the fol-
lowing attributes and levels in Table 1.

Choice tasks and experimental design
An orthogonal experimental design was performed using 
IBM SPSS Statistics for Windows, version 26.0 (IBM 
Corp., Armonk, N.Y., USA), and 25 profiles were gen-
erated. We selected the one profile that possessed the 
intermediate level of each attribute as the reference, and 
set it in pairs with each one of the remaining 24 profiles, 
respectively. As a result, we obtained 24 choice tasks. 
To mitigate respondents’ cognitive burden, the 24 tasks 
were divided into 6 blocks of 4 tasks each. We included 
a duplicate choice task in each block to examine the 
internal consistency. Respondents randomized into 1 of 
the 6 blocks and each respondent was provided with five 
choice tasks [1, 48, 49]. We used unlabeled DCE design 
with two alternatives as “Profile 1” and “Profile 2” and 
forced choice design (i.e., without an opt-out option). The 
formal questionnaire consisted of three parts: (1) consent 
form; (2) general characteristics; (3) DCE choice tasks. 
For each choice task, participants were asked to choose 
which program they would prefer for CME training. A 
choice task example in DCE was showed in Table S1 in 
the supplementary materials. A pilot study was carried 
out in one community health center where we conducted 
interviews. According to the pilot study results, small 
modifications were made to improve the comprehensibil-
ity and feasibility of the questionnaire.

Table 1  Attributes and associated levels identified for discrete 
choice experiment
Attribute Level Level for short
Training frequency Once a month [Reference] Month

Once a quarter Quarter
Once half a year Half a year
Once a year Year

Training time Non-workdays [Reference] Non-workdays
Non-working hours on 
weekdays

Non-working 
hours

Working hours on weekdays Working hours
Training duration Three days or more [Reference] 3 days ~

Two days 2 days
One day 1 day

Training location Non-local meeting place 
[Reference]

Non-local

Local meeting place Local
Training content 
of basic medical 
services

Traditional Chinese medicine 
services [Reference]

Chinese 
medicine

Emergency response for critical 
and severe cases

Emergency 
response

Community rehabilitation 
services

Rehabilitation

Training content of 
basic public health 
services

Infants and child health care 
guidance and child health man-
agement [Reference]

Childcare

Elderly care and hospice care Elderly care
Health management of patients 
with multiple chronic disease

Patients with 
multiple chron-
ic disease
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Data collection
Data were collected in August 2023 through an online 
survey. Based on the rule of thumb proposed by Johnson 
and Orme, the sample size for the DCE was calculated 
using the formula N > 500c? (t × a), where c repre-
sents the maximum number of levels for any attribute, t 
represents the number of choice sets in each question-
naire, and a represents the number of options per choice 
set. For this current study, the minimum sample size was 
calculated to be 250 [50, 51]. The potential respondents 
were general practitioners, public health doctors and vil-
lage doctors, excluding nurses and other staff members in 
PHC facilities.

Multi-stage stratified sampling method was employed 
to ensure the representativeness of the data. Jiangsu 
Province is divided into three areas – the south, cen-
ter and north – based on levels of economic and social 
development. In the first step, sample cities were selected 
considering primary healthcare service characteris-
tics and socioeconomic factors. Specifically, cities with 
substantial strategies to enhance PHC service capacity, 
strong PHC service performance, and moderate levels of 
economic development and population size were chosen 
according to the recommendation of staff from Jiangsu 
Provincial CDC. In the second step, two districts (one 
in urban and one in rural) in each sampled city demon-
strated medium-to-high-level PHC capacity and could 
cooperate well with the research group were selected. 
In the third step, four PHC facilities were chosen, which 
possessed medium-to-high-level primary health care 
capacity and were of almost the same scale. As a result, 
a total of 24 PHC facilities were selected. In the last step, 
based on the sample size aforementioned, 15 PHC physi-
cians were randomly selected from each sampled facility. 
Altogether 360 PHC physicians participated in the online 
survey. Ethical approval was obtained from the Medical 
Ethics Committee of Nanjing Medical University (NMU 
Ethical Review (2023) No. 556).

Two quality control methods were used to examine 
data quality. We checked the time of completion of DCE 
tasks to identify speeders, 5% of the samples with the 
shortest completion time were removed. Respondents 
who gave different responses to the repeated choice tasks 
were excluded [34].

Statistical analysis
Descriptive analyses were reported on sample character-
istics. Mixed Logit Model (MIXL) was used to account 
for preference heterogeneity across respondents. All 
attributes were included as categorical variables and lev-
els were dummy coded, with the first level being deter-
mined as reference. We assumed all attributes followed 
a normal distribution. The coefficients from the MIXL 
were estimated using maximum simulated likelihood. 

The relative attribute importance was calculated by the 
ratio of the maximum utility of each attribute to the total 
utility [52].

We further explored preferences among PHC physi-
cians through Latent Class Model (LCM), which split the 
sample into a finite number of groups (classes) with dis-
tinct preferences. Preferences within groups are assumed 
to be homogeneous. The optimal number of classes was 
selected based on conditional Akaike information crite-
rion (CAIC), Bayesian information criterion (BIC) and 
log-likelihood ratio (LLR) test [53–55]. Using latent clus-
tering analysis, we predicted the probability of each indi-
vidual assigned to a latent category. Chi-square test was 
used to identify differences in characteristics between 
classes.

