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REPORTS OF THE COUNCIL ON MEDICAL EDUCATION 
 
The following reports, 1–10, were presented by William A. McDade , MD, Chair: 
 
 

1. COUNCIL ON MEDICAL EDUCATION SUNSET REVIEW OF 2005 HOUSE POLICIES 
 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS AND 

REMAINDER OF REPORT FILED 
 
At its 1984 Interim Meeting, the House of Delegates established a sunset mechanism for House policies (Policy G-
600.110). Under this mechanism, a policy established by the House ceases to exist after 10 years unless action is 
taken by the House to retain it. The objective of the sunset mechanism is to help ensure that the AMA Policy 
Database is current, coherent, and relevant. By eliminating outmoded, duplicative, and inconsistent policies, the 
sunset mechanism contributes to the ability of the AMA to communicate and promote its policy positions. It also 
contributes to the efficiency and effectiveness of House of Delegates deliberations. 
 
At its 2012 Annual Meeting, the House amended Policy G-600.110, which now reads as follows: 
 
1. As the House of Delegates adopts policies, a maximum ten-year time horizon shall exist. A policy will typically 

sunset after ten years unless action is taken by the House of Delegates to retain it. Any action of our AMA 
House that reaffirms or amends an existing policy position shall reset the sunset “clock,” making the reaffirmed 
or amended policy viable for another 10 years. 

 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the following procedures 

shall be followed: (a) Each year, the Speakers shall provide a list of policies that are subject to review under the 
policy sunset mechanism; (b) Such policies shall be assigned to the appropriate AMA Councils for review; (c) 
Each AMA council that has been asked to review policies shall develop and submit a report to the House of 
Delegates identifying policies that are scheduled to sunset; (d) For each policy under review, the reviewing 
council can recommend one of the following actions: (i) Retain the policy; (ii) Sunset the policy; (iii) Retain 
part of the policy; or (iv) Reconcile the policy with more recent and like policy; (e) For each recommendation 
that it makes to retain a policy in any fashion, the reviewing Council shall provide a succinct, but cogent 
justification (f) The Speakers shall determine the best way for the House of Delegates to handle the sunset 
reports. 

 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy earlier than its 10-year 

horizon if it is no longer relevant, has been superseded by a more current policy, or has been accomplished. 
 
4. The AMA Councils and the House of Delegates should conform to the following guidelines for sunset: (a) when 

a policy is no longer relevant or necessary; (b) when a policy or directive has been accomplished; or (c) when 
the policy or directive is part of an established AMA practice that is transparent to the House and codified 
elsewhere such as the AMA Bylaws or the AMA House of Delegates Reference Manual: Procedures, Policies 
and Practices. 

 
5. The most recent policy shall be deemed to supersede contradictory past AMA policies. 
 
6. Sunset policies will be retained in the AMA historical archives. 
 
The Council on Medical Education’s recommendations on the disposition of the 2005 House policies that were 
assigned to it are included in the Appendix to this report. 
 
RECOMMENDATION 
 
The Council on Medical Education recommends that the House of Delegates policies that are listed in the Appendix 
to this report be acted upon in the manner indicated and the remainder of this report be filed. 

http://www.ama-assn.org/resources/doc/hod/x-pub/a15-reference-committee-reports.pdf#page=64
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APPENDIX - Recommended Actions on 2005 and Other Related House of Delegates Policies 
 
Policy 
Number 

Title Recommended Action 

HOUSE OF DELEGATES’ POLICIES 

H-045.993 Support of Residencies in Aerospace Medicine Sunset. There were four residency programs in this 
subspecialty in 2005, when this 1987 policy was retained; 
there are five such programs today. AMA policy in 
support of residency increases in fields of need supersedes 
the need for specific mention of and support for this field. 

H-180.956 Physician Privileges Application - Timely 
Review by Managed Care 

Retain; still relevant. 

H-200.983 Health Manpower Sunset; “Manpower” is an outmoded term, and the AMA 
has numerous policies that supersede the intent of this 
policy, including H-200.956, Appropriations for 
Increasing Number of Primary Care Physicians; H-
295.956, Educational Grants for Innovative Programs in 
Undergraduate and Residency Training for Primary Care 
Careers; H-200.997, Primary Care; and H-200.977, 
Establishing a National Priority and Appropriate Funding 
for Increased Training of Primary Care Physicians. 

H-220.980 Credentialing Procedure Retain, still relevant, but edit as noted: “The AMA 
encourages the JCAHO Joint Commission to continue to 
monitor medical staff credentialing procedures…”  

H-220.989 Physician Credentialing Retain, still relevant, but edit to read as follows: “The 
AMA encourages the Joint Commission JCAHO to 
develop standards …” 

H-225.960 Voluntary Use of Hospitalists and Required 
Consent 

Retain; still relevant. 
 

H-225.969 Disputes Between Medical Supervisors and 
Trainees 

Sunset; superseded by Council on Ethical and Judicial 
Affairs (CEJA) Opinion E-9.055, Disputes Between 
Medical Supervisors and Trainees. 

H-230.964 Physician Credentialing and Privileging Sunset; superseded by Guidance on New Procedure for 
CME, available on the AMA website: http://www.ama-
assn.org/ama/pub/education-careers/continuing-medical-
education/physicians-recognition-award-credit-
system/cme-help/guidance-new-procedure-cme.page  

H-230.972 Physician Credentialing and Privileging Sunset; items 1 and 2 are superseded by 
H-230.964, Physician Credentialing and Privileging, 
which reads, in part, 
“Individual character, training, competence, experience, 
and judgment should continue to be the criteria for 
granting general or procedure-specific clinical privileges.” 
Item 3 is reflected in Guidance on New Procedure for 
CME, available on the AMA website. Items 4 and 5 were 
accomplished. 

H-255.989 A Program for Exchange Visitor Physicians Retain, still relevant; other policies do not address the 
specific items as listed. 

H-255.991 Education for Foreign Physicians Sunset; superseded by H-255.987, Foreign Medical 
Graduates, H-255.988, Report of the Ad Hoc Committee 
on Foreign Medical Graduates, H-250.993, Overseas 
Medical Education Developed by US Medical 
Associations, H-255.998, Foreign Medical Graduates, H-
255.986, Foreign Medical Graduates in Residency 
Programs, and H-255.999, Final Report of the Ad Hoc 
Committee on Foreign Medical Graduate Affairs.  

H-295.877 Medical Treatment of Prisoners of War and 
Detainees 

Retain; still relevant. 

H-295.879 Improving Sexual History Curriculum in the 
Medical School 

Retain, still relevant, with edits as shown: 
Our AMA … “(2) supports public messaging the creation 
of a national public service announcement that encourages 
patients to discuss concerns related to sexual health with 

https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-200.956.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-295.956.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-295.956.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-200.997.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-200.977.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fE-9.055.HTM
http://www.ama-assn.org/ama/pub/education-careers/continuing-medical-education/physicians-recognition-award-credit-system/cme-help/guidance-new-procedure-cme.page
http://www.ama-assn.org/ama/pub/education-careers/continuing-medical-education/physicians-recognition-award-credit-system/cme-help/guidance-new-procedure-cme.page
http://www.ama-assn.org/ama/pub/education-careers/continuing-medical-education/physicians-recognition-award-credit-system/cme-help/guidance-new-procedure-cme.page
http://www.ama-assn.org/ama/pub/education-careers/continuing-medical-education/physicians-recognition-award-credit-system/cme-help/guidance-new-procedure-cme.page
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-230.964.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-255.987.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-255.988.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-250.993.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-255.998.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-255.986.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-255.986.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-255.999.HTM
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their physician and reinforces its commitment to helping 
patients maintain sexual health and well-being.” 

H-295.907 Managed Care and Graduate Medical Education Retain, still relevant, but edit as noted: 1) “The American 
Medical Association will encourage AMA representatives 
to Residency Review Committees and to the Accreditation 
Council for Graduate Medical Education to request that 
these bodies review the impact of the changing health care 
environment….” 2) Revise title as follows, to reflect the 
policy’s content: “The Impact of the Changing Health 
Care Environment on Graduate Medical Education.” 

H-295.918 Strengthening Education in Geriatrics Sunset; superseded by H-295.981, Geriatric Medicine, 
which reads: “1. Our AMA reaffirms its support for: (a) 
the incorporation of geriatric medicine into the curricula of 
medical school departments and its encouragement for 
further education and research on the problems of aging 
and health care of the aged at the medical school, graduate 
and continuing medical education levels; and (b) increased 
training in geriatric pharmacotherapy at the medical 
student and residency level for all relevant specialties and 
encourages the Accreditation Council for Graduate 
Medical Education and the appropriate Residency Review 
Committees to find ways to incorporate geriatric 
pharmacotherapy into their current programs. 2. Our AMA 
recognizes the critical need to ensure that all physicians 
who care for older adults, across all specialties, are 
competent in geriatric care, and encourages all appropriate 
specialty societies to identify and implement the most 
expedient and effective means to ensure adequate 
education in geriatrics at the medical school, graduate, and 
continuing medical education levels for all relevant 
specialties.” 

H-295.920 Academic Freedom Still relevant; rescind and append to H-295.923, Medical 
Training and Termination of Pregnancy. 

H-295.923 Medical Training and Termination of Pregnancy Retain, with revisions to incorporate H-295.920, which is 
being sunset in this report, to read as follows: “The AMA 
supports the education of medical students, residents and 
young physicians about the need for physicians who 
provide termination of pregnancy services, the medical 
and public health importance of access to safe termination 
of pregnancy, and the medical, ethical, legal and 
psychological principles associated with termination of 
pregnancy, although observation of, attendance at, or any 
direct or indirect participation in an abortion should not be 
required. Further, the AMA supports the opportunity for 
residents to learn procedures for termination of pregnancy 
and opposes efforts to interfere with or restrict the 
availability of this training.” 

H-295.926 Support for Development of Continuing 
Education Programs for Primary Care Physicians 
in Non-Academic Settings 

Retain with revisions, as shown below: 
“The AMA: (1) supports development, where appropriate, 
of programs of education for medical students and faculty 
in non-academic settings, making use of 
telecommunications as needed; (2) encourages that 
medical schools provide faculty development programs 
that are designated for AMA PRA Category 1 cCredit™; 
and (3) encourages that teaching continue to be accepted 
for AMA PRA Category 2 cCredit™ when not designated 
for AMA PRA Category 1 Credit™.”  

H-295.980 Clinical Training in STD for Medical 
Students/Physicians in Training 

Retain; still relevant. 

H-300.959 Physician Participation in the AMA Physician’s 
Recognition Award 

Retain; still relevant. 

H-300.969 Uniform Standards for Continuing Medical 
Education 

Retain; still relevant. 

https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-295.981.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-295.923.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-295.920.HTM
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H-300.984 Abuses of the Continuing Medical Education 
System 

Sunset; no longer relevant. The ACCME no longer uses 
the “Essential Areas and Elements” to accredit CME 
providers. 

H-305.930 Residents’ Salaries Retain; still relevant. 
H-305.942 The Ecology of Medical Education: The 

Infrastructure for Clinical Education 
Retain; still relevant. 

H-305.948 Direct Loan Consolidation Program Retain; still relevant. 
H-305.971 Discrimination Against Resident Candidates 

Based on Graduate Medical Education Medicare 
Funding 

Retain, still relevant, but revise to read as follows: “The 
AMA urges hospitals and residency programs to use the 
qualifications of residency applicants as a basis for filling 
available positions, and not the eligibility or level of future 
status of the Medicare component to graduate medical 
education funding.” 

H-305.990 AMA Foundation Scholars Fund Sunset; no longer relevant. The funding structure has 
shifted such that monies no longer flow through medical 
school deans but rather are dispersed directly to the 
students, obviating the need for the policy. 

H-305.991 Repayment of Educational Loans Retain; still relevant. 
H-310.924 Fellowship Application Reform Sunset; superseded by D-310.958, Fellowship Application 

Reform, which reads: “Our AMA will: (1) continue to 
collaborate with the Council of Medical Specialty 
Societies and other appropriate organizations toward the 
goal of establishing standardized application and selection 
processes for specialty and subspecialty fellowship 
training; and (2) continue to encourage all subspecialties to 
use the same application cycle and such application cycle 
should commence only in the final year of residency for 
programs of less that 5 years, or in the final 2 years of 
residency for programs of 5 years or longer. (CME Rep. 5, 
A-09)” 

H-310.943 Closing of Residency Programs Retain; still relevant, but with the following edits, to delete 
items 2 and 6, as these are already reflected in 
Accreditation Council for Graduate Medical Education 
Institutional Requirements, and to add items 4 and 7, to 
incorporate items 2 and 4 from D-310.972, Protection 
Against Delayed Residency Program Closure, which is 
being sunset in this report: 
“The AMA: (1) encourages the Accreditation Council for 
Graduate Medical Education (ACGME) to address the 
problem of non-educational closing or downsizing of 
residency training programs; (2) encourages the ACGME 
to develop guidelines for the institution to follow in such 
closings or reductions that provide for adequate 
notification and out-placement service (such as resource 
contacts, transfer assistance, and financial assistance); (32) 
reminds all institutions involved in educating residents of 
their contractual responsibilities to the resident; (43) 
encourages the ACGME and the various Residency 
Review Committees to reexamine requirements for “years 
of continuous training” to determine the need for 
implementing waivers to accommodate residents affected 
by non-educational closure or downsizing; (4) will work 
with the American Board of Medical Specialties Member 
Boards to encourage all its member boards to develop a 
mechanism to accommodate the discontinuities in training 
that arise from residency closures, regardless of cause, 
including waiving continuity care requirements and 
granting residents credit for partial years of training; (5) 
urges residency programs and teaching hospitals be 
monitored by the applicable Residency Review 
Committees to ensure that decreases in resident numbers 
do not place undo stress on remaining residents by 
affecting work hours or working conditions, as specified in 

https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fDIR%2fD-310.958.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fDIR%2fD-310.972.HTM


195 
2015 Annual Meeting Medical Education - 1 

© 2015 American Medical Association. All rights reserved. 

Residency Review Committee requirements; (6) urges 
institutions that initiate significant reductions in graduate 
medical education programs (in excess of 20 percent of the 
trainee complement or in excess of 10 percent of trainees 
for a given year), or that voluntarily close programs, be 
requested prior to or at the time of the reduction to file a 
concise summary of its educational impact with the 
Accreditation Council for Graduate Medical Education or 
the relevant Residency Review Committees; and (76) 
opposes the closure of residency/fellowship programs or 
reductions in the number of current positions in programs 
as a result of changes in GME funding.; and (7) will work 
with the Centers for Medicare and Medicaid Services 
(CMS), ACGME, and other appropriate organizations to 
advocate for the development and implementation of 
effective policies to permit graduate medical education 
funding to follow the resident physician from a closing to 
the receiving residency program (including waivers of 
CMS caps), in the event of temporary or permanent 
residency program closure.” 

H-310.988 Adequate Resident Compensation Retain. 
H-310.991 Assistance in Completion of Residency Programs Sunset; superseded by H-310.943, Closing of Residency 

Programs. 
H-310.993 Resident Participation on Hospital Committees Retain; still relevant. 
H-310.994 Curriculum Orientation of Medical Staff 

Membership in Teaching Programs 
Retain; still relevant. 

H-310.995 Anonymity for Resident Inquiries to Residency 
Review Committees 

Retain; still relevant. 

H-350.963 Minority Physician Recruitment Sunset; superseded by H-350.969, Medical Education for 
Members in Underserved Minority Populations. 

H-365.995 Competence in Occupational Medicine of 
Hospital-Based Physicians Assigned to 
Occupational Medicine Practice 

Sunset; no longer relevant. 

H-405.965 Essentials for Approval of Examining Boards in 
Medical Specialties 

Sunset; superseded by D-275.973, Essentials for Approval 
of Examining Boards in Medical Specialties. 

H-405.995 Administration and Supervision of Rehabilitation 
Units 

Retain; still relevant. 

H-425.982 Training in the Principles of Population-Based 
Medicine 

Retain; still relevant, with edit as shown, as the AMA is 
not currently developing such initiatives: “The AMA will 
continue to monitor and support the progress made by 
medical and public health organizations in championing 
disease prevention and health promotion; and will support 
efforts continue to develop initiatives to bring schools of 
medicine and public health back into a closer 
relationship.” 

H-435.954 Impact of US Medical Liability Premiums on 
Clinical Medical Education 

Retain; still relevant. 

H-440.969 Meeting Public Health Care Needs Through 
Health Professions Education 

Retain; still relevant. 

H-460.989 Animals as Experimental Subjects Retain; still relevant. 
H-475.985 Protecting the Integrity of General Surgery as a 

Specialty 
Retain; still relevant. 

H-480.988 Allocation of Privileges to Use Health Care 
Technologies 

Retain; still relevant. 

 
HOUSE OF DELEGATES’ DIRECTIVES 
 
D-255.989 Expeditious Security Clearance and Visa 

Processing of Physicians 
Sunset; superseded by H-255.988, Report of the Ad Hoc 
Committee on Foreign Medical Graduates and D-255.991, 
Visa Complications for IMGs in GME. 

D-275.973 Essentials for Approval of Examining Boards in 
Medical Specialties 

Retain; still relevant. 

D-275.975 Sharing of Medical Disciplinary Data Among Retain; the International Association of Medical 

https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-310.943.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-350.969.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-255.988.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fDIR%2fD-255.991.HTM
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Nations Regulatory Authorities is still active in this area and has 
several policy statements on data sharing. The FSMB is 
also a member of this association and acts as its secretariat. 

D-295.954 Teaching and Evaluating Professionalism in 
Medical Schools 

Sunset. Directive #1 has already been fulfilled by the 
LCME, through accreditation standard MS-31-A, which 
expects medical schools to define the professional 
attributes that students are required to develop and to 
assess medical students’ attainment of these attributes; and 
Standard MS-32, which asks schools to define standards of 
conduct in the teacher-student relationship and to monitor 
violations of these standards by students, faculty, 
residents, and others in the learning environment. 
Directive #2 has also been fulfilled by the LCME: 
Accreditation standards are reviewed at least every five 
years, by LCME policy, and schools are reviewed using 
the standards at least every eight years. Directive #3 is 
superseded by H-295.961 (3), Medicolegal, Political, 
Ethical and Economic Medical School Course, which 
reads, in part, “An assessment of professional and ethical 
behavior, such as exemplified in the AMA Principles of 
Medical Ethics, should be included in internal evaluations 
during medical school and residency training, and also in 
evaluations utilized for licensure and certification.” 
Directive #4 is outside the purview of the AMA. Directive 
#5 is not needed; these organizations have not attempted to 
develop a fee-based professionalism examination. 

D-295.955 Educating Medical Students about the 
Pharmaceutical Industry 

Sunset; this directive was accomplished through 
dissemination of this information to the medical education 
community. 

D-295.957 Medical Student and Resident Physician 
Education about Pharmaceutical Advertising to 
Health Professionals 

Sunset; the CEJA opinions under which this directive was 
based have been superseded by more recent opinion, and 
the AMA curriculum that is referenced, “What You 
Should Know About Gifts to Physicians From Industry,” is 
no longer available. 

D-310.972 Protection Against Delayed Residency Program 
Closure 

Sunset; items 1 and 3 are already policy of the 
Accreditation Council for Graduate Medical Education; 
items 2 and 4 are being incorporated into H-310.943, 
Closing of Residency Programs (in this report). 

D-310.976 Negative Impact on Surgical and Procedural 
Education from Revised CMS Interpretive 
Guidelines for Informed Consent 

Sunset; this directive was accomplished by communication 
from the AMA to the organizations noted. 

D-435.979 Impact of US Medical Liability Premiums on 
Clinical Medical Education 

Sunset; superseded by H-435.954, Impact of US Medical 
Liability Premiums on Clinical Medical Education. 

