
HOD ACTION: Council on Medical Education Report 4 adopted as amended in lieu of 
Resolutions 308, 309, 311, 315, and 319 and the remainder of the report filed. 

REPORT 4 OF THE REPORT OF THE COUNCIL ON MEDICAL EDUCATION (A-13) 
An Update on Maintenance of Certification, Osteopathic Continuous Certification, and 
Maintenance of Licensure (Resolution 917-I-12) 
(Reference Committee C) 
 
 
 

EXECUTIVE SUMMARY 
 
The American Medical Association (AMA) has provided strong input and developed extensive 
policy on Maintenance of Certification (MOC), Osteopathic Continuous Certification (OCC), and 
the principles of Maintenance of Licensure (MOL). In order to address referred Resolution 917-I-
12 and AMA policy D-275.960, this report builds on information provided in three previous 
Council reports to the House of Delegates on this topic and provides a progress report on MOC, 
OCC, and the MOL initiative. 
 
MOC, OCC, and MOL are distinctly different processes, designed by independent organizations 
with different purposes and mandates. The American Board of Medical Specialties (ABMS) and its 
member boards are developing MOC requirements that are supported by evidence-based 
guidelines, national clinical and quality standards, and specialty best practices. Similarly, each of 
the 18 specialty certifying member boards of the American Osteopathic Association’s Bureau of 
Osteopathic Specialists has implemented OCC. The value of specialty board certification has been 
demonstrated by the ongoing public interest in seeking out board-certified physicians and by the 
number of hospitals and other health care organizations that make board certification a key 
qualification for medical staff privileges.   
 
Currently the guiding principles for MOL, adopted by the Federation of State Medical Boards 
(FSMB), recognize the value of active engagement in meeting MOC and OCC requirements. MOC 
and OCC are not intended to become mandatory requirements for medical licensure but should be 
recognized as meeting some or all of a state’s requirements for MOL to avoid unnecessary 
duplication of work. The FSMB is currently engaged in a series of pilot projects, in collaboration 
with the ABMS and National Board of Medical Examiners, to advance understanding of the 
process, structure, and resources necessary to develop an effective and comprehensive MOL 
system. Nine state medical boards are participating in pilot projects. The pilots will determine and 
identify multiple options and pathways by which physicians, including those who are not specialty-
certified or not engaged in MOC or OCC, may fulfill a state board’s MOL requirements. 
 
The AMA is not responsible for regulating the certification and licensure processes but is 
committed to monitoring the development and research being conducted in these areas on a regular 
basis. AMA policy encourages the ABMS and its member boards to continue to improve the 
validity and reliability of procedures for the evaluation of candidates for certification. In addition to 
traditional assessment methods that have relied significantly on multiple-choice examinations or 
continuing medical education activities, the certification boards are beginning to incorporate 
simulation-based educational and assessment formats into MOC that more closely represent how 
practicing physicians diagnose and treat patients.  
 
The MOC, OCC, and MOL processes will be unfolding over the next decade. AMA policy states 
that any changes in the MOC process should not result in significantly increased cost or burden to 
physician participants or reduce the capacity of the overall physician workforce. 
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Resolution 917-I-12, Accreditation/Certification Cost and Convenience, introduced by the Indiana 1 
Delegation and referred by the House of Delegates, asked that our American Medical Association 2 
(AMA) adopt the following principles related to certifying and accrediting entities: 3 
 4 

1. There should be full transparency related to the costs of preparing, administering, scoring, 5 
and reporting the results of board certifying exams. 6 

2. There should be full transparency on the costs of facility documentation, review, facility 7 
inspection, scoring, and reporting of accreditation results. 8 

3. There is the expectation that timely and multiple board exam sites will be available so as to 9 
minimize the need for physicians to travel long distances or wait long times for exam 10 
dates. 11 