Descriptive analyses were performed in IBM SPSS Sta-
tistics for Windows, version 26.0 (IBM Corp., Armonk, 
N.Y., USA) [56]. All other data analyses were carried out 
in Stata Statistical Software 15.0 (Stata Corp., T.X.,USA) 
[57]. A two-tailed P-value below 0.05 was considered sta-
tistically significant.

Results
Of 360 PHC physicians included in the survey, 18 were 
identified as speeders and 61 failed repeated choice tasks 
thus excluded from the analysis. Ultimately, 281 valid 
questionnaires were retained and the effective rate was 
78.1%, which was slightly higher than that in a relevant 
study (73.4%) and met the lowest sample size require-
ment for this current study [34].

Characteristics of participants
Sample characteristics of 281 PHC physicians were 
presented in Table S2 in the supplementary materials. 
Among them, 52.7% worked in urban areas, and 60.5% 
were female. The mean year of age and year of providing 
PHC services were 42.1 (standard deviation [SD] = 10.4) 
and 20.4 (SD = 17.0), respectively. About 77.6% held bach-
elor’s degree or above, 71.5% had general practitioner 
license, and 72.6% worked in clinical post. About 71.5% 
participants had intermediate (e.g. physician-in-charge) 
or higher professional level (e.g. associate chief physician 
or chief physician).

Model estimates
Mixed logit model estimates
Table  2 presented MIXL results. Differences in prefer-
ences for levels of training frequency, training time, 
training location and training content for basic public 
health services were of statistical significance to PHC 
physicians and influenced their choices of training pro-
grams. Respondents showed strong preference for CME 
training programs that were held less frequently (once a 
year or half a year), during working hours on weekdays, 



Page 5 of 11Cai et al. BMC Medical Education          (2025) 25:315 

and at local meeting place. The results from MIXL also 
suggested that there was heterogeneity, as the standard 
deviations for most levels that were statistically signifi-
cant were also of statistical significance at 5% level. There 
were two exceptions -- we did not observe substantial 
heterogeneity in respondents’ preferences for the train-
ing program held at non-working hours on weekdays and 
providing training for health management of patients 
with multiple chronic diseases.

Table  3 showed the relative importance that was cal-
culated from MIXL estimates. Training time of CME 
training programs was considered as the most impor-
tant attribute (35.7%), followed by training frequency 

(23.2%), and training location (20.9%). There was a large 
gap between the relative importance of training con-
tent of basic public health services (9.7%) and that of the 
three attributes aforementioned. The relative importance 
of training duration and training content of basic public 
health services did not show statistical significance.

Latent class model estimates
We estimated that a latent class model with 2 classes 
exhibited the lowest CAIC and BIC (Supplementary 
Table S3). Table 4 presents the results of LCM. Looking 
at within-class model structure, class 1 constituted 48.8% 
of the respondents. They showed strong preferences for 
training programs that contained the training content 
of health management of patients with multiple chronic 
diseases (β = 2.165), could be conducted at local meeting 
place (β = 1.940), would be held once a year (β = 1.681) 
or half a year (β = 1.336), covered the training content 
of emergency response for critical and severe cases 
(β = 1.177), and with a duration of one day (β = 1.072). In 
comparison, class 2 accounted for 51.2% of the respon-
dents, who preferred training programs that would be 
held at working hours (β = 1.948), and with the frequency 
of every six months (β = 1.292).

Figure  1 presented the relative importance from the 
two classes. It showed that PHC physicians in class 1 
had strong preferences for the training content of basic 
public health services, training location, and the training 

Table 2  Mixed logit model estimates for primary health care physicians’ preferences for continuing medical education training 
programs in Jiangsu, 2023
Attribute & level β 95% CI SD 95% CI

Lower Upper Lower Upper
Training Frequency (Ref: month)
  Quarter 0.573 -2.594 3.739 5.033 0.183 9.883
  Half a year 4.028 0.765 7.290 7.392 2.026 12.758
  Year 4.860 0.374 9.345 3.705 0.218 7.191
Training Time (Ref: non-workdays)
  Non-working hours on weekdays 2.812 0.069 5.556 2.381 -1.001 5.763
  Working hours 7.462 1.652 13.271 6.388 1.510 11.266
Training Duration (Ref:3 days)
  2 days 0.570 -0.997 2.137 -0.348 -1.470 0.773
  1 day 1.508 -0.223 3.239 1.130 -1.068 3.329
Training Location (Ref: non-local)
  Local 4.375 0.927 7.823 5.338 0.026 10.650
Training content of basic medical services (Ref: Chinese medicine)
  Emergency response 0.022 -1.657 1.700 5.628 1.091 10.166
  Rehabilitation -0.645 -2.553 1.262 4.265 -1.072 9.603
Training content of basic public health services (Ref: childcare)
  Elderly care 0.523 -0.817 1.864 2.855 0.250 5.460
  Patients with multiple chronic diseases 2.035 0.129 3.942 1.176 -0.965 3.317
Log-likelihood -578.843
AIC 1205.686
BIC 1342.913
Note: SD: standard deviation. 95% CI: confidence interval. Levels that were statistically significant at 5% level were shown in bold

Table 3  Relative importance derived from mixed logit model 
estimates for primary health care physicians’ preferences for 
continuing medical education training programs in Jiangsu, 2023
Attribute RI(%) SE P 

value
95% CI
Lower Upper

Training frequency 23.2 0.058 0.000 0.119 0.346
Training time 35.7 0.047 0.000 0.265 0.449
Training duration 7.2 0.038 0.061 -0.003 0.148
Training location 20.9 0.039 0.000 0.132 0.286
Training content of basic 
medical services