 
HOUSE OF DELEGATES’ POLICIES 
 
H-045.993, Support of Residencies in Aerospace Medicine 
The AMA offers its encouragement and assistance to the Congress, the Executive Office, NASA, the Department of Defense, and 
the FAA in providing support to residency training programs in aerospace medicine. (Res. 19, I-87; Reaffirmed: CME Rep. 2, A-
05) 
 
H-180.956, Physician Privileges Application - Timely Review by Managed Care 
Our AMA policy is that:(1) final acceptance of residents who otherwise are approved by a health plan should be contingent upon 
the receipt of a letter from their program director stating that their training has been satisfactorily completed; (2) health plans 
which require board certification should allow the completing resident to be included in their plan after showing evidence of 
having completed the required training and of working towards fulfilling the requirements in the time frame established by their 
respective Board for completion of certification; and (3) Medicare, Medicaid, and managed care organizations should (a) make 
final physician credentialing determinations within 45 calendar days of receipt of a completed application; (b) grant provisional 
credentialing pending a final credentialing decision if the credentialing process exceeds 45 calendar days; and (c) retroactively 
compensate physicians for services rendered from the date of their credentialing. (Res. 708, A-01; Modified Sub. Res. 701, I-01; 
Reaffirmed: Res. 809, I-02; Reaffirmation A-05) 
 

https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-295.961.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-310.943.HTM
https://www.ama-assn.org/ssl3/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-435-954.HTM
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H-200.983, Health Manpower 
It is the policy of the AMA to (1) use its influence to convince the Administration and Congress of the continuing need for 
federal support for the education and training of primary care physicians, including reauthorization of federal programs under 
Title VII to help meet manpower requirements for primary care physicians; and (2) use its influence to encourage federal funding 
to promote educational and training opportunities for primary care and increase the field strength of the NHSC in medically 
underserved urban and rural areas. (Res. 112, I-90; Reaffirmed: BOT Rep. GG, I-92; Reaffirmed: CME Rep. 2, A-03; Modified: 
CME Rep. 7, A-05) 
 
H-220.980, Credentialing Procedure 
The AMA encourages the JCAHO to continue to monitor medical staff credentialing procedures to include clearly delineated 
authority to an elected physician of the medical staff for access, review and judgment over contents, to ensure that the individual 
medical staff member’s credentials file contains only well documented and appropriate data and does not include information that 
is immaterial, misleading or of questionable value. (BOT Rep. C, I-85; Reaffirmed by CLRPD Rep. 2, I-95; Reaffirmed: CLRPD 
Rep. 1, A-05) 
 
H-220.989, Physician Credentialing 
The AMA encourages the JCAHO to develop standards that permit hospital medical staffs to establish educational needs as one 
of the criteria for medical staff privileges in teaching hospitals, to assure an appropriate number and variety of patients for 
educational purposes. (Sub. Res. 82, I-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
H-225.960, Voluntary Use of Hospitalists and Required Consent 
It is the policy of our AMA that the use of a hospitalist physician as the physician of record during a hospitalization must be 
voluntary and the assignment of responsibility to the hospitalist physician must be based on the consent of the patient’s personal 
physician and the patient. (CME Rep. 2, A-99; Reaffirmation I-99; Reaffirmed: Res. 812, A-02; Reaffirmed with change in title: 
BOT Rep. 15, A-05; Reaffirmed in lieu of Res. 734, A-05) 
 
H-225.969, Disputes Between Medical Supervisors and Trainees 
The AMA has adopted the following guidelines with regard to disputes between medical supervisors and trainees: (1) Clear 
policies for handling complaints from medical students, resident physicians, or other staff should be established, as outlined in 
the recommendations of the AMA’s Guidelines for Establishing Sexual Harassment Prevention and Grievance Procedures and 
Council on Ethical and Judicial Affairs (CEJA) Opinion 9.031; “Reporting Impaired, Incompetent or Unethical Colleagues.” 
Grievance Committees or other mechanisms for handling complaints should provide for participation by peers of the medical 
student or resident physician complainant. (2) Policies for handling complaints should include adequate provisions for protecting 
the confidentiality of complainants when possible. Retaliatory or punitive actions against those who raise complaints are 
unethical and are a legitimate cause for filing a grievance with the appropriate institutional committee. (3) Mechanisms for 
adjudicating disputes requiring immediate resolution should be in place. Disputes requiring immediate resolution are defined as 
those involving serious errors in clinical or ethical judgment, or physician impairment, that result in a threat of imminent harm to 
the patient or to others. Third party mediators of such disputes may include the chief of staff or the involved service, the chief 
resident, a designated member of the institutional grievance committee, or, in large institutions, an institutional ombudsperson 
largely outside of the established hospital staff hierarchy. (4) In accordance with item 3, medical students, resident physicians, 
and other staff should refuse to participate in patient care ordered by their supervisors in those rare cases in which the orders 
reflect serious errors in clinical or ethical judgment, or physician impairment, that result in a threat of imminent harm to the 
patient. In these rare cases, the complainant may withdraw from the care ordered by the supervisor, provided that withdrawal 
does not itself threaten the patient’s immediate welfare. In any event, it is essential that the student, resident physician, or staff 
member communicate his or her concerns to the physician issuing the orders and, if necessary, to the appropriate persons for 
mediating disputes requiring immediate resolution, as defined in item 3 above. Retaliatory or punitive actions against 
complainants are unethical and are a legitimate cause for filing a grievance with the appropriate institutional committee. (5) 
Access to employment and evaluation files should be carefully monitored to remove the possibility of inappropriate alteration or 
tampering. Resident physicians should be permitted access to their employment files and also the right to copy the contents 
thereof, within the provisions of applicable federal and state laws. (CEJA Rep. 1, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
H-230.964, Physician Credentialing and Privileging 
The AMA supports the following general guidelines: I. PREAMBLE The practice of medicine is dynamic and continues to 
evolve. Additional training may be required to integrate techniques or procedures that are new to the individual physician. The 
purpose of this document is to provide unifying guidelines for institutions/organizations offering continuing medical education 
programs and to provide information about training in new procedures for which the physician will request new or expanded 
privileges. These guidelines are not intended to document competency in a specific procedure. II. INTRODUCTION Continuing 
advances in the medical sciences and technology have resulted in the development of an array of new technical procedures in 
patient care, including minimal access surgical procedures. This phenomenon has not only increased the necessity for rapid 
dissemination of information and instruction regarding the new technologies and procedures but it has triggered a growing 
number of requests for new or expanded clinical privileges. To ensure safe and effective patient care and to provide assistance to 
those charged with granting new or expanded clinical privileges, the medical community recognizes the critical need to have 
appropriate educational standards for training leading to the acquisition of new clinical skills. This training should be accessible, 
without discrimination, to all physicians in every specialty, who have the appropriate education, training, experience, and 
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documented competence. Moreover, to maintain proficiency in interventional techniques and to enhance technical expertise, an 
ongoing commitment to continuing medical education is crucial. III. GENERAL GUIDELINES FOR 
INSTITUTIONS/ORGANIZATIONS The general guidelines, which have been established by the American Medical Association 
in collaboration with participating medical specialty societies, should be followed by institutions/organizations sponsoring 
continuing medical education clinical skills training activities regardless of specialty. The skills training activities must be 
sponsored by an organization accredited by the ACCME or a state medical society, or be approved for Prescribed Credit by the 
American Academy of Family Physicians for family physicians. Further, any individual skills training activity must demonstrate 
that it is in substantial compliance with the general guidelines applicable to all clinical skills training activities and the special 
guidelines, developed by and applicable to clinical skills training activities within a particular medical specialty for physicians in 
that specialty. The educational activities that meet these guidelines will be listed in a national registry maintained by the AMA in 
coordination with the appropriate national medical specialty society. The instruction may take place in either (a) a formal 
learning activity, i.e., course, or (b) a defined clinical preceptorship. Many times both modalities will be used. Ideally, formal 
learning and a preceptorship will be followed by observation of the practitioner in his/her own setting. These general guidelines 
provide practical guidelines to educators in designing clinical skills training activities. They also provide guidance to faculty in 
evaluating and assessing individual skills acquisition. The process could be useful to credentialing bodies, as one factor in 
determining whether or not a physician completing a given activity should be granted specific privileges. IlIa. Educational 
Components. The provider will have a mission of providing procedural learning activities for physicians. The teaching of skills 
acquisition may be through 1) specific formal courses, 2) a clinical preceptorship, or both. 1. Formal Courses 1a. Learning 
objectives. There must be a stated set of objectives for each educational activity. These should conform to accepted practice as 
defined by the specialty/ subspecialty societies. The skills objectives to be taught must be defined as tasks, successful completion 
of which can be objectively assessed. 1b. Site/Operations. The site of the educational activity must be physically adequate to 
meet the stated objectives and to provide appropriate facilities for the number of participants enrolled, 1c. Qualifications of 
faculty. The director of the educational activity and the faculty must be knowledgeable in educational methodology, have the 
appropriate qualifications, and necessary clinical and/or laboratory expertise to teach the subject matter of the course. These 
qualifications must meet institutional and specialty/ subspecialty society specifications. There must be an appropriate ratio of 
clinical faculty to trainees in order to assure that the course objectives are met and to enable documentation of the learner’s 
achievement of these objectives. The director of the educational activity, under the guidance of the sponsoring organization, has 
the responsibility for setting objectives, curriculum development, faculty and staff appointment, and development of evaluation 
criteria. The director of the educational activity must disclose directly to the trainees, in advance, any relationships with industry. 
1d. Qualifications of trainees. The trainees must have background knowledge, basic skills, and clinical experience relevant to the 
tasks to be learned. The trainees may be required to provide documentation of the above. If appropriate, the trainees may be pre-
tested to demonstrate eligibility. 1e. Curriculum. There must be a written curriculum which should include a list of skills to be 
acquired, definitions of skill levels and a defined method of progressing from one skill level to the next. Supplemental resource 
materials (e.g., a bibliography, reprints, videos) must be included or referenced in a syllabus given to all trainees. An educational 
activity must contain didactic instruction, supported by published or peer-reviewed data in the following areas as they apply to 
the stated objectives: *R = required information **D = desired information • Patient selection (R) • Indications and 
contraindications (R) • Historical considerations (D) • Instrumentation (R) • Techniques/adjunctive techniques (R) • Cost 
considerations/cost effectiveness (R) • Content validity (R) • Management of complications (R) • Documentation methodology 
(R) • Pre- and post-procedure care (R) • Follow-up policies (R) • Analysis of outcomes (R) • Current research (D) Appropriate 
components of a skills laboratory may include, but are not limited to: • Reading material and syllabi • Didactic sessions • 
Inanimate model practice • Animate laboratory instruction and practice • Equipment familiarity • Video, CD ROM, and audio 
tape instruction/practice • Procedure observation • Simulator/virtual reality models • Interactive computer programs • Self-
assessment exercises 1f. Duration of training. The length of the formal educational activity or course should be proportionate to 
the complexity of the skills to be learned, in order for the trainee to demonstrate the achievement of the defined objectives, and to 
provide familiarity with the patients and diseases requiring evaluation. 1g. Documentation. The director of the educational 
activity must provide each trainee with a written summary verifying his/her successful achievement of the defined objectives and 
specifying the method of measuring that achievement (e.g., passing a post-test). This information may be provided, upon written 
request, to a credentials committee of a health care organization. 2. Preceptorship in a Clinical Setting 2a. Learning objectives. 
The clinical preceptorship must have stated objectives. The objectives must include a program outline and a proposed list of tasks 
and skills to be addressed during the training period. 2b. Site/Operations. The preceptorship site must have a sufficient patient 
population and facilities to adequately educate the trainee. The preceptorship must be sponsored by an accredited health care 
organization or a recognized national medical society with a CME accreditation program. 2c. Qualifications of preceptor. The 
physician preceptor must be appropriately privileged and have documentable clinical experience in the procedure(s) and/or 
technique(s) in the particular, field of expertise. The preceptor has the responsibility of setting objectives, developing curriculum, 
overseeing instruction and practice of skills, demonstrating technique and clinical procedures, and evaluating the trainee under 
the overall responsibility of the sponsoring organization. The preceptor must disclose directly to the preceptee, in advance, any 
relationship with industry. The preceptor must have primary responsibility for the care of the patient and is obliged to supervise 
not only procedures in which the trainee participated but also the appropriate periprocedure care. There must be written evidence 
of informed consent by the patient, which allows a trainee to be involved in his/her care. As an alternative, evidence of 
institutional review board research approval must be on file which conforms with the institution’s policies and protocols dealing 
with human research involving patient procedures. 2d. Qualifications of trainee/preceptee. The trainee must have background 
knowledge, basic skills, and clinical experience relevant to the tasks to be learned. The trainees may be required to provide 
documentation of the above. In addition, the trainee must have a current and valid license to practice medicine, or meet local 
requirements for waiver of licensure. The trainee should be able to provide evidence of current liability coverage, hold current 



199 
2015 Annual Meeting Medical Education - 1 

© 2015 American Medical Association. All rights reserved. 

clinical privileges in an accredited health care institution, and should have completed an accredited residency training program. 
Alternatively, the trainee could provide verifiable evidence of equivalent training and/or board certification. 2e. Curriculum. 
Preceptorship training must be rigorous and based on clinical experiences. Training should include didactic and technical 
components and may be supplemented with teaching tools at the preceptor’s discretion. Most importantly, a preceptorship should 
include an appropriate number of opportunities for the trainee to both assist and serve as primary operator in the designated 
procedure and/or technique. 2f. Duration of preceptorship. Training should be proportionate to the complexity of the skills to be 
taught in order for the preceptee to demonstrate the achievement of the defined objectives, as well as to provide familiarity with 
the patients and diseases requiring evaluation. 2g. Documentation. The preceptor must document in writing both qualitative and 
quantitative descriptions of the trainee’s experiences. This should include the skills acquired and the number of procedures in 
which the trainee assisted or served as primary operator. Documentation stating that the procedures were satisfactorily performed 
must be provided to the preceptee. This information may be provided, upon written request, to a credentials committee of a health 
care organization. A log of activities kept by the trainee and reviewed by the preceptor and/or credentialing body could assist in 
the privileging process- Sponsoring institutions must maintain permanent records of preceptees in order to make these available 
to appropriate authority bodies on request- A certificate of appropriate continuing medical education credit may be provided by 
the sponsoring organization, if appropriate. 2h. Indemnity. It is the dual responsibility of the preceptor and the trainee to secure 
appropriate authorization from the host institution and, if necessary, to secure appropriate indemnity coverage. IIIb. Quality 
Assurance. Health care institutions awarding new or expanded privileges to physicians on the basis of such newly acquired skills 
must establish a program providing on-going review of the physician’s performance, as part of their overall quality assurance 
program. IIIc. Overall Program Assessment. Every provider of the above described educational activities must regularly evaluate 
the degree to which its goals are being met as well as evaluate its overall outcomes and be prepared to report these to the 
appropriate organizations (e.g., AMA, medical specialty societies, and the ACCME). Such evaluations should be systematically 
documented to ensure that the educational activity is preparing qualified practitioners (e.g., number of procedures performed by 
each preceptee in the year following the preceptorship, percent complications, etc.). The assessment process must include 
evaluation of courses and faculty by trainees. IV. SPECIFIC GUIDELINES (to be developed, in collaboration with specialty/ 
subspecialty societies) (CME Rep. 7, I-95; Reaffirmed and Modified: CME Rep. 2, A-05) 
 
H-230.972, Physician Credentialing and Privileging 
The AMA: (1) reaffirms the position that clinical procedures be performed only by physicians with appropriate education, 
training, experience and demonstrated current competence; (2) supports the position that physicians be assessed on the basis of 
their education, training, experience and documented competence; (3) in coordination with national medical specialty societies, 
will pursue the development and application of appropriate guidelines for continuing medical education that is directed toward 
procedural competence; (4) in collaboration with national medical specialty societies, will organize a national conference to 
delineate principles for credentialing physicians to perform specific clinical procedures; and (5) in coordination with national 
medical specialty societies, will develop a process to evaluate educational programs that educate physicians to perform new 
procedures or procedures which are new for that physician. (CME Rep. 8, I-93; Reaffirmation A-05; Reaffirmed: CLRPD Rep. 1, 
A-05) 
 
H-255.989, A Program for Exchange Visitor Physicians 
(1) It is the AMA’s policy to separate the issues involved in the support of alien physicians participating in exchange visitor 
physician programs for purposes of education, training and/or research followed by return to their native lands from the issues 
involving US citizens who are graduates of foreign medical schools and alien physician graduates of foreign medical schools who 
seek permanent residence in the United States. (2) The AMA urges government and private funding of the physician exchange 
visitor program under the auspices of an appropriate organization that will: consider the range and type of medical education and 
health care needs of those foreign nations sending exchange visitor physicians; the means to evaluate the level of knowledge and 
needs of prospective participants in graduate medical education programs; and identify truly outstanding public health, 
geographic medicine, basic medical science, and clinical training programs to answer the needs of the visitor’s native land. (Res. 
107, I-85; Reaffirmed by CLRPD Rep. 2, I-95; Reaffirmed: CME Rep. 2, A-05) 
 
H-255.991, Education for Foreign Physicians 
After reviewing the past and present status of medical education for physicians of other countries, the AMA adopts the following 
statement: (1) Medical education in the US, consistent with available resources, should recognize and respond to the unique 
needs of foreign physicians and the environment in which they practice. (2) A first priority for the improvement of medical 
education in all countries should be directed toward the development of opportunities for medical education at all levels, 
undergraduate, graduate, remedial, and continuing, within the system of medical education existing in the individual foreign 
nation or region. (3) US physicians, when resources are available, should be encouraged to contribute to medical education 
conducted in other countries at the undergraduate, graduate, remedial and continuing levels. (4) The accredited residency 
program directed toward practice within the US is an educational modality which should be limited to foreign physicians who 
can be expected to apply what they have learned in the US to the education or practice needs of their own country. (5) 
Recognition should be afforded graduate programs, tailored to the individual needs of the foreign physicians not involving 
significant responsibility for the care of patients, and thus obviating the need for foreign physicians, otherwise qualified, to pass 
the Visa Qualifying Examination. (6) Opportunities for exchange visitor programs of all types pertaining to the improvement of 
medical education should be compiled and made available to both foreign physicians and US physicians who may have an 
interest in participating in such programs. (7) Since continuing medical education is of universal importance, efforts to make 
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educational materials available on an even wider basis, such as the foreign language editions of JAMA, deserve commendation. 
(CME Rep. C, I-85; Modified by CLRPD Rep. 2, I-95; Reaffirmed: CME Rep. 2, A-05) 
 
H-295.877, Medical Treatment of Prisoners of War and Detainees 
Our AMA encourages medical schools to include ethics training on the issue of medical treatment of prisoners of war and 
detainees. (Sub. Res. 10, A-05) 
 
H-295.879, Improving Sexual History Curriculum in the Medical School 
Our AMA (1) encourages all medical schools to train medical students to be able to take a thorough and nonjudgmental sexual 
history in a manner that is sensitive to the personal attitudes and behaviors of patients in order to decrease anxiety and personal 
difficulty with sexual aspects of health care; and (2) supports the creation of a national public service announcement that 
encourages patients to discuss concerns related to sexual health with their physician and reinforces its commitment to helping 
patients maintain sexual health and well-being. (Res. 314, A-05) 
 
H-295.907, Managed Care and Graduate Medical Education 
The American Medical Association will encourage AMA representatives to Residency Review Committees and to the 
Accreditation Council for Graduate Medical Education to request that these bodies review the impact of the changing health care 
environment on the feasibility of meeting accreditation standards related to patient volume, number of procedures to be 
performed, residency program size, and the requirement for the presence of residency programs in other disciplines. (CME Rep. 
7, A-97; Modified: CME Rep. 7, A-05) 
 
H-295.918, Strengthening Education in Geriatrics 
The AMA supports education in geriatric medicine, with defined curriculum content, goals, and objectives; and encourages 
enhanced training in residency programs for patient care of the elderly and that the leadership of specialty societies and 
continuing medical education centers encourage joint educational activities in geriatrics-related topics. (Res. 306, A-95; 
Reaffirmed: CME Rep. 2, A-05) 
 
H-295.920, Academic Freedom 
The AMA supports the opportunity for residents to learn procedures for termination of pregnancy and opposes efforts by other 
persons or organizations to interfere with or restrict the availability of this training. (Res. 301, A-95; Reaffirmed: CME Rep. 2, 
A-05) 
 
H-295.923, Medical Training and Termination of Pregnancy 
The AMA supports the education of medical students, residents and young physicians about the need for physicians who provide 
termination of pregnancy services, the medical and public health importance of access to safe termination of pregnancy, and the 
medical, ethical, legal and psychological principles associated with termination of pregnancy, although observation of, attendance 
at, or any direct or indirect participation in an abortion should not be required. (Res. 315, I-94; Reaffirmed: CME Rep. 2, A-04; 
Modified: CME Rep. 2, A-14) 
 
H-295.926, Support for Development of Continuing Education Programs for Primary Care Physicians in Non-Academic Settings 
The AMA: (1) supports development, where appropriate, of programs of education for medical students and faculty in non-
academic settings, making use of telecommunications; (2) encourages that medical schools provide faculty development 
programs that are designated for AMA PRA Category 1 credit; and (3) encourages that teaching continue to be accepted for 
AMA PRA Category 2 credit. (CME Rep. 3, A-94; Reaffirmed: CME Rep. 2, A-05) 
 
H-295.980, Clinical Training in STD for Medical Students/Physicians in Training 
The AMA urges medical schools to provide supervised training in sexually transmitted diseases for all medical students and 
physicians in training. (Sub. Res. 88, A-85; Reaffirmed by CLRPD Rep. 2, I-95; Reaffirmed: CME Rep. 2, A-05) 
 
H-300.959, Physician Participation in the AMA Physician’s Recognition Award 
It is policy that: (1) the AMA, state medical societies, and specialty societies in the AMA House of Delegates publicize and 
promote physician participation in the AMA Physician’s Recognition Award; and (2) that all physicians participate in the AMA 
Physician’s Recognition Award as a visible demonstration of their commitment to continuing medical education. (CME Rep. 1, I-
93; Reaffirmed with change in title: CME Rep. 2, A-05) 
 
H-300.969, Uniform Standards for Continuing Medical Education 
The AMA (1) will continue its efforts to develop uniform standards for continuing medical education; and (2) will solicit input 
from all state medical associations, medical licensure boards, and national specialty organizations concerning the development of 
the most appropriate uniform standards for continuing medical education. (Res. 313, A-92; Reaffirmed: CME Rep. 2, A-03; 
Reaffirmed in lieu of Res. 901, I-05) 
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H-300.984, Abuses of the Continuing Medical Education System 
The AMA urges accredited providers of continuing medical education to accept the responsibility for careful compliance with the 
“ACCME’s Essential Areas and Elements” in order to prevent abuses of the continuing medical education system. (CME Rep. C, 
A-85; Reaffirmed by CLRPD Rep. 2, I-95; Reaffirmed and Modified: CME Rep. 2, A-05) 
 
H-305.930, Residents’ Salaries 
Our AMA supports appropriate increases in resident salaries. (Res. 307, A-05) 
 
H-305.942, The Ecology of Medical Education: The Infrastructure for Clinical Education 
The AMA recommends the following to ensure that access to appropriate clinical facilities and faculty to carry out clinical 
education is maintained: (1) That each medical school and residency program identify the specific resources needed to support 
the clinical education of trainees, and should develop an explicit plan to obtain and maintain these resources. This planning 
should include identification of the types of clinical facilities and the number and specialty distribution of full-time and volunteer 
clinical faculty members needed. (2) That affiliated health care institutions and volunteer faculty members be included in medical 
school and residency program resource planning for clinical education when appropriate. (3) That medical school planning for 
clinical network development include consideration of the impact on the education program for medical students and resident 
physicians. (4) That accrediting bodies for undergraduate and graduate medical education be encouraged to adopt accreditation 
standards that require notification of changes in clinical affiliations, in order to ensure that changes in the affiliation status of 
hospitals or other clinical sites do not adversely affect the education of medical students and resident physicians. (CME Rep. 13, 
A-97; Modified: CME Rep. 2, I-05) 
 
H-305.948, Direct Loan Consolidation Program 
The AMA supports the Individual Education Account/Direct Loan Consolidation Program. (Res. 312, I-95; Reaffirmed: CME 
Rep. 2, A-05) 
 