4. The accreditation process should be timely and efficient. 12 
5. There is the expectation that certification and accreditation services should not be a source 13 

of substantial profit for these entities. 14 
 15 
Resolution 917-I-12 was referred for further study because many of these issues are being 16 
addressed by the Council on Medical Education, which issued three reports on Maintenance of 17 
Certification (MOC), Osteopathic Continuous Certification (OCC), and Maintenance of Licensure 18 
(MOL) and is continuing to monitor these activities. 19 
 20 
Policy D-275.960, “An Update on Maintenance of Certification, Osteopathic Continuous 21 
Certification, and Maintenance of Licensure,” calls on our AMA to continue to monitor the 22 
evolution of MOC, OCC, and MOL, continue its active engagement in the discussions regarding 23 
their implementation, and report back to the House of Delegates on these issues at the 2013 Annual 24 
Meeting.  25 
 26 
INTRODUCTION 27 
 28 
The AMA has extensive policy on MOC and OCC as well as policy to support the principles of 29 
MOL. The AMA advocates for balancing these requirements with a sensitivity to physicians’ 30 
valuable time and resources, ensuring physician input into the ongoing development of MOC, 31 
OCC, and MOL, and making these processes as efficient, effective, and evidence-based as 32 
possible. 33 
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This report builds on information provided in three previous Council reports to the House of 1 
Delegates on this topic (Council on Medical Education Reports 10-A-12, 3-A-10, and 16-A-09) 2 
and addresses the resolution and policies above by providing updates on: 3 
 4 

1. Progress that has been made in developing MOC, OCC, and the policies and framework 5 
for MOL, which is intended to provide guidance to the state medical and osteopathic 6 
boards as they consider the results of the MOL pilot projects. 7 

2. Expanded models that boards are using for secured examinations. 8 
3. References that point to evidence of the benefits of specialty board certification. 9 
4. How knowledgeable the public may be about MOC.  10 
5. The impact of MOC, OCC, and MOL on the physician workforce. 11 

 12 
PROGRESS REPORT ON MOC, OCC, AND THE MOL INITIATIVE 13 
 14 
The Council on Medical Education is committed to monitoring the development of MOC, OCC, 15 
and the MOL initiative on a regular basis. Since June 2012, Board of Trustees, Council members, 16 
and AMA staff have participated in meetings that include the Special Committee on Maintenance 17 
of Licensure, Maintenance of Licensure Implementation Group, MOL Workgroup on Non-Clinical 18 
Physicians, Joint Working Group on MOC-CME, and CEO Advisory Council conference calls. 19 
 20 
Future Direction for the ABMS MOC  21 
 22 
The MOC Committee of the ABMS and its member boards has continued to develop the 23 
conceptual framework for MOC 2015 program standards with the goal of aligning with other 24 
professional accountability requirements by professional and regulatory organizations that share 25 
the same goal of promoting patient-care safety and quality. Alignment would facilitate the use of 26 
MOC for meeting the requirements of pay-for-quality, institutional privileging, MOL, and other 27 
professional obligations. A summary of the individual member boards’ requirements for MOC Part 28 
II Lifelong Learning and Self Assessment and MOC Part IV Practice Performance Assessment, are 29 
shown in Attachments A and B. 30 
 31 
Update on MOC Continuing Medical Education (CME) 32 
 33 
The MOC Committee established a Joint Working Group on MOC-CME. This was not a call for, 34 
or intent to form, a new credit, certifying, or accreditation system for CME, but was intended to 35 
identify CME that best fits into the continuing professional development framework for MOC 36 
2015. The goal is to standardize the CME requirements of individual ABMS member boards and 37 
streamline the process for physicians who hold multiple board certifications and to facilitate 38 
understanding of MOC requirements by external stakeholders. 39 
 40 
The Joint Working Group presented its final report to the MOC Committee that recommended 41 
guidelines for evaluating the quality and the quantity of MOC-CME. Some of the questions raised 42 
by the Group with regard to quality included how often is clinical content as well as the educational 43 
format evidence based, how often is learning/improvement demonstrated, and are the six 44 
competencies (professionalism, patient care and procedural skills, medical knowledge, practice-45 
based learning and improvement, interpersonal and communication skills, and systems-based 46 
practice) adequately covered in current CME programming. Questions raised with regard to 47 
quantity included how much CME is appropriate for MOC, is the “credit” the right metric or would 48 
a point system be better, and where do learning/improvement outcomes fit. The Group 49 
recommended that the characteristics of MOC-CME include evidence-based clinical content, 50 
evidence-based learning formats (i.e., interactive, multimedia), span the six competencies, and 51 