3.2 0.033 0.328 -0.032 0.096

Training content of basic 
public health services

9.7 0.033 0.003 0.032 0.163

Note: RI: relative importance SE: standard error. 95% CI: confidence interval. Levels 
that were statistically significant at 5% level were shown in bold
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Table 4  Latent class Logit Model estimates for primary health care physicians’ preferences for continuing medical education training 
programs in Jiangsu, 2023
Attribute & level Class 1 Class 2

β P value 95% CI β P value 95% CI

Lower Upper Lower Upper
Training Frequency (Ref: month)
  Quarter 0.268 0.431 -0.399 0.935 -0.166 0.794 -1.414 1.081
  Half a year 1.336 0.005 0.399 2.273 1.292 0.001 0.528 2.055
  Year 1.681 0.002 0.604 2.757 0.728 0.074 -0.072 1.528
Training Time (Ref: non-workdays)
  Non-working hours on weekdays 0.295 0.420 -0.423 1.014 0.395 0.510 -0.780 1.570
  Working hours 0.635 0.124 -0.173 1.443 1.948 0.000 0.867 3.029
Training Duration (Ref:3 days)
  2 days 0.469 0.172 -0.203 1.141 0.425 0.363 -0.491 1.341
  1 day 1.072 0.004 0.340 1.804 0.921 0.061 -0.043 1.884
Training Location (Ref: non-local)
  Local 1.940 0.000 1.324 2.557 0.154 0.649 -0.508 0.816
Training content of basic medical services (Ref: Chinese medicine)
  Emergency response 1.177 0.008 0.306 2.048 -0.349 0.431 -1.217 0.519
  Rehabilitation -0.329 0.332 -0.993 0.336 0.006 0.989 -0.793 0.804
Training content of basic public health services (Ref: childcare)
  Elderly care 0.531 0.038 0.030 1.031 -0.312 0.383 -1.012 0.389
  Patients with multiple chronic disease 2.165 0.000 0.966 3.364 -0.460 0.373 -1.470 0.551
Class share 48.8% 51.2%
Note: 95% CI: confidence interval. Levels that were statistically significant at 5% level were shown in bold

Fig. 1  Relative importance of class 1 and class 2 derived from Latent Class Logit Model estimates for primary health care physicians’ preferences for con-
tinuing medical education training programs in Jiangsu, 2023
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content of basic medical services. For PHC physicians 
in class 2, they had strong preferences for training time, 
training frequency and training duration. More detailed 
relative importance calculation results were shown in 
Supplementary Table S4 and Table S5.

As demonstrated in Table 5, PHC physicians of 51 years 
or above and with associate senior or higher professional 
levels were more likely to be assigned to class 1. In class 
2, the proportion of PHC physicians under 40 years old 
and having the intermediate or lower professional levels 
was significantly larger than that of class 1.

Discussion
To the best of our knowledge, this current study might 
be the first one that used the DCE study design to elicit 
preferences for CME training programs among primary 
health care physicians in China. We found that PHC 
physicians considered training time, training frequency, 
training location, and the training content of basic public 
health services as the most important attributes of CME 
training programs.

PHC physicians inclined to choose CME training pro-
grams that held during working hours on weekdays, once 
a year and conducted locally. Previous research revealed 
that it was difficult for PHC physicians to balance their 
work with CME [58, 59]. CME scheduled after work or 
during holidays would interfered with personal life such 

Table 5  Association between latent class membership and participants’ general characteristics in primary health care physicians in 
Jiangsu, 2023
Variable Class 1

(N = 137)
Class 2
(N = 144)

Chi-square value P value

N % N %
Urban/rural 0.987 0.320
  Urban 68 49.6 80 55.6
  Rural 69 50.4 64 44.4
Gender 1.421 0.233
  Male 59 43.1 52 36.1
  Female 78 56.9 92 63.9
Age group (yrs) 10.108 0.018
  ≤ 30 25 18.2 26 18.1
  31–40 21 15.3 41 28.5
  41–50 49 35.8 51 35.4
  ≥ 51 42 30.7 26 18.1
Education level 5.139 0.077
  High school / technical secondary school or below 6 4.4 13 9.0
  Professional training college 27 19.7 17 11.8
  Bachelor degree or above 104 75.9 114 79.2
Working years 7.175 0.067
  ≤ 10 36 26.3 47 32.6
  11–20 20 14.6 34 23.6
  21–30 47 34.3 37 25.7
  ≥ 31 34 24.8 26 18.1
Professional level 18.513 0.001
  No title 12 8.8 17 11.8
  Junior 21 15.3 29 20.1
  Intermediate 25 18.2 46 31.9
  Associate senior 55 40.1 45 31.3
  Senior 24 17.5 7 4.9
General practitioner license 1.751 0.186
  Yes 103 75.2 98 68.1
  No 34 24.8 46 31.9
Post 2.782 0.249
  Clinical 104 75.9 100 69.4
  Chinese medicine 10 7.3 19 13.2
  Others 23 16.8 25 17.4
Note: 95% CI: confidence interval. Levels that were statistically significant at 5% level were shown in bold
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as family obligations [60]. Inadequate time and feeling 
that the work was overloaded were major barriers to 
the implementation of CME in primary health care set-
tings [17, 29]. In particular, one study showed that being 
too occupied was the main barrier to CME for general 
practitioners [61]. In order to reduce the contradiction 
between work and CME, the convenience for PHC physi-
cians of arrangement should be emphasized in the design 
of CME activities to ensure it.