H-305.971, Discrimination Against Resident Candidates Based on Graduate Medical Education Medicare Funding 
The AMA urges hospitals and residency programs to use qualifications as a basis for filling available positions, and not the status 
of the Medicare component to graduate medical education funding. (Res. 126, I-88; Modified: Sunset Report, I-98; Modified: 
CME Rep. 7, A-05) 
 
H-305.990, AMA Foundation Scholars Fund 
The AMA urges that all student recipients of monies from the AMA Foundation Scholars Fund be made aware of the source of 
these funds, and that medical school financial aid offices and medical students be informed of the existence and activities of the 
AMA and the Medical Student Section. (Res. 134, A-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed and Modified with 
change in title: CME Rep. 2, A-05) 
 
H-305.991, Repayment of Educational Loans 
The AMA (1) believes that it is improper for any physician not to repay his or her educational loans; (2) urges increased efforts to 
collect overdue debts from the present medical student loan programs in a manner that would not interfere with the provision of 
future loan funds to medical students; and (3) encourages medical school financial aid officers to counsel individual medical 
student borrowers on the status of their indebtedness and payment schedules prior to their graduation. (Sub. Res. 47, A-83; 
Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
H-310.924, Fellowship Application Reform 
Our AMA supports the concept of a standardized application and selection process for fellowship training positions. (CME Rep. 
6, A-05) 
 
H-310.943, Closing of Residency Programs 
The AMA: (1) encourages the Accreditation Council for Graduate Medical Education (ACGME) to address the problem of non-
educational closing or downsizing of residency training programs; 
(2) encourages the ACGME to develop guidelines for the institution to follow in such closings or reductions that provide for 
adequate notification and out-placement service (such as resource contacts, transfer assistance, and financial assistance); 
(3) reminds all institutions involved in educating residents of their contractual responsibilities to the resident; 
(4) encourages the ACGME and the various Residency Review Committees to reexamine requirements for “years of continuous 
training” to determine the need for implementing waivers to accommodate residents affected by non-educational closure or 
downsizing; 
(5) urges residency programs and teaching hospitals be monitored by the applicable Residency Review Committees to ensure that 
decreases in resident numbers do not place undo stress on remaining residents by affecting work hours or working conditions, as 
specified in Residency Review Committee requirements; 
(6) urges institutions that initiate significant reductions in graduate medical education programs (in excess of 20 percent of the 
trainee complement or in excess of 10 percent of trainees for a given year), or that voluntarily close programs, be requested prior 
to or at the time of the reduction to file a concise summary of its educational impact with the Accreditation Council for Graduate 
Medical Education or the relevant Residency Review Committees; and (7) opposes the closure of residency/fellowship programs 
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or reductions in the number of current positions in programs as a result of changes in GME funding. (Sub. Res. 328, A-94; 
Appended by CME Rep. 11, A-98; Reaffirmed: CME Rep. 7, A-06; Appended: Res. 926, I-12) 
 
H-310.988, Adequate Resident Compensation 
The AMA believes that housestaff should receive adequate compensation by their training programs. (Sub. Res. 124, A-85; 
Reaffirmed by CLRPD Rep. 2, I-95; Reaffirmed: CME Rep. 2, A-05) 
 
H-310.991, Assistance in Completion of Residency Programs 
The AMA supports efforts to assist residents in finding new positions, in the event of reductions in the number of residency 
positions. (Sub. Res. 106, I-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
H-310.993, Resident Participation on Hospital Committees 
The AMA encourages hospitals with graduate medical education programs to include residents on hospital executive, fiscal and 
other committees. (Sub. Res. 37, A-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed and Modified: CME Rep. 2, A-05) 
 
H-310.994, Curriculum Orientation of Medical Staff Membership in Teaching Programs 
The AMA believes that teaching programs in hospitals with residencies throughout the US should incorporate information on the 
privileges and responsibilities of medical staff membership into their education program’s orientation materials. (Res. 142, A-83; 
Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
H-310.995, Anonymity for Resident Inquiries to Residency Review Committees 
The AMA supports a detailed procedure to guarantee anonymity of a resident physician who initiates an inquiry by a residency 
review committee into the conduct of a residency program, to protect residents from reprisals and program directors from 
unfounded complaints. The procedure includes a mechanism for the resident who elects to forward a complaint to the residency 
review committee (RRC), outlines options for RRC action; and identifies possible final actions open to the RRC. (CME Rep. C, 
A-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
H-350.963, Minority Physician Recruitment 
Our AMA (1) supports national efforts to improve the health services to underserved minority communities; and (2) encourages 
recruitment of qualified underrepresented minorities to the profession of medicine. (Res. 320, A-05) 
 
H-365.995, Competence in Occupational Medicine of Hospital-Based Physicians Assigned to Occupational Medicine Practice 
The AMA recognizes the broad fields encompassed in the practice of occupational medicine and commends those who seek 
formal training in this specialized field. (Sub. Res. 106, A-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
H-405.965 Essentials for Approval of Examining Boards in Medical Specialties 
The AMA endorses the eleventh revision of the Essentials for the Approval of Examining Boards in Medical Specialties (as 
presented in CME Report 5, A-00). (CME Rep. 5, A-00; Reaffirmed: CME Rep. 2, A-10) 
 
H-405.995, Administration and Supervision of Rehabilitation Units 
The AMA believes that (1) third party coverage for the administration and supervision of patient rehabilitation in the office, 
hospital, and free-standing units should continue to be determined by physician competence based on training and experience, 
and should not be denied on the basis of specialty certification; and (2) the determination of criteria for qualification in the 
administration and supervision of rehabilitation units should be based on competence gained by training and experience, and 
should not be arbitrarily restricted by specialty designation. (Res. 44, I-85; Reaffirmed CLRPD Rep. 2, I-95; Reaffirmed: CME 
Rep. 2, A-05) 
 
H-425.982, Training in the Principles of Population-Based Medicine 
The AMA will continue to monitor and support the progress made by medical and public health organizations in championing 
disease prevention and health promotion; and will continue to develop initiatives to bring schools of medicine and public health 
back into a closer relationship. (CME Rep. 5, I-95; Reaffirmed: CME Rep. 2, A-05) 
 
H-435.954, Impact of US Medical Liability Premiums on Clinical Medical Education 
Our AMA opposes increases in medical liability insurance premiums based solely on preceptor or volunteer faculty status. (CME 
Rep. 2, I-05) 
 
H-440.969, Meeting Public Health Care Needs Through Health Professions Education 
(1) Faculties of programs of health professions education should be responsive to the expectations of the public in regard to the 
practice of health professions. Faculties should consider the variety of practice circumstances in which new professionals will 
practice. Faculties should add curriculum segments to ensure that graduates are cognizant of the services that various health care 
professionals and alternative delivery systems provide. Because of the dominant role of public bodies in setting the standards for 
practice, courses on health policy are appropriate for health professions education. Additionally, governing boards of programs of 
education for the health professions, as well as the boards of the institutions in which these programs are frequently located, 
should ensure that programs respond to changing societal needs. Health professions educators should be involved in the 
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education of the public regarding health matters. Programs of health professions education should continue to provide care to 
patients regardless of the patient’s ability to pay and they should continue to cooperate in programs designed to provide health 
practitioners in medically underserved areas. (2) Faculty and administrators of health professions education programs should 
participate in efforts to establish public policy in regard to health professions education. Educators from the health professions 
should collaborate with health providers and practitioners in efforts to guide the development of public policy on health care and 
health professions education. (BOT Rep. NN, A-87; Reaffirmed: CSA Rep. 8, A-05) 
 
H-460.989, Animals as Experimental Subjects 
The AMA encourages medical school faculty who use animals in the education of students to continue instruction of students on 
the appropriate use and treatment of animals. (Res. 93, I-83; Reaffirmed: CME Rep. 2, A-05) 
 
H-475.985, Protecting the Integrity of General Surgery as a Specialty 
AMA policy is that general surgery is a single specialty, distinct from other surgical specialties and that general surgery should 
be recognized as such by state regulatory agencies. (Res. 317, A-05) 
 
H-480.988, Allocation of Privileges to Use Health Care Technologies 
The AMA (1) affirms the need for the Association and specialty societies to enhance their leadership role in providing guidance 
on the training, experience and knowledge necessary for the application of specific health care technologies; (2) urges physicians 
to continue to ensure that, for every patient, technologies will be utilized in the safest and most effective manner by health care 
professionals; and (3) asserts that licensure of physicians by states must be based on scientific and clinical criteria. (BOT Rep. F, 
I-88; Reaffirmed: CME Rep. 8, I-93; Reaffirmed: CME Rep. 2, A-05) 
 
HOUSE OF DELEGATES’ DIRECTIVES 
 
D-255.989, Expeditious Security Clearance and Visa Processing of Physicians 
Our AMA will: (1) lobby the relevant federal agencies to process J-1 and B-1 visa applications and security clearances more 
expeditiously for IMGs already accepted into residency programs than those in the general pool of visa applicants; (2) lobby the 
relevant federal agencies to issue J-1 visas to IMGs for the entire duration of their residency program up to a maximum of 7 
years; and (3) urge federal agencies and residency programs not to discriminate against any IMGs, particularly those from 
Pakistan. (Res. 236, A-05) 
 
D-275.973, Essentials for Approval of Examining Boards in Medical Specialties 
Our AMA approves the twelfth revision of the Essentials for the Approval of Examining Boards in Medical Specialties. (CME 
Rep. 1, I-05) 
 
D-275.975, Sharing of Medical Disciplinary Data Among Nations 
Our AMA will, in conjunction with the Federation of State Medical Boards, support the efforts of the International Association of 
Medical Regulatory Authorities in its current efforts toward the exchange of information among medical regulatory authorities 
worldwide. (Res. 318, A-05) 
 
D-295.954, Teaching and Evaluating Professionalism in Medical Schools 
Our AMA will: (1) strongly urge the Liaison Committee on Medical Education (LCME) to promptly create and enforce uniform 
accreditation standards that require all LCME-accredited medical schools to evaluate professional behavior regularly as part of 
medical education; (2) strongly urge the LCME to develop standards for professional behavior with outcome assessments at least 
every eight years, examining teaching and evaluation of the competencies at LCME-accredited medical schools; (3) recognize 
that evaluation of professionalism is best performed by medical schools and should not be used in evaluation for licensure of 
graduates of LCME accredited medical schools; (4) continue its efforts to teach and evaluate professionalism during medical 
education; and (5) actively oppose, by all available means, any attempt by the National Board of Medical Examiners and/or the 
Federation of State Medical Boards to add separate, fee-based examinations of behaviors of professionalism to the United States 
Medical Licensing Examinations. (Res. 304, A-05) 
 
D-295.955, Educating Medical Students about the Pharmaceutical Industry 
Our AMA will strongly encourage medical schools to include: (1) unbiased curricula concerning the impact of direct-to-
consumer marketing practices employed by the pharmaceutical industry as they relate to the physician-patient relationship; and 
(2) unbiased information in their curricula concerning the pharmaceutical industry regarding (a) the cost of research and 
development for new medications, (b) the cost of promoting and advertising new medications, (c) the proportion of (a) and (b) in 
comparison to their overall expenditures, and (d) the basic principles in the decision making process involved in prescribing 
medications, specifically using evidence based medicine to compare outcomes and cost effectiveness of generic versus 
proprietary medications of the same class. (Res. 303, A-05) 
 
D-295.957, Medical Student and Resident Physician Education about Pharmaceutical Advertising to Health Professionals 
Our AMA will encourage all medical schools and residency programs to educate their students and resident physicians on the 
possible effects of pharmaceutical advertising and interaction with health professionals and on alternative unbiased sources of 
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information about pharmaceutical products through the AMA curriculum, “What You Should Know About Gifts to Physicians 
From Industry.” (Res. 302, A-04; Reaffirmed: Res. 303, A-05) 
 
D-310.972, Protection Against Delayed Residency Program Closure 
Our AMA will: (1) Work closely with the Accreditation Council for Graduate Medical Education to contribute to, review and 
comment on any new ACGME policies related to residency closures, regardless of cause. (2) Work with the American Board of 
Medical Specialties to encourage all its member certifying boards to develop a mechanism to accommodate the discontinuities in 
training which arise from residency closures, regardless of cause, including waiving continuity care requirements and granting 
residents credit for partial years of training. (3) Work with the ACGME to monitor closing programs, including encouraging 
programs to immediately notify residents of pending closures and to promptly transfer residents to alternate accredited programs 
as soon as feasible with the least disruption to training; and strongly encourage programs which accept transferred residents to 
minimize extensions to total training time. (4) Work with the Centers for Medicare and Medicaid Services (CMS), ACGME, and 
other appropriate organizations to advocate for the development and implementation of effective policies to permit graduate 
medical education funding to follow the resident physician from a closing to the receiving residency program (including waivers 
of CMS caps), in the event of temporary or permanent residency program closure. (CME Rep. 7, A-06; Reaffirmed: CME Rep. 4, 
A-09; Modified: CCB/CLRPD Rep. 2, A-14) 
 
D-310.976, Negative Impact on Surgical and Procedural Education from Revised CMS Interpretive Guidelines for Informed 
Consent 
Our AMA will: (1) cooperate with other interested parties to strongly express its concerns regarding the potentially negative 
impact on medical education of Sections 482.24(c)(2)(v) and 482.51(b)(2) of the Centers for Medicare and Medicaid Services 
(CMS) State Operations Manual based on the May 21, 2004 revisions; (2) cooperate with other interested parties to encourage 
CMS to immediately revise or further clarify Sections 482.24(c)(2)(v) and 482.51(b)(2) of the CMS State Operations Manual and 
communicate to CMS our desire to assist in the development of new language which both protects patient autonomy and 
preserves the appropriate flexibility of attending physicians in the teaching environment; and (3) strongly discourage JCAHO 
from adopting language in its accreditation standards similar to language in Sections 482.24(c)(2)(v) and 482.51(b)(2) of the 
CMS State Operations Manual based on the May 21, 2004 revision. (Res. 321, A-05) 
 
D-435.979, Impact of US Medical Liability Premiums on Clinical Medical Education 
Our AMA will actively investigate the ongoing impact of the medical liability crisis on the availability of full-time and volunteer 
clinical faculty for undergraduate and graduate medical education. (CME Rep. 2, I-05) 
 
 

2. UPDATE ON MAINTENANCE OF CERTIFICATION AND 
OSTEOPATHIC CONTINUOUS CERTIFICATION 

(RESOLUTION 920-I-14) 
 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

IN LIEU OF RESOLUTION 920-I-14 AND 
REMAINDER OF REPORT FILED 
See Policies H-275.924 and D-275.960 

 
Substitute Resolution 920-I-14, Principles of Maintenance of Certification, introduced by the Pennsylvania 
Delegation and referred by the American Medical Association (AMA) House of Delegates (HOD), stated that 
specialty boards, which develop Maintenance of Certification (MOC) standards, may approve curriculum, but 
should be independent from entities designing and delivering that curriculum, and should have no financial interest 
in the process. 
 
Policy D-275.960 (12[b]), An Update on MOC, Osteopathic Continuous Certification (OCC) and Maintenance of 
Licensure (MOL), asks that our AMA prepare a yearly report regarding the MOC process. 
 
Policy D-275.960 (6), An Update on MOC, OCC, and MOL, called on our AMA to solicit an independent entity to 
commission and pay for a study to evaluate the impact that MOL and MOC requirements have on physicians’ 
practices, including but not limited to: physician workforce, physicians’ practice costs, patient outcomes, patient 
safety, and patient access. The policy requests that this study look at the examination processes of the American 
Board of Medical Specialties (ABMS), American Osteopathic Association (AOA), and Federation of State Medical 
Boards (FSMB), and also that the study be presented to the AMA HOD, for its deliberation and consideration, 
before any entity, agency, board, or governmental body requires physicians to sit for MOL licensure examinations. 
 

http://www.ama-assn.org/resources/doc/hod/x-pub/a15-reference-committee-reports.pdf#page=64
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BACKGROUND 
 
The Council on Medical Education has prepared single reports covering both MOC/OCC and the principles of MOL 
for the past six years.1,2,3,4,5,6 However, MOC, OCC and MOL are distinctly different processes, designed by 
independent organizations with different purposes and mandates. While MOC and OCC describe programs that 
address continued specialty certification for allopathic and osteopathic physicians, MOL principles, once 
implemented by each licensing authority (state medical board), will define the process by which physicians are to 
meet requirements for renewing their medical license. To provide greater clarity and avoid confusion about the 
relationship between MOC/OCC and MOL, the Council on Medical Education will address these issues separately 
in its reports, beginning with the 2015 Annual Meeting of the HOD. This report will address Resolution 920-I-14 as 
well as the mandate of Policy D-275.960 (6) as it relates to MOC/OCC, and also provide an update on the most 
recent activities on this topic. As shown in Appendix A, the AMA has extensive policy on MOC and OCC. 
 
As part of the effort of the Council on Medical Education to monitor the implementation of MOC and OCC, Council 
members—along with the Board of Trustees and AMA staff—have participated in numerous meetings, including the 
ABMS Committee on Continuing Certification, ABMS Forum on Organizational Quality Improvement, Association 
of American Medical Colleges July 22 Webinar, Aligning Maintenance of Certification (MOC) and Performance-
based CME with On-going Quality Improvement, ABMS 2014 Conference, the Specialty Society-Board Summit 
Engaging in Lifelong Learning, and the 2015 American Board of Anesthesiology MOC Summit. 
 
MAINTENANCE OF CERTIFICATION (MOC): AN UPDATE 
 
Emerging Data and Literature Regarding the Value of MOC 
 
Physicians generally recognize the need for MOC and support the need for ongoing formative assessment and 
feedback.7,8 AMA policy reinforces the need for ongoing learning and practice improvement. However, there have 
been differences of opinion about the efficacy of MOC implementation in improving physician care and patient 
outcomes. Some question whether the process is relevant to contemporary clinical practice or meaningful as a 
measure of physician and health care quality. The ABMS member boards moved to more continuous processes for 
assessing competence because it became clear that: 1) medicine as well as public and political pressures were 
evolving rapidly; 2) evidence suggested that the knowledge and skills of many physicians decline over time; and 3) 
testing physicians every 10 years was not enough to ensure they would keep up to date with advances in medical 
practice.7 The MOC program is based on sound theoretical rationale,9,10 and evidence supports the components of 
MOC.10 The ABMS member boards are developing MOC requirements that are supported by evidence-based 
guidelines, national clinical and quality standards, and specialty best practices. 
 
Because the MOC program has been introduced gradually during the last decade, the evidence that results from 
longitudinal data collection is just beginning to emerge. Evidence in the literature suggests a correlation between 
physician board certification/MOC examination performance and performance in practice. 
 
A webinar in December 2014, facilitated by the editors of JAMA, covered the findings from two recent research 
articles that look at the relationship between MOC and measures relevant to patients and physicians. Although the 
main findings from one small study showed no differences in the process measures between the 71 physicians with 
time-limited certification from the American Board of Internal Medicine (ABIM) and the 34 physicians with time-
unlimited certification,11 the finding from a larger study showed a two percent cost reduction for a cohort of 
Medicare beneficiaries associated with time-limited certification.12 In an overview of both studies, Lee pointed out 
that, “the 2% reduction in spending is as large or larger than the savings recorded by the Medicare accountable care 
organizations in their first 2 years.” Thus, it can be concluded that recertification might have actually helped 
physicians become more efficient.13 
 
In response to comments that the evidence supporting MOC is “ambiguous at best,”14 Weinberger commented that 
“the important value of the MOC program is to have extra incentives to have the physician reviewing and 
integrating clinical information and updates that he or she might not necessarily do.”15 Few MOC critics argue 
against the need for some structure to help and encourage physicians to stay up to date and improve their actual 
skills, but MOC has been viewed as an unnecessarily complex process that is misaligned with its purpose.7 Some 
have suggested that thoughtful integration of the MOC program into the physician’s busy professional life is needed 
so the expense and time commitment are reasonable.13 Continuous study of its evidence will be important in 
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identifying improvements to the program, especially to be able to keep pace with advances in clinical practice, 
technology, and assessment.9 
 
The ABMS Research and Education Foundation has been engaged in research efforts to support MOC. In 2011, 
ABMS staff and physician volunteers developed a comprehensive review process and criteria to provide a more 
complete and balanced perspective about the evidence for dissemination to the profession and the public. In general, 
studies to be included in the review process had to represent original research and address one or more of the 
following three areas: 1) board certification; 2) conceptual framework and initial structure of MOC; and 3) current 
MOC programs. In addition, they had to have a reasonable research design and methodology (e.g., studies with 
fewer than 20 participants would not qualify). More specific inclusion criteria modeled after the Agency for 
Healthcare Research & Quality’s 2007 study on effectiveness of continuing medical education (CME) were applied 
to research related to MOC Part II. After reviewing more than 700 research studies, approximately 200 were 
recognized as addressing the established criteria and were grouped into three categories: 1) the value of board 
certification; 2) support of the conceptual framework and initial structure of MOC; and 3) validation of current 
MOC programs. The other 500 studies did not meet the established criteria.16 A second phase of the project aims to 
identify research gaps. The intent is to develop research questions to guide subsequent studies of the effectiveness of 
programs for MOC. The ABMS Evidence Library, which houses the references and annotations of the research 
compilation, is available at: evidencelibrary.abms.org/ 
 
ABMS Multi-specialty MOC Portfolio Approval Program™ 
 
The ABMS Portfolio Program (mocportfolioprogram.org) provides a streamlined approach for hospitals and health 
care organizations to support physician involvement in quality improvement (QI) initiatives by allowing physicians 
from multiple specialties the opportunity to receive credit in their programs for MOC. Because the Portfolio 
Program allows hospitals and health care organizations to apply Part IV MOC to team-based, multi-specialty 
projects that physicians are already engaging in at their organizations, it eases the burden on physicians by reducing 
duplication of QI projects and promotes organizational effectiveness and efficiency through team-based initiatives. 
Furthermore, there are no additional costs to physicians who participate in the program. 
 