 CME Rep. 4-A-13 -- page 3 of 35 
 

support diplomates’ needs in demonstrating and documenting practice-based learning and 1 
improvement.   2 
 3 
The ABMS has also developed a tool kit to advance the state medical boards’ adoption of the 4 
FSMB’s policy encouraging the state medical boards to accept MOC participation as meeting a 5 
state’s CME requirements for license renewal. The MOC4CME Tool Kit includes information 6 
about state requirements on CME, frequently asked questions, and key messages. As of December 7 
2012, four states (Idaho, Minnesota, North Carolina, and Oregon) have adopted this policy, and 8 
four states (California, Missouri, Washington, and West Virginia) are in varying stages of 9 
discussion about the policy change. 10 
 11 
Additional ABMS Member Boards Drop End Dates 12 
 13 
Three additional ABMS member boards—the American Board of Family Medicine (ABFM), 14 
American Board of Psychiatry and Neurology (ABPN), and American Board of Radiology 15 
(ABR)—are now emphasizing continuous involvement in their respective MOC programs. 16 
Ongoing certification with each board is contingent upon meeting the MOC requirements for the 17 
specific board. Three boards have eliminated specific “end dates” for the physicians they certify, 18 
and have joined the American Board of Pediatrics, which piloted this approach in 2010, in 19 
emphasizing the continuous nature of the ABMS MOC program.  20 
 21 
For family physicians who are board certified by the ABFM and who enter MOC in 2012 or later, 22 
and for physicians who were initially board certified by ABPN or ABR in 2012 or later, 23 
maintaining certification is contingent upon their meeting the requirements for the specific board’s 24 
MOC program, and therefore no specific end date to certification will be provided. To maintain 25 
certification by ABFM, ABPN, or ABR, their respective board certified physicians must 26 
successfully complete specialty-specific requirements throughout their ongoing MOC cycles. 27 
Implementation details will be determined by each board for physicians who are board certified 28 
earlier than 2012. More information on MOC no- “end dates” is available at www.abms.org.  29 
 30 
Time Limits for Becoming Board Certified 31 
 32 
The ABMS and its member boards have also set time limits to the number of years that can elapse 33 
between a physician’s completion of residency training and achievement of board certification. 34 
Board eligibility and transition dates, the ABMS Board Eligibility Policy, and an updated Board 35 
Eligibility Fact Sheet are available at www.abms.org. 36 
 37 
ABMS Educational Programs 38 
 39 
In 2012, the ABMS sponsored educational activities for its associate members and all 40 
representatives from the ABMS member boards. The ABMS Board Congress, titled 41 
“Professionalism:  What are the Implications for the ABMS Board Community?” outlined the role 42 
and charge of the new ABMS Ethics and Professionalism Committee, and the “ABMS Workshop 43 
on Professionalism and Certification Examinations” focused on best practices and communication 44 
with examinees and other parties before, during, and after an examination.  45 
 46 
ABMS Participation Costs 47 
 48 
ABMS acknowledges that participation in MOC programs places expectations on physicians. 49 
Physicians participating in MOC commit to, and complete, a substantive program of learning, 50 
assessment, and quality improvement in order to remain current in their specialty and provide up-51 