PHC services in China contain basic medical services 
and basic public health services. Our findings high-
lighted that PHC physicians valued training on public 
health services more than the medical services, especially 
the competence enhancement of health management of 
patients with multiple chronic disease, and we did not 
find preference heterogeneity for that level in the total 
sample. This may reflect on the increasing prevalence 
of multiple chronic diseases in China and the grow-
ing demand for managing multiple chronic diseases at 
the PHC level. With the aging of the population and the 
transformation of the disease spectrum, the prevalence 
of multiple chronic diseases increased from 34 to 43% 
in China between 2011 and 2015 [62, 63]. The Chinese 
Central Government launched the National Basic Public 
Health Services Project in 2009, which is funded by vari-
ous levels of finance, contains services of health manage-
ment for patients with hypertension and type II diabetes, 
with PHC physicians together with other health profes-
sionals in PHC facilities as the main provider. Compared 
with the single disease management mode, health man-
agement of patients with chronic comorbidities and the 
older adults in particular puts higher demands for the 
competence of prescribing and instructing on multiple 
medications on PHC physicians [64]. They do need to 
improve competence of multiple chronic diseases health 
management services. We did not find statistically signif-
icant evidence on the preference for the training content 
of basic medical services. It may indicate that providing 
public health services has becoming the principals task of 
PHC physicians.

Our latent class analysis confirmed the heterogene-
ity observed in the mixed logit model. Specifically, we 
identified that PHC physicians who were older and had 
higher professional levels showed preferences for CME 
training programs involving emergency response for crit-
ical & severe cases and health management of patients 
with multiple chronic diseases, and training held locally 
once a year. It may be that patients with multiple chronic 
diseases inclined to choose senior doctors for diagnosis 
and treatment [65]. The older PHC physicians are usu-
ally the backbone doctors of PHC facilities. Accordingly, 
they have heavier workload, which is also linked to their 
income. Frequent long-distance travels are bound to 
affect performance and income. The younger physicians 

with lower professional levels usually have wide range of 
contact with residents in the community and also shoul-
der heavy work burden [66]. They not only undertake 
health management of key populations such as chronic 
disease patients, pregnant women, and children under 
7 years old, but attend outpatient clinics, instruct and 
supervise village doctors, and carry out health promotion 
for the general population as well. As a result, we found 
insignificantly differentiated preferences for CME train-
ing content among younger PHC physicians, and they 
were more concerned about whether the CME training 
programs take up the spare time.

CME is a mandatory requirement for professional title 
revalidation and successive registration in China, requir-
ing health workers to participate in CME activities annu-
ally and earn at least 25 credits, equivalent to 90 h [10]. 
However, this incentive mechanism has led to challenges, 
as health professionals may focus on fulfilling credit 
requirements rather than actively engaging in learning 
knowledge and skills [67]. The findings of this current 
study confirmed this issue. Although the training con-
tent was aligned with the practical needs of PHC physi-
cians, they placed greater importance on the efficiency of 
the training process over its content. Moreover, existing 
evaluations of CME training programs have largely con-
centrated on immediate improvements in knowledge and 
skills, with limited attention to their long-term impact 
on patient and community health outcomes [21]. In 
essence, the incentive mechanism may have fallen short 
of leveraging CME training programs to enhance popu-
lation health outcomes. Instead, it might have added to 
the burden on PHC physicians, who to a certain degree 
value the ease of attending training over the programs’ 
practical utility. Therefore, beyond simply mandating 
credit requirements for CME, revalidation criteria should 
be optimized to design CME training programs that align 
with the needs and preferences of PHC physicians, shift-
ing the focus from credit quantity to service outcomes. 
Although the expenses for CME training programs are 
reimbursed by the facilities, participation in such pro-
grams may prevent PHC physicians from carrying out 
their routine work, which is a key component of perfor-
mance evaluations tied to their income [42, 46, 47]. This 
misalignment between the incentive mechanisms and 
CME training policies creates a barrier to participation. 
To address this issue, performance evaluation metrics 
should include the immediate achievements of CME par-
ticipation, outcomes in a longer time such as the mastery 
of training-related skills at the end of the year, and the 
impact on the health outcomes of served populations. 
More importantly, these metrics should compensate for 
the workload lost due to training participation. Future 
research and program development should focus on 
achieving tangible, long-term improvements in patient 
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health, thereby aligning CME training programs with 
practical, outcome-oriented objectives.

Our findings have some implication on the design 
of CME training programs. With regards to the logistic 
arrangement of CME training, shortening duration of 
training sessions may motivate PHC physicians to attend 
the training programs. The convenience for PHC physi-
cians to join in training programs should be emphasized. 
Training programs should be ensured with appropri-
ate frequency, reasonable time, opportune duration, 
and convenient location. In addition, training programs 
should be tailored to different needs of PHC physicians 
with different age and professional levels, to motivate 
their participation in CME.