Currently, 21 ABMS member boards are participating in the program. The Portfolio Program has approved 650-plus 
QI projects, and more than 4,000 physicians have received MOC Part IV credit for participation, with many more in 
process; 39 health care organizations are active Portfolio Sponsors. 
 
Applicant organizations are considered based on the maturity, strength, and support of their internal QI program, and 
must be able to ensure that physicians meaningfully participate in QI activities. In addition, they must meet the 
reporting requirement, as outlined in the Portfolio Program Standards and Guidelines. The AMA submitted a formal 
application for the ABMS MOC Portfolio Program in January 2015 and expects to be a full member of the program 
by mid-2015. More information about the application process is available at: mocactivitymanager.org/ 
 
Alternatives to the Secure, High-Stakes Examination for Assessing Knowledge and Cognitive Skills in MOC 
 
In June 2014, the ABMS and the AMA facilitated an unprecedented meeting that brought subject matter experts in 
physician assessment together with representatives from the Council on Medical Education, AMA sections, and 
representatives of nearly all ABMS member boards to further discuss the value of MOC Part III as well as practice-
relevant and innovative concepts that could potentially enhance or replace the current thinking around the secure, 
high-stakes exam requirement of MOC. The meeting was structured around open dialogue, productive discourse, 
and new ideas and innovations shared by the various boards and educational experts in attendance. The meeting’s 
positive outcomes reflect the promise of continued future collaborative dialogue among all key stakeholders to 
ensure physician competency and continued high-quality patient care. A MOC Part III White Paper, summarizing 
the meeting and reflecting on next steps, is currently being drafted. 
 
The ABMS has commissioned an External Assessment Task Force to explore opportunities for innovation in 
member boards’ external assessment practices and methodologies, and to disseminate best practices in the 
development and implementation of rigorous alternatives to currently constructed MOC examinations. The 19-
member task force has completed phase 1 of its charge, which included conducting a comprehensive assessment of 
the current practices and innovations mapping to the 2015 Standards for the Program for MOC and identifying 
innovative methodologies being used by member boards to evaluate core competencies. In phases 2 and 3, the 

http://evidencelibrary.abms.org/
http://www.mocportfolioprogram.org/
https://www.mocactivitymanager.org/
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committee will form work groups to examine issues such as what the core purpose of external assessment should be, 
how to improve relevance to physician practice, and how best to integrate core competencies within external 
assessments. Other innovations being explored include blueprinting and modularization techniques that facilitate 
customization of exam content to reflect focused practices; access to materials similar to those used at the point of 
care; remote testing; reduction of travel expense and inconvenience; and improved performance feedback to guide 
educational and development plans. 
 
On February 3, 2015, the ABIM announced that the Internal Medicine MOC exam is being updated. The update will 
focus on making the exam more reflective of what physicians in practice are doing, with any changes to be 
incorporated beginning in fall 2015, and with more subspecialties to follow. Other initiatives being pilot tested 
and/or implemented by the ABMS and its member boards are described in Appendix B. 
 
How the ABMS is Assessing the Time/Administrative Burdens Associated with MOC Participation 
 
The ABMS member boards recognize concerns that physicians have voiced over the cost of MOC. For example, in 
February 2015, the ABIM announced that MOC enrollment fees will remain at or below the 2014 levels through at 
least 2017. The MOC participation fee (which includes the cost of CME, time away from the office, etc.) varies 
depending on which activities are chosen to complete CME to meet MOC requirements. 
 
A 2013 Massachusetts Medical Society task force report reflecting research conducted by expert staff documented 
that the direct and indirect costs of MOC, as well as redundancy, may pose an additional burden on physicians and 
impact access to patient care due to time away from physicians’ practices. Using examples taken from internal 
medicine and specialty practice (cardiology) involved in completing requirements for MOC every 10 years, the 
report showed that the direct costs range from $3,720 to $6,521; indirect costs (based on time spent, excluding 
travel, for live sessions, which is variable) range from $20,000 to $46,656; and hours ranged from 200 (20 
hours/year) to 216 (22 hours/year).17 
 
Information received verbally from the ABMS, however, suggests that across the 24 ABMS member boards, the 
average annual participation fee is $300. This fee includes the cost of the secure, high-stakes examination (over 10 
years). It should be noted that the participation fee is in line with or, in some cases, significantly less than similar 
fees paid by other professionals, such as lawyers, pilots, and accountants. For example, the cost for certification by 
the National Board of Legal Specialty Certification (nblsc.us) includes a $400 application fee and a separate $400 
examination fee. There is an annual fee of $265 after the application is certified. In addition, attorneys must 
complete 45 hours of continuing legal education (CLE) during the three years prior to certification; these costs vary 
depending on which activities are chosen to complete CLE. 
 
In its 2015 Standards for Programs for MOC, the ABMS recognizes that physicians have multiple expenses 
associated with ongoing learning and assessment, including the recertification exam and CME requirements, and is 
working with its member boards to identify learning and assessment redundancies among these multiple interests. 
The Portfolio Program (described above) represents one way in which the member boards are actively working to 
identify learning redundancies and streamline processes to reduce overall MOC costs. Moving to remote testing and 
modularization of exams may also have an impact on reducing costs. 
 
ABMS Member Boards’ Policies Regarding Multiple Certifications 
 
In 2015, the ABMS Member Board Program for the MOC review process was launched. This review process will 
allow the ABMS to collect additional information on boards’ policies pertaining to multiple certifications. Notable 
policies will be shared among the boards to facilitate the adoption of appropriate/best practices. The Council on 
Medical Education supports the ongoing efforts by the ABMS to streamline MOC for Diplomates with certification 
by multiple boards. The Portfolio program (described above) represents another way in which member boards are 
actively working to identify redundancies and streamline processes. In addition, ABMS member boards, such as the 
American Board of Pediatrics, currently give credit for work completed for other member boards (i.e., American 
Board of Medical Genetics and Genomics), and work completed on certain topics, such as asthma, will count for 
multiple boards. 
 
The AMA is also taking steps to assist physicians who hold multiple certifications. In October 2014, the AMA 
launched a beta version of the STEPS Forward™ (Solutions Toward Effective PracticeS) practice transformation 

http://www.nblsc.us/
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series, a practice-based series that allows physicians to earn CME credit for completing online learning modules. 
STEPS Forward™ leverages findings from the AMA-RAND study, “Factors affecting physician professional 
satisfaction and their implications for patient care, health systems and health policy” (ama-assn.org/ama/pub/about-
ama/strategic-focus/enhancing-professional-satisfaction-and-practice-sustainability.page). The goal is to provide 
physicians with relevant strategies that can improve practice efficiency and achieve Triple Aim outcomes—better 
care, better health and lower cost as well as greater professional satisfaction. The AMA Physician Practice 
Sustainability Program is currently pilot testing STEPS Forward.™ A full launch is planned for June 2015. As part 
of its application to the ABMS Portfolio Program, the AMA is also developing modules that physicians will be able 
to utilize for MOC Part IV. 
 
MOC Part II: Self-Assessment and Lifelong Learning 
 
Although educational curricula may be offered by the member boards, most boards depend on the medical societies 
to develop the educational curricula for MOC. For example, the American College of Physicians develops the 
Medical Knowledge Self-Assessment Program® (MKSAP®) that is accepted by the ABIM for MOC. Some of the 
smaller boards, such as the American Board of Medical Genetics and Genomics, had to create their own educational 
programs out of necessity because the corresponding medical society, the American College of Medical Genetics 
and Genomics, lacked the resources to develop the programs. 
 
Helping align the goals and work of the medical societies and ABMS member boards was the goal of a meeting 
convened in October 2014 by the ABMS and the Council of Medical Specialty Societies (CMSS). Representatives 
from these communities came together to discuss strategies for promoting the development of and access to 
meaningful and relevant activities to satisfy physician assessment and learning needs. More than 50 boards and 
societies were represented. The member boards and specialty societies share a commitment to professionalism and 
QI, and provide resources to support physician professional development, including assessment in a competency 
framework from the boards, and educational and measurement opportunities for identifying and resolving 
performance gaps by societies. They are working together to more efficiently and effectively help physicians assess 
their learning needs and participate in meaningful performance improvement. 
 
Several activities suggested during the October Summit that may be helpful to physician professional development 
include: 
 
• Developing an inventory of learning activities for all specialties that can be accessed by any physician 

regardless of specialty. The ABMS is seeking tools in support of the Program for MOC Lifelong Learning and 
Self-Assessment (Part II) and Improvement in Medical Practice (Part IV). These activities will be reviewed and 
housed in a common inventory where boards and Diplomates can access them electronically. The inventory will 
make it easier for physicians to find practice-relevant materials and activities. 

 
• Encouraging the development of society-sponsored registries and the use of registries to satisfy practice 

assessment expectations of the member boards. Registries are increasingly used as a source of clinically rich 
data to evaluate practices and track patients longitudinally. In the era of value-based care, registries will become 
a key path for physicians to understand their own practices and identify areas of practice for education and 
improvement. As registries are costly to implement, societies and boards should collaborate in their 
development as well as measures, reporting, and performance feedback as meaningful ways to satisfy the 
demand for value-based care. (See Appendix B for more information about innovative approaches to the 
practice audits and the use of registries being piloted and/or implemented by ABMS member boards.) 

 
• Encouraging specialty societies to become sponsors of the ABMS Multi-Specialty Portfolio Approval 

Program™ (Portfolio Program) to support physicians in their improvement efforts. The Portfolio Program is a 
single process for boards to approve quality improvement and learning activities that physicians undertake in 
their institutions or group practices. The Portfolio Program establishes criteria for quality improvement 
processes and meaningful physician participation. With the help of these criteria, programs provide support to 
physicians and enable physicians to count their practice-based learning and improvement towards satisfying 
board requirements. The American Academy of Pediatrics has led the way as a sponsor of improvement 
collaboratives that satisfy professional assessment requirements. Societies may become Portfolio Program 
sponsors and pass on to their members the benefit of having improvement and registry activity count for MOC 
credit. 

http://www.ama-assn.org/ama/pub/about-ama/strategic-focus/enhancing-professional-satisfaction-and-practice-sustainability.page
http://www.ama-assn.org/ama/pub/about-ama/strategic-focus/enhancing-professional-satisfaction-and-practice-sustainability.page
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• Aligning CME and QI activities. The boards can help to create a more coherent certification system that weaves 
assessment, education, and improvement into a single improvement process. This could be achieved by 
integrating educational components (Part II activities) into performance and quality improvement activity (Part 
IV) in order to satisfy multiple areas of the MOC standards. 

• Increasing consistency in process, language, and requirements across the ABMS member boards, and increasing 
alignment for physicians with multiple certificates. Consistency is an important factor in presenting the MOC 
framework and for societies to collaborate across specialties. Boards are already working towards consistency 
and alignment. 

 
The ABMS and CMSS plan to continue to promote effective partnerships between boards and societies. Information 
about the ABMS Call for MOC Activities is available at: abms.org/news-events/abms-call-for-moc-activities/. 
Resources from the Specialty Society Board Summit are available at: abms.org/news-events/events/specialty-
society-board-summit/. 
 
Other Physician Educational and Quality Improvement Activities that Count for MOC 
 
The ABMS recently launched two “Calls for MOC Activities,” related to patient safety activities and system-based 
practice and interpersonal/communication activities, in an effort to provide Diplomates with as broad a set of 
practice-relevant options for fulfilling the requirements of MOC. The submitted activities will be housed in the 
ABMS MOC Implementation Center, a centralized Web-based platform, enabling access by both ABMS member 
boards and their Diplomates. The Center will provide information on the activities approved by each of the boards 
and CME credit associated with each activity as well as the cost of each activity, although most of the educational 
programs will be offered free of charge. 
 
The goals of this initiative are to: 
 
• Provide a mechanism for identifying CME and QI activities and resources that reduce the burden and improve 

relevance for Diplomates fulfilling their MOC requirements; 
• Identify MOC activities that may be appropriate for multiple specialties and/or practice settings; 
• Simplify the approval process by allowing the member boards to advance the adoption of MOC activities that 

meet the needs of their Diplomates (ten boards have agreed to a common submission form, which will allow 
review of activities submitted by the educational community by multiple boards on a common review portal); 
and 

• Facilitate continuous QI and tracking real time approvals, system improvements, and additional feedback 
mechanisms to educational stakeholders. 

 
To date, five member boards have actively engaged in the MOC Implementation Center, and all 24 member boards 
have been given access to the Center. In addition to the MOC activities that have been reviewed and approved 
through the Center, the National Patient Safety Foundation (NPSF) Curriculum has received approvals from 17 
member boards and is currently being shared with the remaining member boards through the Center. 
 
MOC activities also satisfy the requirements of other national, state, and private-sector quality improvement and 
reporting activities. Diplomates from 12 ABMS member boards participated in the MOC: PQRS Program through 
the MOC Matters Platform, which was closed on January 31, 2015. This final MOC Matters submission deadline 
allowed time for each of the participating member boards to verify Diplomate participation data for the 2014 
reporting program and for the final transmission of Diplomate data to the Centers for Medicare & Medicaid Services 
(CMS) by March 31, 2015. 
 
Over 1,660 Diplomates across the 12 member boards participated in the MOC: PQRS Program through the MOC 
Matters Platform in 2014. In addition to the member boards participating through the MOC Matters Platform, four 
additional member boards have been individually qualified by CMS to submit MOC: PQRS data on behalf of their 
Diplomates for the 2014 reporting program. It should be noted that 2014 was the final year for the MOC: PQRS 
payment incentive program. 
 

http://www.abms.org/news-events/abms-call-for-moc-activities/
http://www.abms.org/news-events/events/specialty-society-board-summit/
http://www.abms.org/news-events/events/specialty-society-board-summit/
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MOC Part IV: Practice Performance Assessment 
 
ABMS Standards do not specify how the member boards should structure the practice improvement component of 
MOC, due to the differences in clinical context across the specialties. The boards have generally taken four 
approaches to practice assessment: practice audits, registries, simulation, and organizational quality improvement 
(see Appendix B). 
 
As noted above, the Portfolio Program has been developed to provide a streamlined approach for hospitals and 
health care organizations to support physician involvement in quality improvement (QI) initiatives and allows 
physicians from multiple specialties the opportunity to receive credit in their programs for MOC Part IV. For 
example, these QI projects focused on such areas as reducing adverse drug events (Nationwide Children’s Hospital), 
ensuring continuous professional development (Mayo School of Continuous Professional Development and Mayo 
Clinic Quality Review Board), and documenting QI (University of Michigan Health System). 
 
MOC Requirements Modified for Internal Medicine 
 
On February 4, 2015, the ABIM issued a formal announcement titled, “We got it wrong. We’re sorry.” in which it 
apologized that the organization had “launched programs that weren’t ready” and “didn’t deliver an MOC program 
that physicians found meaningful.” In addition to the changes already noted above regarding the secure, high-stakes 
examination and enrollment fees, the ABIM announced that it was suspending the Practice Assessment, Patient 
Voice, and Patient Safety requirement for at least two years to address concerns about MOC and its relevance to 
practice as well as better align the requirements of the MOC program with physician learning and practice 
improvement needs. This means that no internists will have their certification status changed for not having 
completed activities in these areas for at least the next two years. Furthermore, ABIM Diplomates who are currently 
not certified but who have satisfied all requirements for MOC, except for the Practice Assessment requirement, will 
be issued a new certificate this year. 
 
The announcement also stated that the ABIM is changing the language used to publicly report a Diplomate’s MOC 
status on the ABIM website within the next six months, from “meeting MOC requirements” to “participating in 
MOC.” The ABIM also said it would assure new and flexible ways for internists to demonstrate self-assessment of 
medical knowledge by recognizing most forms of CME by the end of 2015. This change will affect internal 
medicine’s more than 20 subspecialties. 
 
OSTEOPATHIC CONTINUOUS CERTIFICATION (OCC): AN UPDATE 
 
Each of the 18 specialty certifying member boards of the American Osteopathic Association’s Bureau of 
Osteopathic Specialists (AOA-BOS) has implemented OCC, effective January 1, 2013. All osteopathic physicians 
who hold a time-limited certificate are required to participate in the following five components of the OCC process 
in order to maintain osteopathic board certification: 
 
• Component 1 - Unrestricted Licensure: requires that physicians who are board certified by the AOA hold a 

valid, unrestricted license to practice medicine in one of the 50 states, and adhere to the AOA’s Code of Ethics. 
 
• Component 2 - Life Long Learning/Continuing Medical Education (CME): requires that all recertifying 

Diplomates fulfill a minimum of 120 hours of CME credit during each three-year CME cycle (some certifying 
boards have higher requirements). Of these 120 plus CME credit hours, a minimum of 50 credit hours must be 
in the specialty area of certification. Self-assessment activities will be designated by each of the 18 specialty 
certification boards. If an osteopathic physician holds subspecialty certification, a percentage of their specialty 
credit hours must be in their subspecialty certification area. 

 
• Component 3 - Cognitive Assessment: requires provision of one (or more) psychometrically valid and proctored 

examinations that assess a physician’s specialty medical knowledge as well as core competencies in the 
provision of health care. 

 
• Component 4 - Practice Performance Assessment and Improvement: requires that physicians engage in 

continuous quality improvement through comparison of personal practice performance measured against 
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national standards for his or her medical specialty. The Standards Review Committee of the AOA-BOS has 
specific criteria for each Component 4 activity. 

 
• Component 5 - Continuous AOA Membership. 
 
Specific requirements for each specialty are available at osteopathic.org/inside-aoa/development/aoa-board-
certification/occ-requirements/Pages/default.aspx 
 
Osteopathic physicians who hold non-time-limited (non-expiring) certificates are not required to participate in OCC. 
However, to maintain their certification, they must continue to meet licensure, membership, and CME requirements 
(120-150 credits every three-year CME cycle, 30 of which are in AOA CME Category 1A). 
 
The AOA has developed policies for clinically inactive Diplomates as well as for Diplomates whose scope of 
practice is limited within their area of certification (limited scope physicians). For dually boarded (AOA/ABMS) 
Diplomates, the Standards Review Committee of the AOA-BOS is developing policies to potentially accept ABMS 
MOC Part IV activities for the AOA Component 4 requirements; an osteopathic activity will still be required as part 
of the Component 4 requirements. 
 
The AOA-BOS is discussing the nature and goals of the Component 3 Cognitive Assessment and determining other 
possible methods for evaluating physicians’ knowledge and currency in their respective specialty areas. The AOA-
BOS is also discussing the single accreditation system for allopathic and osteopathic residency programs, under the 
aegis of the Accreditation Council for Graduate Medical Education (ACGME), as it relates to AOA board 
certification, including possible policy changes that may be necessitated by the new system. 
 
AN UPDATE ON STUDY BY AN INDEPENDENT ENTITY ON MOC, OCC AND MOL 
 
Policy D-275.960[6] directs the AMA to solicit an independent entity to commission and pay for a study to evaluate 
the impact of MOC, MOL and OCC on a number of issues, including health care workforce. Accordingly, in 2014, 
the AMA contacted the Cecil G. Sheps Center for Health Services Research (at the University of North Carolina at 
Chapel Hill) to explore the feasibility of such a study. The Sheps Center’s Program on Health Workforce Research 
and Policy is one of four new national Health Workforce Centers focused on addressing the question of what health 
care workforce is needed to ensure access to high-quality, efficient health care for the US population. The impact of 
MOC/OCC/MOL on physician workforce was one of the areas the study was to address. The Center is supported 
through a cooperative agreement with the Health Resources and Services Administration and managed by the 
Bureau of Health Professions’ National Center for Health Workforce Analysis. As such, the Center would be 
considered an independent entity. 
 
In 2014, the AMA was advised by the Sheps Center that data are currently not available to study the effect of MOC 
and MOL on the retention of physicians in the workforce. Developing a study to answer the question of whether 
some physicians choose retirement over maintaining certification would require a fairly complex study design. 
Given the rapid pace of health system change, a multivariate analysis would be required to isolate the effects that 
MOC and MOL have relative to other factors that also affect physician retention in the workforce, including 
meaningful use requirements, electronic health records, accountable care organizations (ACOs), economic 
conditions, etc. A longitudinal study would be needed that also adjusted for physician age, specialty, certification 
cohort, gender, and years since graduation. Further, the study would need to adjust for geographic factors, including 
rural versus urban/suburban practices. 
 
Currently, the Sheps Center is not assisting with or conducting research/studies to evaluate the impact that MOC 
requirements have on physicians’ practices, including, but not limited to physician workforce, physicians’ practice 
costs, patient outcomes, patient safety and patient access. Such studies would require a fairly complex research 
effort and have prohibitive costs and a lengthy timeframe. 
 
The AMA also contacted the American Academy of Family Physicians (AAFP), which had looked at physician 
workforce from a different perspective. The study, conducted by the AAFP’s Robert Graham Center, investigated 
the characteristics of differential participation in MOC by family physicians. The study reported that after 
completing the transition of all family physicians into MOC in 2010, participation appears to be higher than 
previously, and large numbers of family physicians are participating in MOC and meeting the requirements in a 
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timely fashion. The study also showed that family physicians who have not participated in MOC tend to be 
practicing in underserved areas or caring for underserved populations where health care providers and technological 
resources are generally limited.18,19,20 This raised questions about the impact of MOC participation related to 
workforce, physician maldistribution, and the potential of health care disparities. 
 
The Graham Center has not repeated this study. The Graham Center assisted the American Board of Family 
Medicine with developing a research team to look at issues related to MOC. Information about research in progress 
is available at: theabfm.org/research/inprogress.aspx 
 
The authors of a study published in January 2015 examined whether participation in the ABIM MOC program varies 
according to physician and practice characteristics and MOC status.9 The study showed that those who do not 
participate in MOC are more likely to be general internists, are older (between the ages of 65 and 75), and are in 
solo practice. The study also found that participation in MOC may be higher in the Midwest than in other parts of 
the country due to the high quality and lower cost of patient care in this region.9,21 
 
RECERTIFICATION IN OTHER COUNTRIES 
 
Other developed countries are incorporating career-long learning and assessment programs into their systems of 
professional regulation, showing that the emphasis on ongoing professional development is not exclusive to the 
United States. Examples of countries that have implemented MOC programs include the following. 
 