 CME Rep. 4-A-13 -- page 4 of 35 
 

to-date care for patients. The investment of time and effort in MOC activities is expected to yield 1 
tangible dividends for patients—better health care, fewer medical errors, and improved patient 2 
safety. For physicians, it is expected to yield improvement in all the competency domains targeted 3 
and developed throughout a physician’s training:  professionalism, patient care, procedural skill, 4 
medical knowledge, practice-based learning and improvement, interpersonal communication skill, 5 
and system-based practice. The average cost of participation in an MOC program across the 24 6 
ABMS member boards is $500 per year. These fees are determined at the discretion of each of the 7 
24 boards, based on the needs of their physician specialists.1 8 
 9 
AMA Policy H-275.923 (3), “Maintenance of Certification/Maintenance of Licensure,” states that 10 
our AMA will encourage rigorous evaluation of the impact on physicians of future proposed 11 
changes to the MOC and MOL processes including cost, staffing, and time. AMA Policy 12 
H-275.924 (4), “Maintenance of Certification,” states that any changes in the MOC process should 13 
not result in significantly increased cost or burden to physician participants (such as systems that 14 
mandate continuous documentation or require annual milestones). 15 
 16 
American Osteopathic Association’s Bureau of Osteopathic Specialists Board Certification  17 
 18 
Each of the 18 specialty certifying member boards of the American Osteopathic Association’s 19 
Bureau of Osteopathic Specialists (AOA-BOS) has implemented OCC, effective January 1, 2013. 20 
All osteopathic physicians who hold a time-limited certificate are required to participate in the 21 
following five components of the OCC process in order to maintain osteopathic board certification:  22 
 23 
• Component 1 - Unrestricted Licensure:  requires that physicians who are board certified by the 24 

AOA hold a valid, unrestricted license to practice medicine in one of the 50 states, and adhere 25 
to the AOA’s Code of Ethics.  26 

• Component 2 - Life Long Learning/CME:  requires that all recertifying diplomates fulfill a 27 
minimum of 120 hours of CME credit during each three-year CME cycle (some certifying 28 
boards have higher requirements). Of these 120 plus CME credit hours, a minimum of 50 29 
credit hours must be in the specialty area of certification. Self-assessment activities will be 30 
designated by each of the 18 specialty certification boards. If an osteopathic physician holds a 31 
Certificate of Added Qualifications (CAQ), a percentage of their specialty credit hours must be 32 
in their CAQ area.  33 

• Component 3 - Cognitive Assessment:  requires provision of one (or more) psychometrically 34 
valid and proctored examinations that assess a physician’s specialty medical knowledge as well 35 
as core competencies in the provision of healthcare.  36 

• Component 4 - Practice Performance Assessment and Improvement:  requires that physicians 37 
engage in continuous quality improvement through comparison of personal practice 38 
performance measured against national standards for his or her medical specialty. The 39 
Standards Review Committee of the AOA-BOS has specific criteria for each component 4 40 
activity. 41 