Limitations
This study had some limitations. First, we elicited the 
preferences for PHC physicians for CME training pro-
grams to inform the design of future training programs. 
However, given the hypothetical nature of DCEs, there 
may be disparities between revealed and stated prefer-
ence [68]. Additionally, the inherent constraints DCE 
methodology meant that only a limited number of train-
ing content attributes and levels could be included in this 
current study. Further research should expand the range 
of CME training content considered and adopt comple-
mentary methods to analyze preferences for more diverse 
and specific training needs. Second, we used a DCE 
design without an ‘opt-out’ alternative, which indicated 
that we considered every PHC physicians as a ‘demander’ 
for the CME training programs. By using forced choices, 
we were not able to explore preferences and reasons for 
choosing the opt-out alternative. Third, when designing 
the DCE attributes and levels, we did not include “online 
training” in the training place attribute. In the interviews, 
the sampled general practitioners opted to register for 
offline programs. Such preference was attributed to the 
fact that most training programs were held online dur-
ing the COVID-19 pandemic, but training on health 
management and rehabilitation services included practi-
cal operations. Therefore, the online format was dropped 
in this current study. Fourth, this study employed a 
multi-stage stratified sampling method to ensure data 
representativeness and implemented quality control 
measures, such as monitoring DCE task completion 
time and including repeated choice tasks, to verify the 
authenticity of responses. However, limitations remain 
regarding the randomness of online sampling. Future 
research will expand the survey scope and incorporate 
offline questionnaires to enhance sampling randomness. 
Besides, according to current policies, funding for CME 
is provided by the state, collectives, society, and indi-
viduals. However, in Jiangsu Province, most of the CME 
expenses incurred by PHC physicians are reimbursed by 

their facilities, meaning that individual physicians bear 
relatively little financial burden. Additionally, the cost of 
CME training programs varies significantly depending on 
their design and is influenced by multiple factors, mak-
ing it difficult to accurately define a consistent monetary 
range. Considering these factors, the monetary value 
was not included as an attribute in this current study. 
Finally, the survey was conducted in Jiangsu Province 
– a relatively more developed region in China, thus our 
results may not be generalizable to other regions. Future 
research at the national level is needed.

Conclusions
This current study analyzed the preferences for CME 
training programs by investigating 360 PHC physicians 
in Jiangsu China. PHC physicians showed strong pref-
erence for training programs conducted less frequently 
(once a year or half a year), during working hours, at a 
local meeting place, and training on health management 
of patients with multiple chronic diseases. Our findings 
can be used to inform the design of CME training pro-
grams for PHC physicians.

Abbreviations
CME	� Continue medical education
DCE	� Discrete choice experiment
MIXL	� Mixed logit model
LCM	� Latent class model
RI	� Relative importance
BIC	� Bayesian information criterion
CAIC	� Conditional akaike information criterion
LLR	� Log-likelihood ratio

Supplementary Information
The online version contains supplementary material available at ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​​o​r​​
g​​/​​1​0​​.​1​1​​​8​6​​/​s​1​2​​9​0​9​-​​0​2​5​-​0​​6​8​2​8​-​1.

Supplementary Material 1

Acknowledgements
We thank the research group members who participated in the preliminary 
national-level survey study and the qualitative interviews. This study 
was supported by the Public Health Policy and Management Innovation 
Research Team, which is an Excellent Innovation Team of Philosophy and 
Social Sciences in Jiangsu Universities granted by the Jiangsu Education 
Department. We would also like to thank all the respondents in this study for 
their participation, collaboration and effort.

Author contributions
SC led the data analysis, interpreted the results and drafted the manuscript. 
XJ and YH conducted data collection and contributed to data analysis. DQ 
contributed to results interpretation and commented on previous versions 
of the manuscript. XW conceived the study and commented on previous 
versions of the manuscript. TP contributed to analysis framework design and 
commented on previous versions of the manuscript. All authors have revised 
the manuscript and approved the final version.

Funding
This study is funded by the Guiding Project of Jiangsu Commission of Health 
(grant number: Z2020025).

https://doi.org/10.1186/s12909-025-06828-1
https://doi.org/10.1186/s12909-025-06828-1


Page 10 of 11Cai et al. BMC Medical Education          (2025) 25:315 

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate
This study was reviewed and approved by the Medical Ethics Committee of 
Nanjing Medical University (NMU Ethical Review (2023) No. 556), and followed 
the ethical principles of the Declaration of Helsinki. The informed consent 
from each participant were obtained before the survey began.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1School of Health Policy and Management, Nanjing Medical University, 
No. 101 Longmian Avenue, Nanjing 211166, Jiangsu Province, China
2Laboratory for Digital Intelligence & Health Governance, Nanjing Medical 
University, No. 101 Longmian Avenue, Nanjing 211166, Jiangsu Province, 
China
3Melbourne School of Population and Global Health, The University of 
Melbourne, 207 Bouverie St, Carlton, Melbourne 3053, VIC, Australia

Received: 24 September 2024 / Accepted: 5 February 2025

References
1.	 Zhang W, Li Y, Yuan B, Zhu D. Primary care providers’ preferences for pay-for-

performance programs: a discrete choice experiment study in Shandong 
China. Hum Resour Health. 2024;22(1):20.

2.	 Guo X, Zhang J, Xu Z, Cong X, Zhu Z. The efficiency of provincial government 
health care expenditure after China’s new health care reform. PLoS ONE. 
2021;16(10):e0258274.

3.	 Starfield B, Shi L, Macinko J. Contribution of primary care to health systems 
and health. Milbank Q. 2005;83(3):457–502.