Canada 
 
Participation in the Royal College of Physicians and Surgeons of Canada MOC Program (royalcollege.ca/ 
portal/page/portal/rc/members/moc) is required to maintain membership and fellowship and is one of the recognized 
pathways approved by provincial medical regulatory authorities in Canada for renewal of medical licensure. The 
MOC program was developed on the concept of CPD to support learning across the CanMEDS competency 
framework (royalcollege.ca/portal/page/portal/rc/canmeds) and to value learning activities against each dimension of 
professional practice: clinical, administration, education, and research. The Royal College’s CPD program allows 
specialists to design, implement and document their accomplishment from multiple learning activities in order to 
build evidence-informed practices. An additional goal is to achieve competency-based residency education, which 
will define for each specialty a set of measurable milestones that practicing specialists can use to measure their 
progress from competence at the time of certification to mastery and expertise through their practice experiences.22 
 
The United Kingdom 
 
Revalidation is the process by which all physicians are required to demonstrate to the General Medical Council 
(GMC) in the United Kingdom (gmc-uk.org/doctors/revalidation.asp) that they are up to date and fit to practice. In 
general, licensed physicians have to revalidate every five years, through an annual appraisal based on the GMC’s 
core guidance for doctors. The appraisal is conducted by a senior physician, usually within the same organization, 
but not necessarily in the same specialty. At each appraisal, a portfolio of supporting information is provided by the 
physician to demonstrate a high standard of practice in relation to four areas set out by the GMC: knowledge, skills, 
and performance; safety and quality; communication, partnership, and teamwork; and maintaining trust. 
 
Australia 
 
Completion of CME credits is generally required for recertification/maintenance of competence of physicians in 
Australia. The Royal Australasian College of Physicians (racp.edu.au/page/educational-and-professional-
development/continuing-professional-development) has developed recertification criteria that include not only CME 
credits but also participation in quality improvement initiatives such as audits of practice. Physicians also participate 
in a unique assessment program in which they are rated by peers, coworkers, and patients on their clinical 
management and “holistic” and personal skills with patients. 
 
SUMMARY AND RECOMMENDATIONS 
 
The AMA supports the need for an evidence-based certification process that is evaluated regularly to ensure 
physicians’ needs are being met and activities are relevant to clinical practice. The AMA Council on Medical 

http://theabfm.org/research/inprogress.aspx
http://www.royalcollege.ca/portal/page/portal/rc/members/moc
http://www.royalcollege.ca/portal/page/portal/rc/members/moc
http://www.royalcollege.ca/portal/page/portal/rc/canmeds
http://www.gmc-uk.org/doctors/revalidation.asp
http://www.racp.edu.au/page/educational-and-professional-development/continuing-professional-development
http://www.racp.edu.au/page/educational-and-professional-development/continuing-professional-development
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Education is committed to monitoring the development of MOC and OCC and will continue to work with the 
ABMS, the AOA, and the member boards to identify and suggest improvements to the MOC and OCC programs 
and ensure that MOC and OCC support physicians’ ongoing learning and practice improvement as well as assure the 
public that physicians are providing high-quality patient care in their practice settings (see Appendix B for a 
summary of ABMS initiatives). The AMA will continue to advocate for the most cost-effective and inclusive 
process to reduce duplication of work. 
 
The Council on Medical Education therefore recommends that the following recommendations be adopted in lieu of 
Resolution 920-I-14, and that the remainder of the report be filed. 
 
1. That our American Medical Association (AMA) advocate that the American Board of Medical Specialties 

(ABMS) develop fiduciary standards for its member boards that are consistent with AMA Policy D-275.960 (4), 
An Update on Maintenance of Certification (MOC), Osteopathic Continuous Certification and Maintenance of 
Licensure, which states that our AMA encourages the ABMS to ensure that all ABMS specialty boards provide 
full transparency related to the costs of preparing, administering, scoring and reporting MOC and 
certifying/recertifying examinations and ensure that MOC and certifying/recertifying examinations do not result 
in significant financial gain to the ABMS specialty boards. 

 
2. That our AMA reaffirm Policy H-275.924 (15), Maintenance of Certification (MOC), which states that actively 

practicing physicians should be well-represented on specialty boards developing MOC. 
 
3. That our AMA encourage AMA members to be proactive in shaping Maintenance of Certification (MOC) and 

Osteopathic Continuous Certification by seeking leadership positions on the ABMS member boards, American 
Osteopathic Association specialty certifying boards and MOC Committees. 

 
4. That our AMA continue to monitor the actions of professional societies regarding recommendations for 

modification to Maintenance of Certification. 
 
5. That our AMA work with interested parties to ensure that Maintenance of Certification uses more than one 

pathway to assess accurately the competence of practicing physicians, to monitor for exam relevance and to 
ensure that MOC does not lead to unintended economic hardship such as hospital de-credentialing of practicing 
physicians. 

 
6. That our AMA rescind Policy D-275.960 (6) (9), An Update on Maintenance of Certification, Osteopathic 

Continuous Certification, and Maintenance of Licensure, since that has been accomplished through this report. 
 
APPENDIX A - AMA Policies Related to Maintenance of Certification and Osteopathic Continuous Certification 
 
H-275.924 Maintenance of Certification 
AMA Principles on Maintenance of Certification (MOC): 
 
1. Changes in specialty-board certification requirements for MOC programs should be longitudinally stable in structure, although 
flexible in content. 2. Implementation of changes in MOC must be reasonable and take into consideration the time needed to 
develop the proper MOC structures as well as to educate physician diplomates about the requirements for participation. 3. Any 
changes to the MOC process for a given medical specialty board should occur no more frequently than the intervals used by each 
board for MOC. 4. Any changes in the MOC process should not result in significantly increased cost or burden to physician 
participants (such as systems that mandate continuous documentation or require annual milestones). 5. MOC requirements should 
not reduce the capacity of the overall physician workforce. It is important to retain a structure of MOC programs that permit 
physicians to complete modules with temporal flexibility, compatible with their practice responsibilities. 6. Patient satisfaction 
programs such as The Consumer Assessment of Healthcare Providers and Systems (CAHPS) patient survey would not be 
appropriate nor effective survey tools to assess physician competence in many specialties. 7. Careful consideration should be 
given to the importance of retaining flexibility in pathways for MOC for physicians with careers that combine clinical patient 
care with significant leadership, administrative, research, and teaching responsibilities. 8. Legal ramifications must be examined, 
and conflicts resolved, prior to data collection and/or displaying any information collected in the process of MOC. Specifically, 
careful consideration must be given to the types and format of physician-specific data to be publicly released in conjunction with 
MOC participation. 9. The AMA affirms the current language regarding continuing medical education (CME): “By 2011, each 
Member Board will document that diplomates are meeting the CME and Self-Assessment requirements for MOC Part 2. The 
content of CME and self-assessment programs receiving credit for MOC will be relevant to advances within the diplomate’s 
scope of practice, and free of commercial bias and direct support from pharmaceutical and device industries. Each diplomate will 
be required to complete CME credits (AMA Physician’s Recognition Award (PRA) Category 1, American Academy of Family 
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Physicians Prescribed, American College of Obstetricians and Gynecologists, and or American Osteopathic Association Category 
1A).” 10. MOC is an essential but not sufficient component to promote patient-care safety and quality. Health care is a team 
effort and changes to MOC should not create an unrealistic expectation that failures in patient safety are primarily failures of 
individual physicians. 11. MOC should be based on evidence and designed to identify performance gaps and unmet needs, 
providing direction and guidance for improvement in physician performance and delivery of care. 12. The MOC process should 
be evaluated periodically to measure physician satisfaction, knowledge uptake and intent to maintain or change practice. 13. 
MOC should be used as a tool for continuous improvement. 14. The MOC program should not be a mandated requirement for 
licensure, credentialing, reimbursement, network participation, or employment. 15. Actively practicing physicians should be 
well-represented on specialty boards developing MOC. 16. MOC activities and measurement should be relevant to clinical 
practice. 17. The MOC process should not be cost prohibitive or present barriers to patient care. (CME Rep. 16, A-09; 
Reaffirmed: CME Rep. 11, A-12; Reaffirmed: CME Rep. 10, A-12; Reaffirmed in lieu of Res. 313, A-12; Reaffirmed: CME Rep. 
4, A-13; Reaffirmed in lieu of Res. 919, I-13; Appended: Sub. Res. 920, I-14) 
 
D-275.960 An Update on Maintenance of Certification, Osteopathic Continuous Certification, and Maintenance of Licensure 
1. Our AMA will encourage the American Board of Medical Specialties (ABMS) and the specialty certification boards to 
continue to explore other ways to measure the ability of physicians to access and apply knowledge to care for patients as an 
alternative to high stakes closed book examinations. 2. Our AMA will continue to monitor the evolution of Maintenance of 
Certification (MOC), Osteopathic Continuous Certification (OCC), and Maintenance of Licensure (MOL), continue its active 
engagement in discussions regarding their implementation, and report back to the House of Delegates on these issues. 3. Our 
AMA will (a) work with the ABMS and ABMS specialty boards to continue to examine the evidence supporting the value of 
specialty board certification and MOC and to determine the continued need for the mandatory high-stakes examination; and (b) 
work with the ABMS to explore alternatives to the mandatory high-stakes examination. 4. Our AMA encourages the ABMS to 
ensure that all ABMS specialty boards provide full transparency related to the costs of preparing, administering, scoring, and 
reporting MOC and certifying/recertifying examinations and ensure that MOC and certifying/recertifying examinations do not 
result in significant financial gain to the ABMS specialty boards. 5. Our AMA will work with the ABMS to lessen the burden of 
MOC on physicians with multiple board certifications, in particular to ensure that MOC is specifically relevant to the physician’s 
current practice. 6. Our AMA will solicit an independent entity to commission and pay for a study to evaluate the impact that 
MOL and MOC requirements have on physicians’ practices, including but not limited to: physician workforce, physicians’ 
practice costs, patient outcomes, patient safety and patient access. Such study will look at the examination processes of the 
ABMS, the American Osteopathic Association, and the Federation of State Medical Boards. Such study is to be presented to the 
AMA HOD, for deliberation and consideration before any entity, agency, board or governmental body requires physicians to sit 
for MOL licensure examinations. Progress report is to be presented at Annual 2014; complete report by Annual 2015. 7. Our 
AMA: (a) supports ongoing ABMS specialty board efforts to allow other physician educational and quality improvement 
activities to count for MOC; (b) supports specialty board activities in facilitating the use of MOC quality improvement activities 
to count for other accountability requirements or programs such as pay for quality/performance or PQRS reimbursement; (c) 
encourages the ABMS specialty boards to enhance the consistency of such programs across all boards; and (d) will work with 
specialty societies and specialty boards to develop tools and services that facilitate the physician’s ability to meet MOC 
requirements. 8. Our AMA Council on Medical Education will continue to review published literature and emerging data as part 
of the Council’s ongoing efforts to critically review MOC, OCC, and MOL issues. 9. Our AMA will continue to explore with 
independent entities the feasibility of conducting a study to evaluate the impact that MOC requirements and the principles of 
MOL have on physicians’ practices, including, but not limited to physician workforce, physicians’ practice costs, patient 
outcomes, patient safety, and patient access. 10. Our AMA will work with the ABMS and the ABMS Member Boards to collect 
data on why physicians choose to maintain or discontinue their board certification.11. Our AMA will work with the ABMS and 
the Federation of State Medical Boards to study whether MOC and the principles of MOL are important factors in a physician’s 
decision to retire and have a direct impact on the US physician workforce. 12. Our AMA: (a) encourages specialty boards to 
investigate and/or establish alternative approaches for MOC; (b) will prepare a yearly report regarding the maintenance of 
certification process; and (c) will work with the ABMS to eliminate practice performance assessment modules, as currently 
written, from the requirement of MOC. (CME Rep. 10, A-12; Modified: CME Rep. 4, A-13; Reaffirmed in lieu of Res. 610, A-
14; Appended: CME Rep. 6, A-14; Appended: Sub. Res. 920, I-14) 
 
H-275.920 Impact of Maintenance of Certification, Osteopathic Continuous Certification, Maintenance of Licensure on the 
Physician Workforce 
1. Our AMA encourages the Federation of State Medical Boards to continue to work with state licensing boards to accept 
physician participation in maintenance of certification (MOC) and osteopathic continuous certification (OCC) as meeting the 
requirements for MOL and to develop alternatives for physicians who are not certified/recertified, and that MOC or OCC not be 
the only pathway to MOL for physicians. 2. Our AMA encourages the American Board of Medical Specialties to use data from 
maintenance of certification to track whether physicians are maintaining certification and share this data with the AMA. (CME 
Rep. 11, A-12; Reaffirmed in lieu of Res. 313, A-14) 
 
H-275.923 Maintenance of Certification / Maintenance of Licensure 
Our AMA will: 1. Continue to work with the Federation of State Medical Boards (FSMB) to establish and assess maintenance of 
licensure (MOL) principles with the AMA to assess the impact of MOC and MOL on the practicing physician and the FSMB to 
study the impact on licensing boards. 2. Recommend that the American Board of Medical Specialties (ABMS) not introduce 
additional assessment modalities that have not been validated to show improvement in physician performance and/or patient 
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safety. 3. Encourage rigorous evaluation of the impact on physicians of future proposed changes to the MOC and MOL processes 
including cost, staffing, and time. 4. Review all AMA policies regarding medical licensure; determine if each policy should be 
reaffirmed, expanded, consolidated or is no longer relevant; and in collaboration with other stakeholders, update the policies with 
the view of developing AMA Principles of Maintenance of Licensure in a report to the HOD at the 2010 Annual Meeting. 5. 
Urge the National Alliance for Physician Competence (NAPC) to include a broader range of practicing physicians and additional 
stakeholders to participate in discussions of definitions and assessments of physician competence. 6. Continue to participate in 
the NAPC forums. 7. Encourage members of our House of Delegates to increase their awareness of and participation in the 
proposed changes to physician self-regulation through their specialty organizations and other professional membership groups. 8. 
Continue to support and promote the AMA Physician’s Recognition Award (PRA) Credit system as one of the three major CME 
credit systems that comprise the foundation for post graduate medical education in the US, including the Performance 
Improvement CME (PICME) format; and continue to develop relationships and agreements that may lead to standards, accepted 
by all US licensing boards, specialty boards, hospital credentialing bodies, and other entities requiring evidence of physician 
CME. 9. Collaborate with the American Osteopathic Association and its eighteen specialty boards in implementation of the 
recommendations in CME Report 16-A-09, Maintenance of Certification / Maintenance of Licensure. 10. Continue to support the 
AMA Principles of Maintenance of Certification (MOC). 11. Monitor MOL as being led by the Federation of State Medical 
Boards (FSMB), and work with FSMB and other stakeholders to develop a coherent set of principles for MOL. 12. Our AMA 
will 1) advocate that if state medical boards move forward with the more intense MOL program, each state medical board be 
required to accept evidence of successful ongoing participation in the American Board of Medical Specialties Maintenance of 
Certification and American Osteopathic Association-Bureau of Osteopathic Specialists Osteopathic Continuous Certification to 
have fulfilled all three components of the MOL if performed, and 2) also advocate to require state medical boards accept 
programs created by specialty societies as evidence that the physician is participating in continuous lifelong learning and allow 
physicians choices in what programs they participate to fulfill their MOL criteria. 13. Our AMA opposes any MOL initiative that 
creates barriers to practice, is administratively unfeasible, is inflexible with regard to how physicians practice (clinically or not), 
that does not protect physician privacy, and that is used to promote policy initiatives above physician competence. (CME Rep. 
16, A-09; Appended: CME Rep. 3, A-10; Reaffirmed: CME Rep. 3, A-10; Appended: Res. 322, A-11; Reaffirmed: CME Rep. 
10, A-12; Reaffirmed in lieu of Res. 313, A-12; Reaffirmed: CME Rep. 4, A-13; Reaffirmed in lieu of Res. 919, I-13; Reaffirmed 
in lieu of Res. 610, A-14; Appended: Res. 319, A-14) 
 
D-275.971 American Board of Medical Specialties - Standardization of Maintenance of Certification Requirements 
1. Our AMA will work with the American Board of Medical Specialties to streamline Maintenance of Certification (MOC) to 
reduce the cost, inconvenience, and the disruption of practice due to MOC requirements for all of their member boards, including 
subspecialty requirements. 2. Our AMA will actively work to enforce existing policies to reduce current costs and effort required 
for the maintenance of certification and to work to control future charges and expenses. (Sub. Res. 313, A-06; Reaffirmed: CME 
Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09; Appended: Res. 319, A-12; Reaffirmed in lieu of Res. 313, A-12; Reaffirmed in 
lieu of Res. 919, I-13) 
 
D-275.969 Specialty Board Certification and Recertification 
1. Our AMA will continue to monitor the progress by the ABMS and its member boards on implementation of Maintenance of 
Certification (MOC) and encourage ABMS to report its research findings on the issues surrounding certification, recertification 
and MOC on a periodic basis. 2. An update report will be prepared for the AMA House of Delegates no later than 2010. 3. Our 
AMA will encourage dialogue between the ABMS and its respective specialty societies to work on development, 
implementation, and monitoring of MOC that meets the needs of practicing physicians and improves patient care. 4. Our AMA 
will exercise its full influence to protect physicians from undue burden and expense in the Maintenance of Certification process. 
(CME Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09; Reaffirmed in lieu of Res. 919, I-13) 
 
D-300.978 Continuing Medical Education Credit for Maintenance of Certification / Osteopathic Continuous Certification 
Activities 
1. Our AMA will petition both the American Board of Medical Specialties (ABMS) and the American Osteopathic Association 
(AOA) to strongly encourage each of its specialty boards to offer certified Continuing Medical Education (CME) credit for 
required Maintenance of Certification (MOC) and Osteopathic Continuous Certification (OCC) activities dealing with practice 
performance assessment and life long learning. 2. Our AMA encourages all specialty societies to grant certified CME credit for 
activities that they offer to fulfill requirements of their respective specialty boards’ MOC and associated processes. (Res. 329, A-
11) 
 
H-275.926 Maintaining Medical Specialty Board Certification Standard 
1. Our AMA opposes any action, regardless of intent, that appears likely to confuse the public about the unique credentials of 
board certified physicians in any medical specialty, or take advantage of the prestige of any medical specialty for purposes 
contrary to the public good and safety. 2. Our AMA will communicate its concerns about the misleading use of the term “board 
certification” by the National Board of Public Health Examiners and others to the specialty and service societies in the federation, 
the Association of Schools of Public Health, the American Board of Medical Specialties, the Accreditation Council for Graduate 
Medical Education, the National Board of Medical Examiners, and the Institute of Medicine. 3. Our AMA will continue to work 
with other medical organizations to educate the profession and the public about the board certification process. It is AMA policy 
that when the equivalency of board certification must be determined, accepted standards, such as those adopted by state medical 
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boards or the Essentials for Approval of Examining Boards in Medical Specialties, be utilized for that determination. (Res. 318, 
A-07; Reaffirmation A-11) 
 
D-275.987 Internal Medicine Board Certification Report - Interim Report 
Our AMA shall: (1) support the ACP/ASIM in its efforts to work with the American Board of Internal Medicine (ABIM) to 
improve the Maintenance of Certification (MOC) program; (2) encourage specialty societies to work with their respective ABMS 
member board to develop, implement and evaluate the Maintenance of Certification (MOC) program; (3) continue to assist 
physicians in practice performance improvement; (4) continue to monitor the progress by the American Board of Internal 
Medicine and the other member boards of the American Board of Medical Specialties (ABMS) on implementing the 
Maintenance of Certification (MOC) program; (5) encourage the ABMS to include practicing physicians and physicians with 
time limited board certificates to assist in designing and evaluating the Maintenance of Certification (MOC) process for each of 
the ABMS member boards; and (6) shall study the ethical implications of the Maintenance of Certification (MOC) program 
including the patient assessment component vis-à-vis the doctor-patient relationship and the ethical implications of the peer 
review component vis-à-vis the practice environment. (CMS Rep. 7, A-02; Reaffirmed: CME Rep. 9, A-05; Reaffirmed: CME 
Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09) 
 
H-275.944 Board Certification and Discrimination 
(1) Where board certification is one of the criteria considered for purposes of measuring quality of care, determining eligibility to 
contract with managed care entities, eligibility to receive hospital staff or other clinical privileges, ascertaining competence to 
practice medicine, or for other purposes, the AMA oppose discrimination that may occur against physicians involved in the board 
certification process including those who are in a clinical practice period for the specified minimum period of time that must be 
completed prior to taking the board certifying examination. (2) Our AMA reaffirms and communicates its policy of opposition to 
discrimination against member physicians based solely on lack of American Board of Medical Specialties or equivalent 
American Osteopathic Board certification. (3) Our AMA continues to advocate for nomenclature to better distinguish those 
physicians who are in the board certification pathway from those who are not. (Sub. Res. 701, I-95; Appended: Res. 314, I-98; 
Appended: Sub. Res. 301, I-99; Reaffirmed: Sub. Res. 722, A-00; Reaffirmed: CME Rep. 7, A-07) 
 
H-405.975 Recertification Exam for the American Board of Medical Specialties 
Our AMA actively encourages those specialty boards that issue time limited certificates to include young physicians with such 
certificates in the decision-making process for any design of plans for recertification. (Res. 303, A-92; Reaffirmed: CME Rep. 7, 
A-02; Reaffirmed: CME Rep. 2, A-03; Reaffirmed: CME Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09) 
 
H-275.950 Board Certification 
Our AMA (1) reaffirms its opposition to the use of board certification as a requirement for licensure or reimbursement; (2) seeks 
an amendment to the new Medicaid rules that would delete the use of board certification as a requirement for reimbursement and 
would address the exclusion of internal medicine, emergency medicine, and other specialties; and (3) opposes mandatory MOC 
as a condition of medical licensure, and encourage physicians to strive constantly to improve their care of patients by the means 
they find most effective. (Res. 143, A-92; ; Reaffirmed by Res. 108, A-98; Reaffirmation A-00; Reaffirmed: CME Rep. 16, A-09; 
Appended: CME Rep. 6, A-14) 
 