• Component 5 - Continuous AOA Membership.  42 
 43 
Osteopathic physicians who hold non-time-limited certificates (non-expiring) are not required to 44 
participate in OCC. However, in order to maintain their certification, they must continue to meet 45 
licensure, CME (120-150 credits every three-year CME cycle, 30 of which are in AOA CME 46 
category 1A) and membership requirements. 47 
 48 
The AOA has developed policies for clinically inactive diplomates, and, for dually-boarded 49 
(AOA/ABMS) diplomates, each board is developing mechanisms to partially accept ABMS MOC 50 
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Part IV activities for the AOA Component 4 requirements; an osteopathic activity will still be 1 
required.  2 
 3 
The AOA is encouraging all physicians to participate in OCC, because the FSMB has agreed to 4 
recommend the acceptance of OCC for MOL requirements. Physicians who do not participate may 5 
have additional requirements for MOL as prescribed by the state(s) where physicians are licensed. 6 
In addition, the AOA has applied for its OCC process to be approved for the CMS Maintenance of 7 
Certification incentive program on behalf of all specialty certifying boards; four boards (Radiology, 8 
Pediatrics, Internal Medicine, and Obstetrics/Gynecology) were approved in 2012. 9 
 10 
Federation of State Medical Boards – MOL Initiative  11 
 12 
Pilot Projects 13 
 14 
The FSMB is currently engaged in a series of pilot projects, in collaboration with the ABMS and 15 
NBME, to advance understanding of the process, structure and resources necessary to develop an 16 
effective and comprehensive MOL system. Nine state medical boards are participating in pilot 17 
projects: Osteopathic Medical Board of California, Colorado Medical Board, Delaware Board of 18 
Medical Practice, Iowa Board of Medicine, Massachusetts Board of Registration in Medicine, 19 
Mississippi State Board of Medical Licensure, Oregon Medical Board, Virginia Board of Medicine, 20 
and Wisconsin Medical Examining Board. 21 
 22 
The first pilot project, a State Readiness Inventory survey, was distributed to participating pilot 23 
state medical boards in October 2012. The pilot consisted of an electronic survey designed to 24 
facilitate discussion of implementation of MOL and to identify issues state boards need to consider 25 
and possibly resolve to ensure successful implementation of MOL. The survey results are currently 26 
being collated and analyzed. The second pilot to be implemented will be a Physician Acceptability 27 
Survey to collect opinions from licensed physicians about the potential features of a comprehensive 28 
MOL system. Additional pilots will be undertaken throughout 2013.  29 
 30 
MOL Workgroup on Clinically Inactive Physicians 31 
 32 
In 2011, then-FSMB chair, Janelle Rhyne, MD, established an MOL Workgroup on Clinically 33 
Inactive Physicians to define the non-clinical physician and develop pathway(s) that non-clinical 34 
physicians may follow to successfully participate in a state medical board’s MOL program. Given 35 
the complexity of the issue, the Workgroup delayed issuing a report to the FSMB House of 36 
Delegates in 2012 in order to take additional time to identify, review, and discuss all relevant 37 
components of clinically inactive physicians’ participation in MOL. A draft of the committee’s 38 
report was distributed to the state medical boards and other stakeholders, including the AMA.  39 
 40 
In December 2012, the AMA provided a constructive critique of the FSMB draft report of the 41 
MOL Workgroup on Clinically Inactive Physicians. In general, the AMA agrees with the FSMB 42 
that the options and processes for MOL should be similar for clinically active and clinically 43 
inactive physicians. The AMA also agrees with the responsibilities and guidelines outlined in the 44 
report that would require clinically inactive physicians to understand and engage in a process of 45 
practice-relevant lifelong learning, participate in activities that reflect their day-to-day professional 46 
activities and maintain appropriate documentation of participation in such activities, and provide an 47 
accurate reflection of clinical status to the licensing authority for licensure purposes and to the 48 
specialty certification board for eligibility for MOC/OCC.   49 
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The FSMB’s MOL Workgroup on Non-Clinical Physicians is developing policy intended to ensure 1 
an MOL framework that is effective and efficient for all physicians. A final report was presented to 2 
the FSMB House of Delegates in April 2013 for adoption as formal FSMB policy. 3 
 4 
Communications  5 
 6 
The FSMB is continuing to provide updates on the development of MOL to the state medical 7 
boards and key stakeholders, including the AMA, and has established an information center with 8 
up-to-date information on the development of MOL (www.fsmb.org/mol.html). In addition, recent 9 
articles about MOL have been published in Annals of Internal Medicine, the New England Journal 10 
of Medicine, and the FSMB’s Journal of Medical Regulation.2, 3 11 
 12 
EXPANDED MODELS USED FOR SECURED EXAMINATIONS 13 
 14 
Traditional assessment methods have relied significantly on multiple-choice examinations or 15 