4.	 Liu JT, Kovar-Gough I, Farabi N, Animikwam F, Weers SB, Phillips J. The role of 
Primary Care Physicians in providing end-of-Life Care. Am J Hosp Palliat Care. 
2019;36(3):249–54.

5.	 LIAN L, CHEN J, WANG X, LI Y, ZHU Y. Current Situation and Countermeasure 
of Medical Service Capacity of Primary Care Physicians in China. Chin Gen 
Pract. 2023;26(34):4246.

6.	 You C, Wang L, Zhang J, Yao M. China’s national continuing medical educa-
tion program for general practitioners: a cross-sectional survey (2016–2023). 
BMC Med Educ. 2025;25(1):72.

7.	 VanNieuwenborg L, Goossens M, De Lepeleire J, Schoenmakers B. Continuing 
medical education for general practitioners: a practice format. Postgrad Med 
J. 2016;92(1086):217–22.

8.	 Holmboe ES, Cassel C. Continuing medical education and maintenance of 
certification: essential links. Perm J. 2007;11(4):71–5.

9.	 Ali SA, Hamiz Ul Fawwad S, Ahmed G, Naz S, Waqar SA, Hareem A. Continu-
ing Medical Education: A Cross Sectional Study on a developing Country’s 
perspective. Sci Eng Ethics. 2018;24(1):251–60.

10.	 Wong WCW, Zhu S, Ong JJ, Peng M, Lam CLK, Kidd MR, Roland M, Jiang S. Pri-
mary care workforce and continuous medical education in China: lessons to 
learn from a nationwide cross-sectional survey. BMJ Open. 2017;7(7):e015145.

11.	 Lian S, Chen Q, Yao M, Chi C, Fetters MD. Training pathways to Working as a 
General Practitioner in China. Fam Med. 2019;51(3):262–70.

12.	 Gu J, Zhu S, Chen T, Tang J, Pan Z, Gong J, Shou J, Yang H, Du Z. Evaluation of 
the Spring Seedling Project-Zhaotong Program: a study of a novel continuing 
medical education program for rural doctors in China. Aust J Rural Health. 
2020;28(5):434–42.

13.	 Wu D, Guo M, Xu C. The Development of Continuing Medical Education in 
China. Creative Educ. 2021;12(1):203–11.

14.	 Liang LB, Li X, Liu XP, Li CZ, Luo D, Liu F, Mao TR, Su QL. Evaluation of the star 
family doctors training program: an observational cohort study of a novel 
continuing medical education program for general practitioners within 

a compact medical consortium: a quantitative analysis. BMC Med Educ. 
2023;23(1):250.

15.	 Hassan Alshehri HM, Alshehri AMH, Alshehri AMH, Alshehri SMH, Al Zahib 
YH, Alahmari AAA, Alshaikhi SA, Algarni HM, Alasmari FSN. Primary health 
care professionals’ opinions regarding continuing medical education: a cross 
sectional study. Med (Baltim). 2024;103(50):e40865.

16.	 Dowling S, Last J, Finnigan H, Cullen W. Continuing education for general 
practitioners working in rural practice: a review of the literature. Educ Prim 
Care. 2018;29(3):151–65.

17.	 Berggren E, Strang P, Orrevall Y, Ödlund Olin A, Sandelowsky H, Törnkvist 
L. Evaluation of ConPrim: a three-part model for continuing education in 
primary health care. Nurse Educ Today. 2016;46:115–20.

18.	 Almetahr H, Almutahar E, Alkhaldi Y, Alshehri I, Assiri A, Shehata S, Alsabaani 
A. Impact of Diabetes Continuing Education on Primary Healthcare 
Physicians’ knowledge, attitudes, and practices. Adv Med Educ Pract. 
2020;11:781–90.

19.	 Sampath J, Dietze DT, Toth PP, Cannon CP, Breslan SA. Are continuing medical 
education activities effective in improving the competence and performance 
of clinicians? Evidence from activities for primary care clinicians who manage 
patients with acute coronary syndromes. Crit Pathw Cardiol. 2012;11(1):1–9.

20.	 Adams SG, Pitts J, Wynne J, Yawn BP, Diamond EJ, Lee S, Dellert E, Hanania NA. 
Effect of a primary care continuing education program on clinical practice 
of chronic obstructive pulmonary disease: translating theory into practice. 
Mayo Clin Proc. 2012;87(9):862–70.

21.	 Wu Y, Wei X, Zhou L, Zhu EF, Xu Y, Chen M, Shang N, Guo X, Li K. The effective-
ness of continuing education programmes for health workers in rural and 
remote areas: a systematic review and meta-analysis. Rural Remote Health. 
2023;23(4):8275.

22.	 Lim SC, Mustapha FI, Aagaard-Hansen J, Calopietro M, Aris T, Bjerre-Chris-
tensen U. Impact of continuing medical education for primary healthcare 
providers in Malaysia on Diabetes knowledge, attitudes, skills and clinical 
practices. Med Educ Online. 2020;25(1):1710330.

23.	 Barton C, Sulaiman N, Liaw ST. Continuing medical education for asthma 
in primary care settings: a review of randomised controlled trials. Prim Care 
Respir J. 2003;12(4):119–23.

24.	 Toftegaard BS, Bro F, Falborg AZ, Vedsted P. Impact of continuing medical 
education in cancer diagnosis on GP knowledge, attitude and readiness to 
investigate - a before-after study. BMC Fam Pract. 2016;17:95.