H-405.973 Board Certification 
It is the policy of the AMA (1) to continue to work with other medical organizations to educate the profession and the public 
about the board certification process; and (2) that, when the occasion arises that equivalency of board certification must be 
determined, the Essentials for Approval of Examining Boards in Medical Specialties be utilized for that determination. (CME 
Rep. D, A-92; Reaffirmed: CME Rep. 2, A-03; Reaffirmed: CME Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09) 
 
D-275.977 Update on the American Board of Medical Specialties Program on Maintenance of Certification (MOC) 
Our AMA will: (1) continue to monitor the progress of Maintenance of Certification (MOC) and its ultimate impact on the 
practice community; (2) encourage the Physician Consortium for Performance Improvement, the American Board of Medical 
Specialties (ABMS), and the Council of Medical Specialty Societies to work together toward utilizing Consortium performance 
measures in Part IV of MOC; (3) encourage the ABMS Maintenance of Certification Task Force to develop and adopt 
recommendations for re-entry into clinical practice and entry into Step IV of MOC for diplomates not involved in direct patient 
care; and (4) request that the ABMS restrain from dividing every aspect of their specialist physician practice into numerous 
added qualification exams and that, whenever possible, alternate methods be sought to ensure adequate qualifications and make 
the process less onerous for physicians. (CME Rep. 9, A-05; Reaffirmed: CME Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09; 
Appended: Res. 314, A-11) 
 
H-275.932 Internal Medicine Board Certification Report--Interim Report 
Our AMA opposes the use of recertification or Maintenance of Certification (MOC) as a condition of employment, licensure or 
reimbursement. (CME Rep. 7, A-02; Reaffirmed: CME Rep. 2, A-12) 
 
H-275.919 American Board of Medical Specialties Board Member Enrollment in Maintenance of Certification 
Our AMA will recommend to the American Board of Medical Specialties that all physician members of those boards governing 
the Maintenance of Certification (MOC) process be required to participate in the MOC process. (Res. 310, A-12) 
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D-270.989 Improvements to the Maintenance of Certification Process 
By September 15, 2008, our AMA Board of Trustees will write a letter to the American Board of Medical Specialties (ABMS) 
asking that it work with its 24 member boards to: a. coordinate with each other, the ABMS, specialty societies and the AMA to 
ensure that the demands of Maintenance of Certification (MOC) are reasonable; b. educate physicians and increase their 
understanding of the MOC process and its requirements; c. solicit physician input and feedback regarding MOC implementation; 
d. make transparent all recertification-related costs; e. work to minimize the disruption of physician practice due to MOC 
requirements; and f. ensure that the number of MOC-related testing dates and the locations of testing sites are ample enough to 
minimize the burden on physician practices and their time away from clinical care. (Res. 323, A-08; Reaffirmed: CME Rep. 16, 
A-09; Reaffirmed in lieu of Res. 313, A-12) 
 
H-405.970 Specialty Board Certification Fee Requirements 
The AMA strongly encourages member boards of the American Board of Medical Specialties to adopt measures aimed at 
mitigating the financial burden on residents related to specialty board fees and fee procedures, including shorter preregistration 
periods, lower fees and easier payment terms. (Res. 303, A-93; Reaffirmed: CME Rep. 2, A-03; Reaffirmed: CME Rep. 16, A-
09) 
 
H-405.974 Specialty Recertification Examinations 
Our AMA (1) encourages the American Board of Medical Specialties and its member boards to continue efforts to improve the 
validity and reliability of procedures for the evaluation of candidates for certification; (2) believes that the holder of a certificate 
without time limits should not be required to seek recertification; and (3) believes that no qualifiers or restrictions should be 
placed on lifetime certifications recognized by the American Board of Medical Specialties. (CME Rep. E, A-92; Reaffirmed: 
CME Rep. 7, A-02; Reaffirmed: CME Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09; Reaffirmed: CME Rep. 10, A-12; 
Reaffirmed in lieu of Res. 313, A-12; Appended: Res. 314, A-14) 
 
D-275.999 Board Certification and Discrimination 
Our AMA will collect information from members discriminated against solely because of lack of American Board of Medical 
Specialties or equivalent American Osteopathic Board certification. 
(Res. 314, I-98; Reaffirmed: CME Report 2, A-08) 
 
H-275.933 Specialty Board Recertification Requirements for Employment 
Our AMA opposes specialty board recertification as a sole condition of employment. (Res. 303, I-01; Reaffirmed: CME Rep. 7, 
A-07; Reaffirmed: CME Rep. 16, A-09) 
 
H-405.972 Recertification Alternatives 
Our AMA continues to support the development and validation of alternatives to recertification by standardized testing. (Res. 
317, I-92; Reaffirmed: Res. 306, I-97; Reaffirmed: CME Rep. 7, A-02; Reaffirmed: CME Rep. 7, A-07; Reaffirmed: CME Rep. 
16, A-09) 
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APPENDIX B - Letter from ABMS to Council on Medical Education 
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3. AN UPDATE ON MAINTENANCE OF LICENSURE 
(RESOLUTION 934-I-14) 

 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

IN LIEU OF RESOLUTION 934-I-14 AND 
REMAINDER OF REPORT FILED 
See Policies H-275.917 and D-275.957 

 
Policy D-275.960, An Update on Maintenance of Certification, Osteopathic Continuous Certification, and 
Maintenance of Licensure, calls on our American Medical Association (AMA) to: 
 
• Continue to monitor the evolution of maintenance of certification (MOC), osteopathic continuous certification 

(OCC), and maintenance of licensure (MOL), continue its active engagement in the discussions regarding their 
implementation, and report back to the House of Delegates (HOD) on these issues. 

 
The Council on Medical Education has prepared single reports covering both MOC/OCC and the principles of MOL 
for the past six years.1,2,3,4,5,6 However, MOC/OCC and MOL are distinctly different processes, designed by 
independent organizations with different purposes and mandates. While MOC and OCC describe programs that 
address continued specialty certification for allopathic and osteopathic physicians, MOL principles, once 
implemented by each licensing authority (“state medical board,” or SMB), will define the process by which 
physicians are to meet requirements for renewing their medical license.5 To provide greater clarity and avoid 

http://www.ama-assn.org/resources/doc/hod/x-pub/a15-reference-committee-reports.pdf#page=65
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confusion about the relationship between MOC/OCC and MOL, the Council will address these issues separately in 
its reports beginning with the 2015 Annual Meeting of the HOD. 
 
Resolution 934-I-14, Creation of AMA Principles for Physician Demonstration of Current Professional Expertise, 
introduced by the Organized Medical Staff Section and referred by the HOD, asked that our AMA adopt the 
following Principles on Maintenance of Licensure (MOL) as a resource and make them available to state medical 
societies that seek guidance in determining MOL Principles for their states: 
 
1.  The AMA supports continuous lifelong learning by physicians and quality improvement in the practice of 

medicine and will only support implementation of MOL requirements when substantial and convincing 
evidence demonstrates that such requirements will improve clinical outcomes/patient care. 

 
2. That in the event that substantial and convincing evidence exists that such MOL requirements will improve 

clinical outcomes/patient care, and implementation of these requirements moves forward, the AMA will support 
the following: 

 
a.  Any MOL activity should be able to be integrated into the existing infrastructure of the health care 

environment. 
 
b.  Any MOL educational activity under consideration should be developed in collaboration with physicians, 

should be evidence-based, and should be specialty specific. Accountability for physicians should be led by 
physicians. 

 
c.  Any proposed MOL activity should undergo an in-depth analysis of the direct and indirect costs, including 

physician’s time and the impact on patient access to care, as well as a risk/benefit analysis with particular 
attention to unintended consequences. 

 
d.  Any MOL activity should be flexible and offer a variety of compliance options for all physicians, 

practicing or non-practicing, which may vary depending on their roles (e.g., clinical care, research, 
administration, education, etc.). 

 
e.  Any MOL activity should be designed for quality improvement and lifelong learning. 
 
f.  Participation in quality improvement activities, such as chart review, should be an option as an MOL 

activity. 
 
3.  The AMA shall work in collaboration with state and specialty medical societies and state agencies responsible 

for establishing criteria for MOL regarding any continuing medical education and lifelong learning. The 
physician community must be involved with the discussions and final deliberations before enactment. 

 
At the 2014 Interim Meeting of the HOD, Reference Committee K reported that it heard mixed testimony on 
Resolution 934-I-14. There was concern with the first resolve setting unrealistic expectations. There also was 
confusion about MOC being a requirement for MOL. Due to the complexity of the issues raised in this Resolution 
and the need for additional study, the HOD referred this resolution for report back at the 2015 Annual Meeting. 
 
BACKGROUND 
 
State-based Medical Licensure/Licensure Renewal 
 
With the passage of the Bill of Rights in 1791, states were given the right to regulate health, and formal licensing of 
physicians through state medical boards was implemented in the 1800s. To be licensed, physicians must demonstrate 
that they meet the requirements for each state in which they will practice; these requirements vary from state to 
state. 
 
For many decades, the licensure process focused on reviewing standards for initial licensure. In 1967, a Presidential 
Commission on Medical Manpower recommended that “state governments explore the possibility of periodic 
relicensing of physicians and other health professionals.” This included the recommendation that medical license 
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renewal be contingent upon participation in acceptable continuing medical education (CME) activities or assessment 
in the physician’s specialty. 
 
In 1971, the state of New York passed a regulation requiring physicians not serving on a hospital staff or holding 
specialty certification to match the CME requirements set by the American Academy of Family Physicians (AAFP). 
In that same year, New Mexico became the first state medical board (SMB) to implement a CME requirement for 
licensure renewal. Today, all but five states have CME requirements that physicians must meet to maintain their 
state licenses. Thus, while the process of MOL that is evolving may be new, physician demonstration of activities to 
maintain competence to practice has long been part of states’ licensure renewal processes. 
 
The AMA has consistently supported states’ rights to determine the qualifications of physician candidates for 
medical licensure and has opposed efforts to set national requirements for state licensure. AMA Policy D-480.999, 
State Authority and Flexibility in Medical Licensure for Telemedicine, states that our AMA will continue its 
opposition to a single national federalized system of medical licensure. That said, with the advent of telemedicine 
and physicians seeking licensure in multiple states, movement toward compatibility of licensure/licensure 
renewal/MOL requirements across SMBs will become essential. 
 
Federation of State Medical Boards (FSMB) 
 
The FSMB is a national non-profit umbrella organization representing 70 medical and osteopathic boards in the 
United States and its territories. The FSMB assists SMBs in protecting the public’s health, safety and welfare 
through promotion of high standards for physician licensure and regulation. FSMB services to SMBs include 
assessment tools and policy documents as well as credentialing and disciplinary alert services. It is important to note 
that while the FSMB represents the interests of all SMBs, each SMB operates in accordance with the laws of its 
respective state and is not bound by FSMB policies. 
 
AMA’s Physician Recognition Award, AMA PRA Category 1 CreditTM, other CME Credit Systems and Medical 
Ethics 
 
Since its founding in 1847, and moreover with the establishment in 1904 of the Council on Medical Education, the 
AMA has pursued a concerted campaign to encourage high quality educational requirements for physicians. The 
responsibility of self-regulation in medicine is the core of the profession. To retain the public trust, physicians must 
show good faith in how they certify and credential themselves and their colleagues. 
 
As part of its role in ensuring the quality of medical education and practice, the Council on Medical Education 
reported to the HOD in 1955 that almost a third of the 5,000 physicians responding to a survey reported no 
participation in formal CME for at least five years and declared that CME “lacked direction and was suffering from 
a lack of clearly defined objectives.” As a result of the report, the HOD took actions in the 1960s to support CME. 
For example, in 1968, the AMA began awarding the Physician Recognition Award (PRA)7 to physicians who 
demonstrate a commitment to staying current with advances in medicine by providing documentation to the AMA of 
completion of a minimum of 50 CME credits per year. The credit system developed by the AMA to support the 
Award, AMA PRA Category 1 CreditTM and AMA PRA Category 2 CreditTM, has become a “common currency” for 
physicians across all specialties to meet requirements from multiple organizations that mandate participation in 
CME. 
 
The AMA PRA Category 1 CreditTM system, along with CME credit systems of the AAFP and the American 
Osteopathic Association (AOA), are recognized by SMBs as metrics to demonstrate that a physician has maintained 
a commitment to study, apply, and advance scientific knowledge. 
 
Underlying this commitment to CME/continuing professional development (CPD) is the AMA Principle of Medical 
Ethics, which states: “A physician shall continue to study, apply, and advance scientific knowledge, maintain a 
commitment to medical education, make relevant information available to patients, colleagues, and the public…” 
 
The AMA and many organizations agree that continuous learning and practice improvement should be core 
principles for lifelong practice. In the June 6, 2006 issue of JAMA, Duffy and Holmboe discussed lifelong learning: 
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“A self-regulating profession holds its members accountable to the public it serves for the continuous development 
of the competencies they profess to hold. A central component of physician competence is professionalism, which 
requires lifelong learning that leads to improved performance in practice. A medical profession accomplishes 
accountability by providing its members periodic measurement of performance using reliable and valid instruments 
and judging performance against evidence-based standards, providing graduate and CME programs that advance 
members’ knowledge and skills to meet these standards, and publicly certifying those who do so.”8 
 
EVOLUTION OF MOL 
 
Since the early 1980s, the FSMB has been calling for physicians to continuously display characteristics that 
demonstrate that they are thoroughly educated, highly qualified, and staunchly ethical throughout their active 
careers. Increasing calls from outside the regulatory community for more proactive evaluation of physicians’ 
continued competence at the time of license renewal, including reports from the Pew Charitable Trust and the 
Institute of Medicine (IOM), were a significant impetus in the early 2000s for the FSMB to more closely evaluate 
the responsibility SMBs have to ensure physicians’ competence over the course of their careers.9 
 
As a result of these efforts, in 2004 the FSMB’s HOD adopted the following policy statement: “State medical boards 
have a responsibility to the public to ensure the ongoing competence of physicians seeking licensure.” Following 
adoption of this policy, FSMB focused on developing strategies that SMBs could use in implementing programs to 
ensure physicians maintain an appropriate level of competence to practice medicine safely throughout their 
professional careers. 
 
MOL Framework/Components 
 
A framework for MOL was formally adopted by the FSMB’s HOD in 2010, following seven years of study that 
included input and guidance from physicians and health care organizations across the house of medicine, including 
the AMA. The three components of MOL are: 
 
1. Component One (Reflective Self-assessment) 

Physicians must participate in an ongoing process of reflective self-evaluation, self-assessment, and practice 
assessment, with subsequent successful completion of appropriate educational or improvement activities. 

 
2. Component Two (Assessment of Knowledge and Skills) 

Physicians must demonstrate the knowledge, skills and abilities necessary to provide safe, effective patient care 
within the framework of the six general “core competencies” as they apply to their individual practice. 

 
3. Component Three (Performance in Practice) 

Physicians must demonstrate accountability for performance in their practice using a variety of methods that 
incorporate reference data to assess their performance in practice and which guide improvement. 

 
These components are aligned with Policy D-295.328, Promoting Physician Lifelong Learning, which encourages 
that physicians be trained to: 1) assess one’s own learning needs and to create an appropriate learning plan; 2) assess 
practice performance; and 3) engage in reflective practice. 
 
A common misperception is that MOL Component Two calls for a secure examination, like that required for MOC, 
but the FSMB has made clear that a secure examination is not what is mandated. It is simply one option that is 
available for meeting Component Two requirements. The MOL Implementation Group report, discussed below, 
describes the expectations for how assessment of knowledge and skills may be accomplished. 
 
FSMB MOL Implementation Group 
 
The AMA has been actively involved in providing input to the FSMB on implementation plans for MOL since the 
FSMB’s adoption of the MOL framework. Steven J. Stack, MD, served as chair of the FSMB MOL Implementation 
Group, which issued its report in February 2011.10 The AMA provided comments on drafts of that report, and AMA 
issues were reflected in the final version. 
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The FSMB Implementation Group developed a series of recommendations to enable SMBs to implement MOL 
programs that are consistent with FSMB policy. These include: 
 
1. Phased Approach—The entire MOL program should be implemented as expeditiously as possible with SMBs 

moving forward together. For practical reasons, some SMBs may institute MOL in a phased implementation. 
Regardless of the implementation approach, all SMBs should complete the implementation process within a 10-
year period. 

 
2. Implementation of Component One—Reflective Self-assessment: SMBs should require each licensee to 

complete certified and/or accredited CME, a majority of which is practice-relevant and supports performance 
improvement. 

 
3. Implementation of Component Two—Assessment of Knowledge and Skills: SMBs should require licensees to 

undertake objective knowledge and skills assessments to identify learning opportunities and guide improvement 
activities. These activities should meet all of the following criteria: a) be developed by an objective third party 
with demonstrated expertise in these activities; b) be structured, validated, and consistently reproducible; c) be 
credible with the public and profession; d) provide meaningful assessment feedback to the licensee appropriate 
to the scope of the activity to guide subsequent education; and, e) provide formal documentation that describes 
both nature of the activity (i.e., content and areas assessed) and successful completion of the activity as 
designed. 

 
4. Implementation of Component Three - Performance in Practice: SMBs should require licensees to use 

comparative data and, when available, evolving performance expectations to assess the quality of care they 
provide and then apply best evidence or consensus recommendations to improve and subsequently reassess their 
care. 

 
5. Periodicity of MOL Requirements: SMBs should require each licensee to complete a minimum Component One 

activity on an annualized basis, a majority of which is devoted to practice-relevant CME that supports 
performance improvement, and to document completion of both one Component Two and one Component 
Three activity every five to six years. 

 
6. Board Certification in the Context of MOL: SMBs should consider physicians who provide evidence of 

successful ongoing participation in American Board of Medical Specialties (ABMS) MOC or AOA OCC to 
have fulfilled all three components of MOL. 

 
7. Types and Nature of Physician Practices: SMBs should regularly collect data from individual licensees about 

the extent of their engagement in direct patient care and the nature of their daily professional work. 
 
8. Consistency of MOL across Aurisdictions: SMBs should strive for consistency in the creation and execution of 

MOL programs. 
 
MOL Guiding Principles 
 
The FSMB has adopted principles that SMBs should consider in developing MOL processes: 
 
1. Maintenance of licensure should support physicians’ commitment to lifelong learning and facilitate 

improvement in physician practice. 
 
2. Maintenance of licensure systems should be administratively feasible and should be developed in collaboration 

with other stakeholders. The authority for establishing MOL requirements should remain within the purview of 
the SMBs. 

 
3. Maintenance of licensure should not compromise patient care or create barriers to physician practice. 
 
4. The infrastructure to support physician compliance with MOL requirements must be flexible and offer a choice 

of options for meeting requirements. 
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5. Maintenance of licensure processes should balance transparency with privacy protections (e.g., should capture 
what most physicians are already doing, not be onerous, etc.). 

 
These principles proactively address concerns physicians have expressed about potential burdens and costs resulting 
from the implementation of MOL. It will be critical for state medical societies to ensure that these principles are 
followed as SMBs develop processes for implementing MOL. 
 
Status of State Implementation of MOL 
 
No SMB has yet implemented the MOL framework; the Washington Medical Quality Assurance Commission has 
announced that it intends to begin implementing MOL requirements in 2016. While further study is under way to 
gather information on resources required, it is not anticipated that SMBs will need to make any significant additional 
investments in order to implement MOL. The FSMB has indicated that it is committed to supporting its member 
boards by providing information about appropriate activities and processes that ought to allow physicians to comply 
with the MOL framework. It would then follow that if there is not an additional cost to states for implementing 
MOL, there should not be an additional cost to physicians for licensure renewal. Again, state medical societies 
should monitor closely any increased costs to physicians for state implementation of MOL programs. 
 
MOL Pilot Projects 
 
While the FSMB’s MOL policy provides a general framework for the implementation of MOL, questions remain 
about specific aspects of MOL programs at the state level. Several feasibility studies or “pilot projects” have been 
designed to answer these questions. 
 
Shortly after the adoption of the MOL framework, several SMBs expressed an interest in becoming involved in the 
development of MOL through engagement in these projects. The first pilot project was the State Readiness 
Inventory, an electronic survey of the participating boards to identify issues SMBs need to consider and possibly 
resolve to ensure the successful implementation of MOL. 
 
The second pilot project was a survey of practicing physicians to solicit opinions about their preferences for features 
of an MOL system as well as to determine what types of educational activities physicians are currently engaged in 
and what they find useful or beneficial about these activities. 
 
Ongoing work includes studying the license renewal processes of SMBs, in particular how they verify CME 
compliance to determine how best to accommodate implementation of MOL with minimal impact on board 
resources. 
 
In 2014, the FSMB MOL Task Force on CPD Activities11 presented an informational report to the FSMB HOD that 
included recommendations regarding tools and activities that could meet a state’s requirements for MOL. The report 
addressed issues such as models for compliance as well as standards and criteria for CPD activities, and included 
recommendations for SMBs, the FSMB, and other stakeholders. 
 
IMPACT OF MOL ON WORKFORCE 
 
There is no evidence to suggest that MOL will have an impact on the physician workforce, and it is impossible to 
study the effect of MOL on the physician workforce since no state MOL programs have yet been implemented. (See 
CME Report 2-A-15 for additional information.) Physicians routinely engage in CME activities, and should be 
participating in performance improvement and self-assessment as part of regular practice. If, as the FSMB has 
suggested, such activities will be counted for MOL, then conceivably there should not be a significant, if any, 
increase in time or costs beyond that which physicians already spend, or should spend, on CME/CPD, and 
documenting their participation in these activities. This is another issue that state medical societies will need to 
monitor closely as states consider how to implement MOL. 
 
RESOLUTION 934-I-14: CREATION OF AMA PRINCIPLES FOR PHYSICIAN 
   DEMONSTRATION OF CURRENT PROFESSIONAL EXPERTISE 
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The AMA should work with state medical societies to ensure that, as MOL programs are implemented in states, 
these programs reflect the MOL Guiding Principles that the FSMB has adopted, as outlined previously, and do not 
impose additional burdensome or costly requirements on physicians. 
 