continuing medical education activities. However, the certification boards are beginning to 16 
incorporate simulation-based educational and assessment formats into MOC that more closely 17 
represent how practicing physicians diagnose and treat patients.  18 
 19 
Approximately one-third of the ABMS member boards who responded to an ABMS survey 20 
conducted in October 2011 said that they use a modular examination approach to accommodate for 21 
relevancy to practice. These boards administer an MOC Part III examination that represents the 22 
practice content of that particular specialty and includes a combination of core content of their 23 
specialty and modules that focus on specific practice area(s). The number of modules incorporated 24 
into the MOC Part III examination varies among the member boards that utilize the modular 25 
approach. In some cases, the number of modules incorporated into one MOC examination may be 26 
dependent on the subspecialty characteristics of a diplomate’s practice. Modules may vary in 27 
length dependent upon the number of questions needed to satisfy reliability and validity 28 
requirements. Some of the boards offering modular examination choices allow diplomates to 29 
choose which modules to take along with the core exam. 30 
 31 
BENEFITS OF SPECIALTY BOARD CERTIFICATION 32 
 33 
The value of specialty board certification has been demonstrated by the ongoing public interest in 34 
seeking out board-certified physicians and by the number of hospitals and other health care 35 
organizations that make board certification a key qualification for medical staff privileges. Few 36 
practices will hire physicians who are not board certified.4   37 
 38 
A summary of the evidence and theory about the role of a physician’s board certification status, 39 
compiled by Brennan et al., noted that “the value of specialty board certification and MOC takes 40 
three forms:  the internal validity of the testing process, the correlation of examination scores with 41 
other measures of physician quality, and the correlation of certification status with practice 42 
outcomes.”5  All ABMS member boards develop cognitive examinations that are composed of 43 
questions developed by experts in the discipline and selected to fulfill a blueprint for the overall 44 
examination based on the importance and frequency with which problems are faced in clinical 45 
practice. The Boards also set standards for passing the secure examinations using widely accepted, 46 
credible standard-setting methods.5 47 
 48 
The Boards are developing MOC requirements that are supported by evidence-based guidelines, 49 
national clinical and quality standards, and specialty best practices. Because the MOC program has 50 
been introduced gradually during the last decade, the evidence that results from longitudinal data 51 
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collection is not available. However, data are beginning to emerge. The ABMS has compiled an 1 
annotated bibliography that highlights research studies and articles supporting the value of board 2 
certification and MOC (Attachment C).  3 
 4 
The ABMS studies reinforce prior research that has shown a positive link between initial ABMS 5 
board certification and the quality of care. Early studies show a link between MOC and improved 6 
clinical performance and outcomes by participating physicians. Physician engagement in MOC 7 
activities has been associated with enhancement in clinical competence, improvement in care 8 
processes, and the gathering of valuable patient feedback. Many of the learning and assessment 9 
methods used in MOC programs have a firm grounding in research and a demonstrated ability to 10 
address physician competencies. The Boards are incorporating the latest principles in adult learning 11 
into MOC activities, such as self-directed practice improvement modules (PIMs) and interactive 12 
workshops. Many of the Boards use PIMs or incorporate similar approaches in their performance 13 
improvement activities. The latter studies range from lower mortality rates for patients with acute 14 
myocardial infarction and colorectal surgery to improved preventive care services for Medicare 15 
patients when such care is delivered by a board certified specialist.  16 
 17 
PUBLIC AWARENESS OF MOC AND OCC 18 
 19 
Studies have shown that the public values physician participation in a board certification program. 20 
A 2004 Gallup poll showed that physician certification and MOC are highly valued by the public.5  21 
More recently, a 2010 consumer survey commissioned by ABMS showed that most patients (95%) 22 
said it’s important to them that their physicians participate in a program to maintain their board 23 
certification, with two-thirds (66 percent) saying it is “very important.”   The ABMS survey also 24 
showed that 84 percent of respondents would take some form of action if they found out their 25 
physician did not participate in an MOC program, out of which 45 percent would look for a new 26 
physician and 41 percent would stop referring their family and friends to that physician.6 27 
 28 
In August 2011, the ABMS began to display the MOC status of member board certified physicians 29 
online (www.CertificationMatters.org). The information displayed includes the physician’s name, 30 