25.	 Thepwongsa I, Kirby C, Schattner P, Shaw J, Piterman L. Type 2 diabetes 
continuing medical education for general practitioners: what works? A 
systematic review. Diabet Med. 2014;31(12):1488–97.

26.	 YOU C, YAO M, QI J. General practitioner trainers’ perspectives on continuing 
medical education in general practice in China: a qualitative study. Chin Gen 
Pract. 2021;24(34):4364.

27.	 JI Y, YAN C, SUN Y, DING J. Ways of implementing continuing medical educa-
tion for general practitioners. Chin Gen Pract. 2021;24(1):88.

28.	 Hui-min Y, De-lu Y, Qian-qian X, Li-hong W, Tao Y, Xiao-yan D. Bo-wen C: cur-
rent status of continuing medical education for primary general practitioners 
in China. Chin J Gen Pract. 2018;16(8):1375–8.

29.	 Reis T, Faria I, 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.

30.	 Ibsen H, Ahrenfeldt LJ, Lykkegaard J, Søndergaard J, Švab I, Kjaer NK. Barriers 
for continuous medical education: a cross-sectional questionnaire study 
among Danish GPs. BJGP Open 2024;8(3).

31.	 Vakani FS, Demirkol A, Uebel K, Balasooriya C. CME providers’ experiences and 
practices in Pakistan: a case study. BMC Med Educ. 2024;24(1):272.

32.	 Shannon S. Evidence-based programme design for CME. Lancet. 
2003;361(9370):1752.

33.	 Mazmanian PE, Davis DA. Continuing medical education and the physician as 
a learner: guide to the evidence. JAMA. 2002;288(9):1057–60.

34.	 Wang Y, Zhai P, Jiang S, Li C, Li S. Blood donors’ preferences toward incentives 
for donation in China. JAMA Netw Open. 2023;6(6):e2318320.

35.	 Fiorino G, Bent-Ennakhil N, Varriale P, Braegger F, Hoefkens E. Patient prefer-
ences for treatment attributes in inflammatory bowel disease: results from 
a large Survey Across Seven European Countries using a Discrete Choice 
Experiment. Inflamm Bowel Dis. 2024.

36.	 Samant S, Oberle S, Marcek T, Poulos C, Chintakayala P, Langevin E, Petigara 
T, Boeri M. Preferences of healthcare providers in Switzerland for attributes of 
pediatric hexavalent vaccines: a discrete-choice experiment. Curr Med Res 
Opin 2024;1–12.



Page 11 of 11Cai et al. BMC Medical Education          (2025) 25:315 

37.	 Sun Y, Wang Y, Zhang H, Hu Z, Ma Y, He Y. What Breast Cancer Screening 
Program do Rural Women Prefer? A Discrete Choice Experiment in Jiangsu, 
China. Patient. 2024.

38.	 He Y, Feng G, Wang C, Yang D, Hu L, Ming WK, Chen W. Nurses’ job prefer-
ences on the internet plus nursing service program: a discrete choice experi-
ment. BMC Nurs. 2024;23(1):120.

39.	 Qin T, Gu M, Wang Y, Yang Y, Guo J, Li X, Wang Y, Gao J, Bai Y. What’s the prefer-
ences of medical staff for providing health education service?–A discrete 
choice experiment in Beijing, China. Patient Educ Couns 2024;108282.

40.	 Çerik İ, Koyun E, Kıyak Y, Budakoğlu I, Dindaş F, Coşkun Ö. Employment prefer-
ences of cardiologists in Türkiye: a Discrete Choice Experiment. Turk Kardiy-
oloji Dernegi Arsivi: Turk Kardiyoloji Derneginin Yayin Organidir 2024,52(3).

41.	 Zhou L, Wei X, Wu Y, Deng X, Xu M, Shang X, Fenfen E, Song G, Zhu Y, Yang K. 
Preferences for training needs of village doctors in China: a systematic review. 
Fam Pract. 2024;41(6):874–82.

42.	 Thomas DC, Johnston B, Dunn K, Sullivan GM, Brett B, Matzko M, Levine SA. 
Continuing medical education, continuing professional development, and 
knowledge translation: improving care of older patients by practicing physi-
cians. J Am Geriatr Soc. 2006;54(10):1610–8.

43.	 Cook DA, Price DW, Wittich CM, West CP, Blachman MJ. Factors influencing 
Physicians’ selection of continuous Professional Development activities: a 
Cross-specialty National Survey. J Contin Educ Health Prof. 2017;37(3):154–60.

44.	 Goodyear-Smith F, Whitehorn M, McCormick R. Experiences and preferences 
of general practitioners regarding continuing medical education: a qualita-
tive study. N Z Med J. 2003;116(1172):U399.

45.	 Ibsen H, Lillevang G, Søndergaard J, Kjaer NK. We don’t need no education - a 
qualitative study of barriers to continuous medical education among Danish 
general practitioners. BMC Med Educ. 2023;23(1):450.

46.	 O’Brien Pott M, Blanshan AS, Huneke KM, Baasch Thomas BL, Cook DA. Barri-
ers to identifying and obtaining CME: a national survey of physicians, nurse 
practitioners and physician assistants. BMC Med Educ. 2021;21(1):168.

47.	 Younes NA, AbuAlRub R, Alshraideh H, Abu-Helalah MA, Alhamss S, 
Qanno O. Engagement of Jordanian Physicians in continuous Professional 
Development: current practices, motivation, and barriers. Int J Gen Med. 
2019;12:475–83.