However, as the reference committee appropriately noted, the first proposed principle sets unrealistic expectations: 
“The AMA supports continuous lifelong learning by physicians and quality improvement in the practice of medicine 
and will only support implementation of MOL requirements when substantial and convincing evidence demonstrates 
that such requirements will improve clinical outcomes/patient care.” This principle calls for convincing evidence 
before the AMA would support MOL, but until MOL is implemented, there is no way to collect that evidence. 
Moreover, the components of MOL align with the tenets of CME/CPD, which the literature has already shown to be 
effective.12 
 
The second proposed AMA principle asks that: 
 

a. Any MOL activity should be able to be integrated into the existing infrastructure of the health care 
environment. 

 
b. Any MOL educational activity under consideration should be developed in collaboration with physicians, 

should be evidence-based, and should be specialty specific. Accountability for physicians should be led by 
physicians. 

 
c. Any proposed MOL activity should undergo an in-depth analysis of the direct and indirect costs, including 

physician’s time and the impact on patient access to care, as well as a risk/benefit analysis with particular 
attention to unintended consequences. 

 
d. Any MOL activity should be flexible and offer a variety of compliance options for all physicians, 

practicing or non-practicing, which may vary depending on their roles (e.g., clinical care, research, 
administration, education). 

 
e. Any MOL activity should be designed for quality improvement and lifelong learning. 

 
f. Participation in quality improvement activities, such as chart review, should be an option as an MOL 

activity. 
 
This language mirrors many of the recommendations the FSMB has already made around MOL (e.g., evidence-
based, specialty/practice-specific, flexible, variety of options, designed for quality improvement, and lifelong 
learning) as noted in the FSMB MOL Implementation Group Report recommendations, referenced above, and the 
FSMB MOL Task Force on CPD Activities Report, as well as the report of the FSMB MOL Workgroup on 
Clinically Inactive Physicians.13 Quality improvement and performance improvement activities and projects would 
be acceptable activities for MOL. The FSMB has stated that the intent behind MOL is not to force physicians to 
engage in extra activities, but to ensure that the activities physicians are engaging in to maintain their competence 
are practice-focused, objective, and aimed to practice improvement and lifelong learning. The AMA should consider 
adoption of this principle proposed in Resolution 934-A-14 as an AMA guideline for MOL. 
 
The third proposed principle states: “The AMA shall work in collaboration with state and specialty medical societies 
and state agencies responsible for establishing criteria for MOL regarding any continuing medical education and 
lifelong learning. The physician community must be involved with the discussions and final deliberations before 
enactment.” This principle might also be adopted, though the emphasis should be on the state medical societies 
working with SMBs within their respective states. The FSMB reached out to the spectrum of organized medicine as 
the concepts for MOL were developed, and they were responsive to input they received as reflected in what was 
finally adopted. This model of collaboration needs to continue now between state medical and specialty societies 
and SMBs as state MOL programs are being developed. 
 
RELATIONSHIP OF MOC AND OCC TO MOL 
 
MOC, OCC and MOL are distinctly different processes, designed by independent organizations with different 
purposes and mandates. Board certification granted by one of the 24 ABMS Member Boards or 18 specialty 
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certifying member boards of the Bureau of Osteopathic Specialists provides assurance of a physician’s expertise in a 
particular specialty and/or subspecialty of medical practice. 
 
The ABMS MOC program is an ongoing program of education and assessment activities for certified physicians to 
improve practice performance. The 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. In 
addition, they periodically evaluate and update professional and educational standards to reflect the changes in 
medical specialty practice and health care delivery processes. In 2013, over 78 percent (659,756) of the 
approximately 840,000 active practicing physicians (not including resident physicians) were certified by one of the 
ABMS Member Boards. 
 
The FSMB website defines MOL as “… a system of continuous professional development for physicians that 
supports, as a condition for license renewal, a physician’s commitment to lifelong learning that is relevant to their 
area of practice and contributes to improved health care.” 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, for physicians who are participating in MOC or OCC, to minimize the burden and avoid unnecessary 
duplication of work. 
 
Components of MOL do offer a mechanism for physicians who are not certified, or not participating in MOC or 
OCC, to maintain their licenses to practice medicine. The AMA has advocated that SMBs accept programs created 
by specialty societies as evidence that the physician is participating in continuous lifelong learning and allow 
physicians choices in what programs they participate in to fulfill their MOL criteria 
 
The AMA encourages rigorous evaluation of the impact on physicians of future proposed changes to the MOL 
process, including cost, staffing, and time. State medical societies working with SMBs on implementing MOL 
programs should also advocate that MOC fulfill the requirements for MOL, to minimize regulatory burdens for 
physicians who choose to maintain specialty board certification. 
 
AMA CONTINUING SUPPORT FOR PHYSICIAN LICENSURE AND MOL 
 
The AMA has been actively engaged in the discussions and development of reports related to establishing MOL. 
The Council on Medical Education and Medical Education staff meet several times each year with leadership of the 
FSMB; these meetings have provided opportunities for frank discussions of physician concerns related to the 
implementation of MOL. As previously noted, the AMA has provided feedback on the reports the FSMB has offered 
for comments, and AMA perspectives are reflected in final FSMB documents. The Council on Medical Education is 
committed to fostering this relationship with the FSMB to ensure that the actual implementation of MOL mirrors the 
MOL Guiding Principles adopted by the FSMB and adheres to relevant AMA policies. 
 
As implementation of MOL moves into the state regulatory arena, the AMA Advocacy Resource Center can be an 
asset to state medical societies in discussions with SMBs about how MOL will be implemented, but the AMA 
cannot lead these efforts, as this is the rightful role of the state medical societies. State medical societies should be 
proactive in engaging SMBs early in the MOL development process to ensure that the resulting programs do not 
create an undue burden for the physicians in their states. 
 
While the FSMB has stated that the components of MOL reflect what physicians already do in practice, a potential 
challenge for physicians may be how to maintain records of assessment, CME, and performance improvement 
activities for MOL. The HOD has previously asked that the AMA consider implementing a data collection/tracking 
system to assist physicians with documentation for credentialing purposes, but for a variety of reasons AMA has 
elected not to establish such programs. 
 
The AMA PRA CME Credit system (AMA PRA Category 1 CreditTM and AMA PRA Category 2 CreditTM) and the 
AAFP and AOA credit systems were well positioned in the early 1970s, and were adopted by SMBs instead of 
creating new systems/requirements for physicians to renew their licenses. The movement toward MOL should be a 
stimulus for the AMA to explore the feasibility of developing, in collaboration with other stakeholders, physician-
friendly documentation or other tools that would be recognized by SMBs as mechanisms for physicians to 
demonstrate how they meet MOL requirements. As with the AMA PRA and its associated CME credit system of the 
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1970s, a physician-developed solution to addressing MOL may be welcomed in shaping how states will implement 
MOL. 
 
AMA POLICY 
 
The AMA has robust policies related to medical licensure. AMA policy supports the underlying principles of MOL, 
which are consistent with the direction that the practice of medicine is evolving. AMA policy directs our AMA to 
monitor MOL as being led by the FSMB and work with the FSMB and other stakeholders to develop a coherent set 
of principles for MOL. (H-275.923[11]). AMA policy also encourages rigorous evaluation of the impact on 
physicians of future proposed changes to the MOL process, including cost, staffing and time, and opposes any MOL 
initiative that creates barriers to practice, is administratively unfeasible, is inflexible with regard to how physicians 
practice (clinically or not), that does not protect physician privacy, and that is used to promote policy initiatives 
above physician competence. (H-275.923[3, 13]). The complete text of policies cited in this report can be found in 
the Appendix. 
 
SUMMARY AND RECOMMENDATIONS 
 
MOC and MOL are distinct processes that impact physician credentialing. While CME Report 2-A-15 provides an 
update on MOC, this report has focused on issues related to the evolving process of MOL. The Components and 
Principles of MOL adopted by FSMB have been influenced by input from the AMA and align with AMA policies 
related to CME/CPD and AMA ethical principles. The AMA will continue its advocacy for physicians at the 
national level with the FSMB and other stakeholders related to licensure and MOL policy. But as implementation of 
MOL moves to local jurisdictions, the state medical societies will be at the frontline in influencing what SMBs will 
adopt. The AMA Advocacy Resource Center and AMA policy are assets that state medical societies may depend on 
in these discussions. Continued work is needed to explore the feasibility of developing products and services to 
support physicians as MOL becomes a reality. 
 
The Council on Medical Education recommends that the following recommendations be adopted in lieu of 
Resolution 934-I-14 and that the remainder of this report be filed. 
 
1. That our American Medical Association (AMA) establish the following guidelines for implementation of state 

MOL programs: 
 
a. Any MOL activity should be able to be integrated into the existing infrastructure of the health care 

environment. 
b. Any MOL educational activity under consideration should be developed in collaboration with physicians, 

should be evidence-based, and should be practice-specific. Accountability for physicians should be led by 
physicians. 

c. Any proposed MOL activity should undergo an in-depth analysis of the direct and indirect costs, including 
physicians’ time and the impact on patient access to care, as well as a risk/benefit analysis, with particular 
attention to unintended consequences. 

d. Any MOL activity should be flexible and offer a variety of compliance options for all physicians, 
practicing or non-practicing, which may vary depending on their roles (e.g., clinical care, research, 
administration, education). 

e. Any MOL activity should be designed for quality improvement and lifelong learning. 
f. Participation in quality improvement activities, such as chart review, should be an option as an MOL 

activity. 
 
2. That our AMA support the FSMB Guiding Principles for MOL, which state that: 
 

a. Maintenance of licensure should support physicians’ commitment to lifelong learning and facilitate 
improvement in physician practice. 

b. Maintenance of licensure systems should be administratively feasible and should be developed in 
collaboration with other stakeholders. The authority for establishing MOL requirements should remain 
within the purview of state medical boards. 

c. Maintenance of licensure should not compromise patient care or create barriers to physician practice. 
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d. The infrastructure to support physician compliance with MOL requirements must be flexible and offer a 
choice of options for meeting requirements. 

e. Maintenance of licensure processes should balance transparency with privacy protections (e.g., should 
capture what most physicians are already doing, not be onerous, etc.). 

 
3. That our AMA work with interested state medical societies and support collaboration with state specialty 

medical societies and state medical boards on establishing criteria and regulations for the implementation of 
MOL that reflect AMA guidelines for implementation of state MOL programs and the FSMB’s Guiding 
Principles for MOL. 

 
4. That our AMA explore the feasibility of developing, in collaboration with other stakeholders, AMA products 

and services that may be helpful tools to shape and support MOL for physicians. 
 
APPENDIX - AMA Policies Related to Maintenance of Licensure 
 
H-275.923, Maintenance of Certification / Maintenance of Licensure 
Our AMA will: 1. Continue to work with the Federation of State Medical Boards (FSMB) to establish and assess maintenance of 
licensure (MOL) principles with the AMA to assess the impact of MOC and MOL on the practicing physician and the FSMB to 
study the impact on licensing boards. 2. Recommend that the American Board of Medical Specialties (ABMS) not introduce 
additional assessment modalities that have not been validated to show improvement in physician performance and/or patient 
safety. 3. Encourage rigorous evaluation of the impact on physicians of future proposed changes to the MOC and MOL processes 
including cost, staffing, and time. 4. Review all AMA policies regarding medical licensure; determine if each policy should be 
reaffirmed, expanded, consolidated or is no longer relevant; and in collaboration with other stakeholders, update the policies with 
the view of developing AMA Principles of Maintenance of Licensure in a report to the HOD at the 2010 Annual Meeting. 5. 
Urge the National Alliance for Physician Competence (NAPC) to include a broader range of practicing physicians and additional 
stakeholders to participate in discussions of definitions and assessments of physician competence. 6. Continue to participate in 
the NAPC forums. 7. Encourage members of our House of Delegates to increase their awareness of and participation in the 
proposed changes to physician self-regulation through their specialty organizations and other professional membership groups. 8. 
Continue to support and promote the AMA Physician’s Recognition Award (PRA) Credit system as one of the three major CME 
credit systems that comprise the foundation for post graduate medical education in the US, including the Performance 
Improvement CME (PICME) format; and continue to develop relationships and agreements that may lead to standards, accepted 
by all US licensing boards, specialty boards, hospital credentialing bodies, and other entities requiring evidence of physician 
CME. 9. Collaborate with the American Osteopathic Association and its eighteen specialty boards in implementation of the 
recommendations in CME Report 16-A-09, Maintenance of Certification / Maintenance of Licensure. 10. Continue to support the 
AMA Principles of Maintenance of Certification (MOC). 11. Monitor MOL as being led by the Federation of State Medical 
Boards (FSMB), and work with FSMB and other stakeholders to develop a coherent set of principles for MOL. 12. Our AMA 
will 1) advocate that if state medical boards move forward with the more intense MOL program, each state medical board be 
required to accept evidence of successful ongoing participation in the American Board of Medical Specialties Maintenance of 
Certification and American Osteopathic Association-Bureau of Osteopathic Specialists Osteopathic Continuous Certification to 
have fulfilled all three components of the MOL if performed, and 2) also advocate to require state medical boards accept 
programs created by specialty societies as evidence that the physician is participating in continuous lifelong learning and allow 
physicians choices in what programs they participate to fulfill their MOL criteria. 13. Our AMA opposes any MOL initiative that 
creates barriers to practice, is administratively unfeasible, is inflexible with regard to how physicians practice (clinically or not), 
that does not protect physician privacy, and that is used to promote policy initiatives above physician competence. (CME Rep. 
16, A-09; Appended: CME Rep. 3, A-10; Reaffirmed: CME Rep. 3, A-10; Appended: Res. 322, A-11; Reaffirmed: CME Rep. 
10, A-12; Reaffirmed in lieu of Res. 313, A-12; Reaffirmed: CME Rep. 4, A-13; Reaffirmed in lieu of Res. 919, I- 13; 
Reaffirmed in lieu of Res. 610, A-14; Appended: Res. 319, A-14) 
 
D-275.960, An Update on Maintenance of Certification, Osteopathic Continuous Certification, and Maintenance of Licensure 
1. Our AMA will encourage the American Board of Medical Specialties (ABMS) and the specialty certification boards to 
continue to explore other ways to measure the ability of physicians to access and apply knowledge to care for patients as an 
alternative to high stakes closed book examinations. 2. Our AMA will continue to monitor the evolution of Maintenance of 
Certification (MOC), Osteopathic Continuous Certification (OCC), and Maintenance of Licensure (MOL), continue its active 
engagement in discussions regarding their implementation, and report back to the House of Delegates on these issues. 3. Our 
AMA will (a) work with the ABMS and ABMS specialty boards to continue to examine the evidence supporting the value of 
specialty board certification and MOC and to determine the continued need for the mandatory high-stakes examination; and (b) 
work with the ABMS to explore alternatives to the mandatory high-stakes examination. 4. Our AMA encourages the ABMS to 
ensure that all ABMS specialty boards provide full transparency related to the costs of preparing, administering, scoring, and 
reporting MOC and certifying/recertifying examinations and ensure that MOC and certifying/recertifying examinations do not 
result in significant financial gain to the ABMS specialty boards. 5. Our AMA will work with the ABMS to lessen the burden of 
MOC on physicians with multiple board certifications, in particular to ensure that MOC is specifically relevant to the physician’s 
current practice. 6. Our AMA will solicit an independent entity to commission and pay for a study to evaluate the impact that 
MOL and MOC requirements have on physicians’ practices, including but not limited to: physician workforce, physicians’ 
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practice costs, patient outcomes, patient safety and patient access. Such study will look at the examination processes of the 
ABMS, the American Osteopathic Association, and the Federation of State Medical Boards. Such study is to be presented to the 
AMA HOD, for deliberation and consideration before any entity, agency, board or governmental body requires physicians to sit 
for MOL licensure examinations. Progress report is to be presented at Annual 2014; complete report by Annual 2015. 7. Our 
AMA: (a) supports ongoing ABMS specialty board efforts to allow other physician educational and quality improvement 
activities to count for MOC; (b) supports specialty board activities in facilitating the use of MOC quality improvement activities 
to count for other accountability requirements or programs such as pay for quality/performance or PQRS reimbursement; (c) 
encourages the ABMS specialty boards to enhance the consistency of such programs across all boards; and (d) will work with 
specialty societies and specialty boards to develop tools and services that facilitate the physician’s ability to meet MOC 
requirements. 8. Our AMA Council on Medical Education will continue to review published literature and emerging data as part 
of the Council’s ongoing efforts to critically review MOC, OCC, and MOL issues. 9. Our AMA will continue to explore with 
independent entities the feasibility of conducting a study to evaluate the impact that MOC requirements and the principles of 
MOL have on physicians’ practices, including, but not limited to physician workforce, physicians’ practice costs, patient 
outcomes, patient safety, and patient access. 10. Our AMA will work with the ABMS and the ABMS Member Boards to collect 
data on why physicians choose to maintain or discontinue their board certification. 11. Our AMA will work with the ABMS and 
the Federation of State Medical Boards to study whether MOC and the principles of MOL are important factors in a physician’s 
decision to retire and have a direct impact on the US physician workforce. 12. Our AMA: (a) encourages specialty boards to 
investigate and/or establish alternative approaches for MOC; (b) will prepare a yearly report regarding the maintenance of 
certification process; and (c) will work with the ABMS to eliminate practice performance assessment modules, as currently 
written, from the requirement of MOC. (CME Rep. 10, A-12; Modified: CME Rep. 4, A-13; Reaffirmed in lieu of Res. 610, A-
14; Appended: CME Rep. 6, A-14; Appended: Sub. Res. 920, I-14) 
 
D-480.999, State Authority and Flexibility in Medical Licensure for Telemedicine 
Our AMA will continue its opposition to a single national federalized system of medical licensure. (CME Rep. 7, A-99; 
Reaffirmed and Modified: CME Rep. 2, A-09; Reaffirmed in lieu of Res. 920, I-13; Reaffirmed: BOT Rep. 3, I-14) 
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4. GUIDELINES FOR STUDENTS SHADOWING PHYSICIANS 
(RESOLUTIONS 310-A-13 AND 913-I-13) 

 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED 

IN LIEU OF RESOLUTIONS 310-A-13 AND 913-I-13 AND 
REMAINDER OF REPORT FILED 
See Policy H-295.859 

 
Resolution 310-A-13, “Medical Facility Regulations for Students Shadowing Physicians,” introduced by the 
Georgia Delegation and referred by the House of Delegates (HOD), asked that our American Medical Association 
(AMA) develop standard criteria for students to shadow physicians in medical facilities. The resolution noted that 
high school and premedical students are “strongly encouraged” by medical school admissions committees to have 
clinical shadowing experience. However, the Health Insurance Portability and Accountability Act (HIPAA) and 
other regulations (e.g., those dealing with patient rights, privacy and confidentiality) often serve as impediments to 
many physicians who might otherwise provide student shadowing experiences. In addition, individual hospitals may 
have standards for shadowing of physicians by students, but these vary widely from one institution to the next, with 
no recognized national standard in place. 
 
Resolution 913-I-13, “Pre-Medical School Shadowing,” submitted by the Washington Delegation and referred by 
the HOD, asked that our AMA (1) promote the development of programs that assist physicians in providing 
premedical shadowing opportunities; and (2) communicate to the Association of American Medical Colleges that for 
medical schools which have the premedical shadowing requirement, aiding these underprivileged students in getting 
their shadowing is an obligation of the medical school. Testimony at the I-13 meeting on this resolution supported 
the need for appropriate guidelines for providing premedical school shadowing opportunities. In addition, increased 
opportunities for shadowing may help increase diversity in medicine by raising awareness among individuals from 
diverse backgrounds of the possibility of medicine as a career. It was suggested that such programs may contribute 
to improved motivation and experience, leading to increased matriculation and lower attrition rates. Questions were 
raised, however, as to the responsibility of medical schools to offer shadowing opportunities. 
 
In response to these two resolutions, Council on Medical Education Report 8-A-14, “Guidelines for Students 
Shadowing Physicians,” asked that our AMA: (1) encourage wide dissemination of the Association of American 
Medical Colleges’ clinical shadowing guidelines to interested parties, including K-12 students, premedical students, 
health professions advisors, hospitals, medical schools and physicians and (2) encourage all physicians to provide 
shadowing opportunities to premedical students. The report also called for AMA Policy D-295.941, Facilitating 
Access to Health Care Facilities for Training, to be amended by addition to state that the AMA “work with the 
Association of American Medical Colleges and other national organizations to expedite, wherever possible, the 
standardization of requirements in regards to training on HIPAA, drug screening, and health requirements for 
premedical and medical students, and resident and fellow physicians who are being educated in hospitals and other 
health care settings.” 
 

http://www.ama-assn.org/resources/doc/hod/x-pub/a15-reference-committee-reports.pdf#page=59
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At the A-14 HOD meeting, mixed testimony was heard on CME Report 8 during the reference committee hearing. It 
was noted that the amount of paperwork required of physicians to offer a shadowing opportunity is onerous. 
Accordingly, this report was referred for a more thorough review of physician shadowing and the appropriate 
mechanisms to ensure that individuals from underprivileged and under-represented minority groups are afforded 
equal opportunity to participate in shadowing experiences. 
 
BACKGROUND 
 
It is important to differentiate shadowing from volunteering. Volunteering offers an opportunity to help (without 
compensation) in a health care setting; duties might include filing paperwork, answering phones and similar 
functions. Shadowing, in contrast, is strictly observational but directly related to the provision of clinical care, with 
the student observing as the health professional provides care to patients. This may occur in varied clinical settings, 
including hospitals, outpatient clinics, long-term care facilities and/or office practices. Observation always occurs 
under the appropriate supervision of a licensed physician or other licensed health care professional. (Note: This 
report does not cover what are often referred to as observerships, which are often undertaken by international 
medical graduates [IMGs] as they seek to gain exposure to and understanding of the practical and sociocultural 
aspects of US medical education and health care. The AMA has previously developed guidelines for such programs; 
these are available via the AMA website at ama-assn.org/ama/pub/about-ama/our-people/member-groups-
sections/international-medical-graduates/observership-guidelines.page?.) 
 