certifying boards and “yes” or “no” as to whether the physician is meeting MOC standards. As of 31 
August 2012, 11 additional ABMS Member Boards joined seven other Boards in reporting publicly 32 
whether the physicians they certify are meeting their MOC requirements. The American Board of 33 
Anesthesiology, American Board of Radiology, and American Board of Orthopaedic Surgery plan 34 
to make their information available in 2013, and the American Board of Pathology anticipates 35 
providing its information in early 2014. The American Board of Internal Medicine and American 36 
Board of Pediatrics are expected to announce the date their information will be available in the near 37 
future. 38 
 39 
The AOA also provides information about the OCC status of member board certified physicians 40 
upon request through its online DO Directory (www.doprofiles.org/).  41 
 42 
IMPACT OF MOC, OCC, AND MOL ON THE PHYSICIAN WORKFORCE 43 
 44 
The MOC, OCC, and MOL processes will be unfolding over the next decade, and their impact on 45 
the physician workforce is still unknown. Depending on the physician’s professional activities, 46 
some physicians may have chosen not to proceed with specialty board certification even though 47 
they may have fulfilled all requirements to do so.7  Lack of certification might reflect a delay or 48 
break in training or the fact that some boards require documentation of actual practice before board 49 
certification. For some physicians, participation in MOC and OCC will likely fulfill requirements 50 
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for MOL and avoid unnecessary duplication of work.8  Published studies on the impact of MOC on 1 
an older physician’s decision to retire are limited. 2 
 3 
AMA Policy H-275.924, Maintenance of Certification, states that MOC requirements should not 4 
reduce the capacity of the overall physician workforce. It further states that it is important to retain 5 
a structure of MOC programs that permits physicians to complete modules with temporal 6 
flexibility, compatible with the practice responsibilities. AMA Policy H-275.920 (2), Impact of 7 
Maintenance of Certification, Osteopathic Continuous Certification, Maintenance of Licensure on 8 
the Physician Workforce, states that our AMA encourages the ABMS to use data from maintenance 9 
of certification to track whether physicians are maintaining certification and share this data with the 10 
AMA. 11 
 12 
DISCUSSION 13 
 14 
The AMA has extensive policy on MOC, OCC, and the principles of MOL and supports the intent 15 
of these programs. AMA policy states that any changes in the MOC process should not result in 16 
significantly increased cost or burden to physician participants or reduce the capacity of the overall 17 
physician workforce. The Council on Medical Education is committed to monitoring the 18 
development of MOC, OCC, and the MOL initiative on a regular basis.  19 
 20 
MOC, OCC, and MOL are distinctly different processes, designed by independent organizations 21 
with different purposes and mandates. Currently the guiding principles for MOL, adopted by the 22 
FSMB, recognize the value of active engagement in meeting MOC and OCC requirements. MOC 23 
and OCC are not intended to become mandatory requirements for medical licensure but should be 24 
recognized as meeting some or all of a state’s requirements for MOL to avoid unnecessary 25 
duplication of work.9  Pilot testing of the FSMB’s guiding principles and framework developed for 26 
MOL is currently underway. The pilots will determine and identify multiple options and pathways 27 
by which physicians, including those who are not specialty-certified or not engaged in MOC or 28 
OCC, may fulfill a state board’s MOL requirements.9 29 
 30 
In the United States, there is a shared responsibility for physician performance through a 31 
combination of state regulation and professional self-regulation. Although the state medical boards 32 
provide an overall safety net for medical care to provide greater assurance of the quality of 33 
physician practice, the medical profession launched the specialty board movement to assist the 34 
public in the identification of highly qualified health professionals in specialty-based practice.4  35 
Board certification assures the public that an independent third party has evaluated a physician’s 36 
skills and abilities, and that a physician conducts his or her practice according to a professional 37 
code of ethics and remains current with medical practices and procedures. Studies show that the 38 
public values physicians’ participation in a board certification program.5   39 
 40 
Specialty board certification is also becoming a frequent requirement for credentialing by hospitals, 41 
health systems, and health insurance plans. Physicians without specialty board certification have 42 
difficulty obtaining hospital privileges and are usually precluded from serving on medical school 43 
faculties.7, 10  As MOC gains acceptance among health care agencies, state medical boards, medical 44 
associations, private health care organizations and health plans, there will be a need to create 45 
synergy in health care improvement efforts and minimize overlap of requirements providers must 46 
meet. 47 