48.	 Louviere JJ. Analyzing decision making: Metric conjoint analysis. Sage. 1988.
49.	 Song KAS, Sivey P. Studying on the job value preferences of staffs in County 

Centers for Disease Control and Prevention based on discrete choice experi-
ments. Chin Health Service Manage. 2013;30(07):544–6.

50.	 Orme B. Sawtooth software sample size issues for conjoint analysis studies. 
Res Paper Ser. 1998;98382(360):237–8.

51.	 Johnson R, Orme B. Getting the most from CBC. Sequim: Sawtooth Softw Res 
Paper Ser Sawtooth Softw 2003;1–7.

52.	 Luo N, Bai R, Sun Y, Li X, Liu L, Xu X, Liu L. Job preferences of master of public 
health students in China: a discrete choice experiment. BMC Med Educ. 
2024;24(1):24.

53.	 Armeni P, Meregaglia M, Borsoi L, Callea G, Torbica A, Benazzo F, Tarricone 
R. Collecting Physicians’ preferences on Medical devices: are we doing it 
right? Evidence from Italian orthopedists using 2 different stated preference 
methods. Med Decis Mak. 2023;43(7–8):886–900.

54.	 Arije O, Madan J, Hlungwani T. Preferences in adolescents and young people’s 
sexual and reproductive health services in Nigeria: a discrete choice experi-
ment. Health Econ Rev. 2024;14(1):24.

55.	 Weller BE, Bowen NK, Faubert SJ. Latent class analysis: a guide to best prac-
tice. J Black Psychol. 2020;46(4):287–311.

56.	 IBM Corp. Released 2019. IBM SPSS statistics for Windows, Version 26.0. 
Armonk, NY: IBM Corp.

57.	 StataCorp. Stata Statistical Software: release 15. College Station. TX: StataCorp 
LLC; 2017.

58.	 Altin SV, Tebest R, Kautz-Freimuth S, Redaelli M, Stock S. Barriers in the imple-
mentation of interprofessional continuing education programs–a qualitative 
study from Germany. BMC Med Educ. 2014;14:227.

59.	 Shaw B, Cheater F, Baker R, Gillies C, Hearnshaw H, Flottorp S, Robertson N. 
Tailored interventions to overcome identified barriers to change: effects on 
professional practice and health care outcomes. Cochrane Database Syst Rev. 
2005;(3):Cd005470.

60.	 Eickmann S, Wolff D, Kobbe G, Dreger P, Kröger N, Herrmann-Johns A. Bar-
riers and facilitators in continuous medical education related to allogeneic 
stem cell transplantation - a qualitative study of physicians. Oncol Res Treat. 
2024;47(4):136–144.

61.	 Ibsen H, Ahrenfeldt LJ, Lykkegaard J, Søndergaard J, Švab I, Kjaer NK. Barriers 
for continuous medical education: cross-sectional questionnaire study 
among Danish general practitioners. BJGP Open. 2024;8(3):BJGPO.2023.0228.

62.	 Fan J, Sun Z, Yu C, Guo Y, Pei P, Yang L, Chen Y, Du H, Sun D, Pang Y, et al. 
Multimorbidity patterns and association with mortality in 0.5 million Chinese 
adults. Chin Med J (Engl). 2022;135(6):648–57.

63.	 Pan T, Mercer SW, Zhao Y, McPake B, Desloge A, Atun R, Hulse ESG, Lee JT. 
The association between mental-physical multimorbidity and disability, work 
productivity, and social participation in China: a panel data analysis. BMC 
Public Health. 2021;21(1):376.

64.	 Keche Y, Gaikwad NR, Wasnik PN, Nagpure K, Siddiqui MS, Joshi A, Dhaneria S, 
Dewangan G, Meher J, Das P. Analysis of drugs prescribed to Elderly patients 
in a Tertiary Health Care Center in Raipur, Central India: an observational 
study. Cureus. 2024;16(1):e52770.

65.	 Li X, Jiang M, Peng Y, Shen X, Jia E, Xiong J. Community residents’ preferences 
for chronic disease management in Primary Care facilities in China: a stated 
preference survey. Arch Public Health. 2021;79(1):211.

66.	 Abdulla L, Al-Qahtani DM, Al-Kuwari MG. Prevalence and determinants of 
burnout syndrome among primary healthcare physicians in Qatar. South Afr 
Family Pract. 2011;53(4):380–3.

67.	 Yan H, Han Z, Nie H, Yang W, Nicholas S, Maitland E, Zhao W, Yang Y, Shi X. 
Continuing medical education in China: evidence from primary health work-
ers’ preferences for continuing traditional Chinese medicine education. BMC 
Health Serv Res. 2023;23(1):1200.

68.	 Quaife M, Terris-Prestholt F, Di Tanna GL, Vickerman P. How well do discrete 
choice experiments predict health choices? A systematic review and meta-
analysis of external validity. Eur J Health Econ. 2018;19(8):1053–66.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Discrete choice experiment on the preferences for continuing medical education training programs among primary health care physicians in China
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Identification of attributes and levels
	﻿Choice tasks and experimental design
	﻿Data collection
	﻿Statistical analysis

	﻿Results
	﻿Characteristics of participants
	﻿Model estimates
	﻿Mixed logit model estimates
	﻿Latent class model estimates


	﻿Discussion
	﻿Limitations
	﻿Conclusions
	﻿References