 CME Rep. 4-A-13 -- page 9 of 35 
 

RECOMMENDATIONS 1 
 2 
The Council on Medical Education recommends that the following recommendations be adopted in 3 
lieu of Resolution 917-I-12, and that the remainder of the report be filed. 4 
 5 
1. That our American Medical Association (AMA) Reaffirm Policy H-275.923, Maintenance of 6 

Certification/Maintenance of Licensure, to reinforce that our AMA encourages rigorous 7 
evaluation of the impact on physicians of future proposed changes to the MOC and MOL 8 
processes including cost, staffing, and time. (Reaffirm HOD Policy) 9 

 10 
2. That our AMA Reaffirm Policy H-275.924, Maintenance of Certification, to reinforce that any 11 

changes in the MOC process should not result in significantly increased cost or burden to 12 
physician participants (such as systems that mandate continuous documentation or require 13 
annual milestones). (Reaffirm HOD Policy) 14 

 15 
3. That our AMA Rescind Policy D-275.960 (2), An Update on Maintenance of Certification, 16 

Osteopathic Continuous Certification, and Maintenance of Licensure, since that has been 17 
accomplished through this report.  (Rescind HOD Policy) 18 
 19 

4. That our AMA will continue to monitor the evolution of Maintenance of Certification (MOC), 20 
Osteopathic Continuous Certification (OCC), and Maintenance of Licensure (MOL), continue 21 
its active engagement in the discussions regarding their implementation, and report back to the 22 
House of Delegates on these issues. (Directive to Take Action) 23 
 24 

5. That our AMA will 1) work with the American Board of Medical Specialties (ABMS) and 25 
ABMS specialty boards to continue to examine the evidence supporting the value of specialty 26 
board certification and MOC and to determine the continued need for the mandatory high-27 
stakes examination; and 2) work with the ABMS to explore alternatives to the mandatory high- 28 
stakes examination.  (Directive to Take Action) 29 
 30 

6. That our AMA encourage the ABMS to ensure that all ABMS specialty boards provide full 31 
transparency related to the costs of preparing, administering, scoring, and reporting MOC and 32 
certifying/recertifying examinations and ensure that MOC and certifying/recertifying 33 
examinations do not result in significant financial gain to the ABMS specialty boards.  34 
(Directive to Take Action) 35 
 36 

7. That our AMA work with the ABMS to lessen the burden of MOC on physicians with multiple 37 
board certifications, in particular to ensure that MOC is specifically relevant to the physician’s 38 
current practice.  (Directive to Take Action) 39 
 40 

8. That our AMA solicit an independent entity to commission and pay for a study to evaluate the 41 
impact that MOL and MOC requirements have on physicians’ practices, including but not 42 
limited to: physician workforce, physicians’ practice costs, patient outcomes, patient safety and 43 
patient access.  Such study will look at the examination processes of the ABMS, the American 44 
Osteopathic Association, and the Federation of State Medical Boards.  Such study is to be 45 
presented to the AMA HOD, for deliberation and consideration before any entity, agency, 46 
board or governmental body requires physicians to sit for MOL licensure examinations.  47 
Progress report is to be presented at Annual 2014; complete report by Annual 2015.  (Directive 48 
to Take Action) 49 

50 
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9. That our AMA 1) support ongoing ABMS specialty board efforts to allow other physician 1 
educational and quality improvement activities to count for MOC; 2) support specialty board 2 
activities in facilitating the use of MOC quality improvement activities to count for other 3 
accountability requirements or programs such as pay for quality/performance or PQRS 4 
reimbursement; 3) encourage the ABMS specialty boards to enhance the consistency of such 5 
programs across all boards; and 4) work with specialty societies and specialty boards to 6 
develop tools and services that facilitate the physician’s ability to meet MOC requirements.  7 
(Directive to Take Action) 8 

 
Fiscal Note:  No significant fiscal note 
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