The benefits of a shadowing experience for the student include exposure to the day-to-day realities of medical 
practice and tangible evidence (for admissions committees) of their commitment to becoming a physician. For 
example, a summertime medical program for high school students at the University of Oklahoma College of 
Medicine, which included a shadowing component, resulted in “increased understanding of the medical school 
application process, the medical curriculum and the medical field, and an increase in students’ likeliness to choose a 
medical career.”1 Similarly, a study of premedical students in a shadowing program at Stanford University found 
“significant increases in familiarity with physician responsibilities and in understanding physician-patient 
interactions.”2 
 
Such experiences, however, may raise ethical issues for patients in the clinical setting. The author of a June 2011 
commentary in JAMA, for example, stated that any potential benefits of shadowing from the student perspective “are 
eclipsed by potential damage to the patient-physician relationship.”3 Further, a review published in Academic 
Medicine in January 2013 called for further research and the creation of objective outcomes measures. The authors 
proposed “developing guidelines and introducing a code of conduct for pre-medical students, to enhance the 
consistency of shadowing experiences and address ethical and practical considerations.”4 
 
In addition, these authors found scant medical literature on shadowing and its impacts on students, physicians and 
patients. Indeed, a recent PubMed search using the term “physician shadowing” returned 75 results (available at: 
ncbi.nlm.nih.gov/pubmed/?term=physician+shadowing), the majority of which are not relevant to this report. One 
study that is relevant examined the impact of an academic summer research, shadowing and mentorship program on 
college students interested in medicine and surgery. The authors surveyed 48 participants in the program, with 44 
respondents, and found that “proficiency in all categories assessed improved considerably, including medical 
terminology, abstract writing, statistical analysis, graph and table construction, article writing, and video production. 
During the last 5 years, participants coauthored 112 national presentations (29 video presentations), 46 published 
abstracts, and 57 peer-reviewed published articles. Ninety-two percent developed more favorable opinions of a 
career in medicine; 8 percent believed the experience deterred them from a career in medicine because of lifestyle 
and [study] demands. Seventy-seven percent believed the program promoted a career in surgery; 82 percent believed 
it elevated their goals to become leaders in American medicine.” They concluded that such programs for college and 
graduate students can lead to improved academic productivity and attainment of career goals, and that academic 
surgeons can play an influential role in this regard.5 
 
Shadowing, and the concerns surrounding it, is a frequent subject of discussions on the email listserv of the National 
Association of Advisors for the Health Professions (NAAHP). Advisors note that, as regulations tighten in health 
care settings, developing and overseeing clinical educational and shadowing experiences has become more 
challenging than in the past. Some of the issues that may dissuade physician offices and hospitals from serving as 
sites for clinical shadowing include concerns over potential liability, HIPAA regulations, lack of time or staff for 
oversight, and ethical concerns, including informed consent and patient confidentiality. 

http://www.ncbi.nlm.nih.gov/pubmed/?term=physician+shadowing
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In some areas, students are required to complete a training program prior to entering into a shadowing experience, to 
include HIPAA certification, criminal and child abuse background checks and drug testing. The authors of a 2011 
letter to JAMA proposed three broad guidelines to ensure that medical ethics and legal requirements are not 
compromised during shadowing experiences: “First, the student must complete HIPAA regulations, the physician 
must judge if the appointment is appropriate for observing, and the physician should specify boundaries for 
educational dialogue and note taking. Second, on being introduced to the patient, the pre-medical student should 
clearly identify himself or herself as a college student observing to learn more about a medical career. It is deceptive 
to say he or she is a member of the team or working with the physician. Third, the patient should be told that there is 
no obligation to allow the observation and refusal is understandable. These criteria would prevent misrepresentation 
and create transparency—ethical principles that can never be introduced too early in an education.”6 
 
In summary, shadowing should be clearly defined (as separate from volunteering, for example, or observerships). A 
limited number of studies on shadowing have been published in the peer-reviewed literature; more research may 
help quantify the benefits (and costs) of shadowing. Existing studies have shown that students who undertake a 
shadowing experience become more familiar with the practice of medicine and how physicians interact with patients 
in the clinical setting. This raises the question, however, of possible negative impacts on the patient-physician 
relationship and the need for ethical guidance in this arena. Additional concerns, for the physician, include potential 
liability and lack of time or staff for oversight of students. 
 
THE PROFESSION’S RESPONSIBILITY FOR PROVIDING SHADOWING EXPERIENCES 
 
In theory, physicians are willing to engage and train the next generation of practitioners and provide career guidance 
for college and university students aspiring to become physicians. In practice, however, this inclination often 
collides with the reality of modern medicine, in which physicians are under significant time and performance 
pressures. In addition, the regulatory, legal and ethical issues cited above may cause even the most altruistic 
physician to reconsider taking on this additional “unfunded mandate.” Often there are also first and second-year 
medical students who want to shadow; these students may have priority, given a physician’s busy schedule. 
 
Most medical schools have admissions criteria that medical school applicants should have completed a certain 
number of hours in shadowing/observership (some recommend at least 40 hours). Accordingly, as proposed in 
Resolution 913-I-13, it may be appropriate to encourage medical schools to help premedical students meet this 
requirement by ensuring availability of shadowing programs. 
 
Such programs are particularly needed with regard to students from underrepresented minority populations, who 
may lack the resources and connections to obtain the needed experience.7 Not providing ready access to such 
experiences could mean that shadowing requirements have the unintended effect of further disenfranchising 
minority and economically disadvantaged students and reducing the number of medical school matriculants from 
these sectors of society. Furthermore, students enrolled in resource-poor K-12 schools and undergraduate education 
systems may face increased barriers to attaining medical shadowing experiences; special outreach to such students 
may be warranted to facilitate access to shadowing opportunities. 
 
The AMA is helping address these concerns through its Doctors Back to School (DBTS) program (ama-
assn.org/go/dbts), launched in 2002 by the AMA Minority Affairs Section and the Commission to End Healthcare 
Disparities. Through the program, minority physicians and medical students volunteer at local schools to introduce 
youth to professional role models. DBTS aims to show children and adolescents, especially those from 
underrepresented racial and ethnic groups, that medicine is an attainable career option for everyone. 
 
Nationwide, a number of schools have taken up the challenge to increase the number of physicians from minority 
populations through providing shadowing experiences, similar to the University of Oklahoma program noted above. 
One such offering is the Summer Medical and Dental Education Program (SMDEP). This free, six‐week summer 
academic enrichment program that offers freshman and sophomore college students intensive and personalized 
medical and dental school preparation (available at: oregon.gov/oha/oei/Documents/ 
Strategies_for_PipelineProgs.pdf). Formerly known as the Minority Medical Education Program, SMDEP was 
established in 1988 by The Robert Wood Johnson Foundation to increase the number of highly qualified medical 
school applicants from minority groups underrepresented in medicine. Over the years, the program has broadened its 
initial focus on specific minority groups to include students from rural and economically disadvantaged 
backgrounds, regardless of race or ethnicity. Today, the program encompasses 11 sites nationwide: 
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• Case Western Reserve University School of Medicine 
• Columbia University College of Physicians and Surgeons 
• Duke University School of Medicine 
• Howard University College of Medicine 
• Rutgers New Jersey Medical School 
• University of California, Los Angeles, David Geffen School of Medicine 
• University of Louisville School of Medicine 
• University of Texas Medical School at Houston 
• University of Virginia School of Medicine 
• University of Washington School of Medicine 
• Yale University School of Medicine 
 
In addition, the University of Washington School of Medicine website (uwmedicine.org/education/md-
program/admissions/applicants/shadowing) offers information on shadowing to prospective students and lists 
helpful national, regional, and state resources. 
 
DEVELOPMENT OF SHADOWING GUIDELINES 
 
In response to the need for a more comprehensive approach, the Association of American Medical Colleges worked 
in close collaboration with the AMA and the NAAHP, among others, to develop shadowing guidelines for 
premedical students. The recommended guidelines (aamc.org/download/356316/data/shadowingguidelines2013.pdf), 
released in 2013, include student learning objectives and responsibilities, a model physician-student agreement, a 
student code of conduct, and a student agreement on confidentiality and privacy of patient information. 
 
Another organization that provides information on shadowing is the American Association of Colleges of 
Osteopathic Medicine (aacom.org/InfoFor/applicants/becoming/Pages/ShadowaDO.aspx). Similar to allopathic 
medical schools, colleges of osteopathic medicine encourage applicants to learn more about the profession by 
identifying an osteopathic physician to shadow. Many DOs’ offices will host a premedical student for one or two 
days. 
 
EXISTING AMA POLICY 
 
The AMA does not have existing policy on shadowing, but it does have significant policy related to increasing 
opportunities for underrepresented minorities to enter the field of medicine, including: 
 
H-350.960, Underrepresented Student Access to US Medical Schools 
Our AMA: (1) recommends that medical schools should consider in their planning: elements of diversity including 
but not limited to gender, racial, cultural and economic, reflective of the diversity of their patient population; and (2) 
supports the development of new and the enhancement of existing programs that will identify and prepare 
underrepresented students from the high-school level onward and to enroll, retain and graduate increased numbers of 
underrepresented students. (Res. 908, I-08) 
 
D-350.995, Reducing Racial and Ethnic Disparities in Health Care 
Our AMA’s initiative on reducing racial and ethnic disparities in health care will include the following 
recommendations: … (3) Promoting diversity within the profession by encouraging publication of successful 
outreach programs that increase minority applicants to medical schools, and take appropriate action to support such 
programs, for example, by expanding the “Doctors Back to School” program into secondary schools in minority 
communities. (BOT Rep. 4, A-03; Reaffirmation A-11) 
 
E-9.121, Racial and Ethnic Health Care Disparities 
(6) Increasing the diversity of the physician workforce may be an important step in reducing racial and ethnic health 
care disparities. Physicians should therefore participate in efforts to encourage diversity in the profession. 
 
In addition to these policies addressing racial/ethnic diversity, AMA Policy D-295.941, Facilitating Access to Health 
Care Facilities for Training, calls on the AMA to “work with the Association of American Medical Colleges and 
other national organizations to expedite, wherever possible, the standardization of requirements in regards to 
training on HIPAA, drug screening, and health requirements for medical students, and resident and fellow 
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physicians who are being educated in hospitals and other health care settings.” This particular policy, however, 
specifies medical students and resident/fellow physicians, not premedical or K-12 students. 
 
SUMMARY AND RECOMMENDATIONS 
 
In many cases, shadowing for a given K-12 or premedical student is valuable and could make the difference between 
a successful career in health care or a missed opportunity. As part of its mission, the AMA could encourage 
physicians to “pay it forward” to the next generation by offering the opportunity for shadowing. A list of hospitals 
and physicians willing to allow students to shadow would be useful, but that would be a more substantive role than 
the AMA can assume, is outside the scope of the AMA’s strategic focus areas, and would entail a significant fiscal 
investment. 
 
Other ways to further improve shadowing include: 1) an agreed-upon metric for all medical schools specifying the 
required quantity and quality of shadowing experiences for applicants; 2) similar standardization among medical 
schools, hospitals and physicians offering shadowing experiences as to the content and length of such programs; 3) 
development of HIPAA training modules for premedical students; and 4) a national “shadow for a day” event, to 
create more awareness of the need for shadowing, particularly as it relates to increasing physician diversity. Again, 
as noted above, such activities are outside the scope of the AMA’s work, but the AMA might encourage other 
appropriate organizations (including the AAMC and/or NAAHP) to undertake this work. 
 
The development of clinical shadowing guidelines by the AAMC is timely and should help increase nationwide 
standardization of shadowing experiences for premedical students. The AMA should encourage awareness and use 
of these guidelines and call upon medical schools, physicians and others to help ensure availability of shadowing 
opportunities, particularly for students from underrepresented populations. 
 
The Council on Medical Education therefore recommends that the following recommendations be adopted in lieu of 
Resolutions 310-A-13 and 913-I-13 and that the remainder of this report be filed. 
 
1. That our American Medical Association (AMA) encourage physicians in both private practice and academic 

settings to provide shadowing opportunities to students interested in a career in medicine—particularly those 
from underrepresented populations—as part of the physician’s commitment to the future of the profession. 

 
2. That our AMA encourage physicians to adopt the most appropriate shadowing model to the needs of the 

practice/institution and the student(s). 
 
3. That our AMA endorse the clinical shadowing guidelines for students from the Association of American 

Medical Colleges as one model for such students and help disseminate this document to K-12 students, 
premedical students, health professions advisors, hospitals, and physicians. 
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5. ASSURING SAFE AND EFFECTIVE CARE FOR PATIENTS BY 
SENIOR/LATE CAREER PHYSICIANS 

 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

WITH CHANGE IN TITLE AND 
REMAINDER OF REPORT FILED 
See Policy D-275.956 

 
Policy D-275.959, Competency and the Aging Physician, directs our American Medical Association (AMA) to: 
1) study the issue of competency in aging physicians and develop guidelines, if the study supports such a need, for 
appropriate mechanisms of assessment to assure that America’s physicians remain able to provide optimal care for 
their patients; and 2) report back to the House of Delegates. 
 
INTRODUCTION 
 
The process of becoming a practicing physician in the United States requires a substantial commitment of time, 
money, energy, and emotion on behalf of each physician. Throughout their careers, physicians are recognized as 
professionals who practice a complex “craft” which requires them to maintain their skills and education, as well as 
make difficult, often quick and sometimes life-and-death decisions that demand high and complex levels of 
cognitive functioning.1,2 The state medical boards grant physicians the authority to provide services that other health 
care professionals cannot provide. 
 
As the demands of medical practice and the quantity of patients continue to grow, older physicians remain an 
essential part of the physician workforce.3 The total number of physicians 65 years and older more than quadrupled 
from 50,993 in 1975 to 241,641 in 2013. Physicians 65 and older currently represent 23 percent of physicians in the 
United States. Within this group, two-fifths (39.3 percent) are actively engaged in patient care, while half (54 
percent) are listed as inactive in the AMA Physician Masterfile.4 The increasing numbers of older physicians, as well 
as the call for increased accountability by the public, have led regulators and policymakers to consider implementing 
some form of age-based competency screening.5All physicians must meet state licensing requirements to practice 
medicine in the United States. In addition, some hospitals and medical systems have initiated age-based screening, 
but there is no national standard, and older physicians are not required to pass a health assessment or an assessment 
of competency or quality performance in their area or scope of practice.6,7 

 
Although some studies of physicians have shown decreasing practice performance with increasing years in medical 
practice, the effect of age on any individual physician’s competence can be highly variable.8 Many issues affecting 
late career physicians also affect those with a lapse in practice; assessment and remediation services for these 
physicians may be similar. However, there is a distinction between those seeking to reenter practice and the 
aging/late career physician. This report explores whether there is a need to establish guidelines for the testing for and 
judgment of an aging/late career physician’s competence to care for patients. 
 
DETERMINING IF AN OLDER PHYSICIAN IS CLINICALLY COMPETENT 
 
Assessment of practicing physicians is challenging because of the limited number of valid tools that may be applied 
to measuring competence and/or practice performance, the variable nature of physician practices, and cultural 
resistance to externally derived assessment approaches. Assessment of aging physicians poses unique challenges 
related to the uncertain and variable influence of aging on clinical competence and performance in practice. In 
addition, policy decisions regarding assessment of older physicians must balance the higher index of concern 
regarding potential competence deficits due to the effect of aging on physical health and cognitive function with a 
need to avoid implementation of discriminatory regulatory policies and procedures. 
 
A large body of research demonstrates that cognitive dysfunction is more prevalent among older adults, although 
aging, per se, does not necessarily result in cognitive impairment.3 Wide variations are seen in cognitive 
performance with aging,9,10 and the ability to clearly demonstrate an association between specific cognitive deficits 
and physician occupational performance is challenging.5 Furthermore, some attributes relevant to health care—such 
as wisdom, resilience, compassion, and tolerance of stress—may actually increase as a function of aging.5,11,12,13,14 

http://www.ama-assn.org/resources/doc/hod/x-pub/a15-reference-committee-reports.pdf#page=66
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In terms of specific research findings that may have a significant impact on patient care, there is a tendency for 
physicians to rely more on non-analytic processes (such as pattern recognition and “gist”-based processes), as 
opposed to more active and controlled processes, as they age.5,9 With aging, fluid intelligence (“mental efficiency”) 
decreases while domain-specific, experientially-based knowledge remains stable.3 Non-analytic processes may lead 
to more accurate diagnoses by experienced physicians, particularly when based primarily on contextual information, 
but may result in unrecognized diagnostic errors when analytic processes cannot intervene during evolving or 
complex clinical situations.9 This may result in premature closure and diagnostic errors, and a compromise in the 
ability to care for more complex patients.5,9 Eva described several factors associated with aging that may either 
negatively impact the accuracy of non-analytical approaches or limit the ability to engage in analytical processes. 
These factors include: 
 
• Decreasing working memory and the ability to store and process information; 
• Decreasing processing speed of mental operations limiting the ability to complete complex tasks; 
• Increasing difficulty in inhibiting irrelevant information and inappropriate responses, including the tendency to 

be overly influenced by the order in which information is received (primacy effect) and to be biased by personal 
experience; and 

• Declining hearing and visual acuity, which in and of themselves may significantly contribute to age-related 
intelligence decline.9,10 

 
In addition to cognitive effects, relevant to maintenance of procedural competence, research shows that manual 
dexterity and visuospatial ability decrease with age.15,16,17 
 
Related to the influence of aging on the actual assessment of physicians, published data demonstrate a negative 
impact of increasing age on physician assessment results. Physician performance on knowledge examinations 
declines as a function of aging regardless of whether the examination assesses general medical or surgical 
knowledge or more practice-specific knowledge, such as blood product transfusion or emergency contraception.18 
Important differences in performance may become more apparent after age 60.19 Although most physicians over age 
60 will score significantly lower than their younger colleagues, higher variability among older test-takers results in 
some physicians over 60 performing as well as those younger than 40.19 Research suggests that the lower score 
obtained by older physicians represents failure to acquire new or changing knowledge rather than the loss of their 
more stable knowledge base.20 Among physicians referred to an assessment center because of concerns regarding 
their clinical competence, older age and lack of board certification predicted a lower score on a computer-based 
clinical simulation designed to assess patient management skills.21 Detection of competence deficits among referred 
physicians is associated with an increased risk of underlying cognitive dysfunction, which may be more pronounced 
in elderly physicians.22,23,24 

 
When broader, multifaceted assessment approaches are deployed (including chart-stimulated recall, standardized 
patients, multiple-choice question tests, and oral examinations), physician age and time since graduation predict 
overall poorer performance.25,26 Of note, performance deficits may be identified across multiple competence 
domains such as history taking, physical examination and communication skills, problem solving, patient 
management, and record keeping.26 The negative impact of aging on performance was seen in both physicians 
referred for assessment because of concerns about their competence and in the physicians who served as a normative 
criterion (comparison) group.9 Data from the Peer Assessment Program in Ontario show that detection of gross 
deficiencies increases with age, occurring in nine percent of physicians under age 49, 16 percent of those ages 50 to 
74, and 22 percent over age 75.27 In a sample of physicians referred from US licensing authorities, assessment 
outcomes of older physicians are significantly more likely to be interpreted as unsafe for clinical practice.28 A 
neuropsychological analysis of physicians receiving adverse actions by a state medical board identified deficits in 
attention, sequential processing, logical analysis, eye-hand coordination, and verbal and non-verbal learning.5,29 
 
The relationship between the results from competence assessment and the eventual quality of care provided and 
patient outcomes is complex and does not necessarily allow for predictions at the individual practitioner level. 
Consistent with the research cited above showing declining knowledge and failure to acquire new knowledge over 
time, research shows that older primary care physicians are less likely to prescribe appropriate medications or 
incorporate new treatment strategies into their practices.17,30,31 A review of 62 studies found that increasing years in 
practice is associated with decreasing knowledge; lower adherence to evidence-based standards of care for 
diagnosis, prevention and treatment; and worse patient outcomes.18 A large majority (73 percent) of the studies 
showed an age-related decline in all or some of the parameters assessed, while only four percent showed an age-
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related improvement in all or some of the parameters assessed. Another study demonstrated that inpatients cared for 
by physicians who were practicing longer had longer stays and higher mortality rates.32 The peer review program in 
Ontario found age to be an independent predictor of poor quality of care and record keeping.27,33 In the United 
Kingdom, physician practices that are consistently classified as poorly performing relative to their quality and 
outcomes are more likely to be staffed by elderly general practitioners.34 However, not all research finds a negative 
association between age and quality. A large study of physician performance in Massachusetts, using publicly 
available claims data, did not find a relationship between quality and years of experience.35 
 
Research on actions taken by state medical boards suggests that advancing age is a risk factor for adverse licensing 
actions, although malpractice incidents and claims may occur less frequently among older physicians.36,37,38 
Following a thorough practice review by Quebec licensing authorities, including medical record audit and 
assessment of prescribing habits and practice outcomes, physicians over age 70 were three times more likely to have 
their license cancelled than those under 70 years old, and were half as likely to successfully remediate. Physicians 
ages 65 to 97 were three times more likely to have inadequate continuing professional development (CPD) activity 
compared to their younger colleagues.39 
 
Studies have shown that aging in surgeons is associated with increased morbidity and/or mortality in patients 
undergoing thyroidectomy,40 carotid endarterectomy,41 knee replacement surgery,42 and coronary artery bypass 
grafting.43 A study based on Medicare data found that older surgeons, particularly those with low procedural 
volumes, have higher mortality rates for selected procedures, such as segmental colon resection, pancreatectomy, 
and CABG,17 but not for other complex procedures such as lung resection or abdominal aortic aneurysm repair. 
Older surgeons are less likely to integrate new modalities and recommendations for care into their practices; for 
example, they are less likely to perform breast reconstruction when indicated in breast cancer patients44 and are more 
likely to have delayed adoption of and higher complications with laparoscopic techniques.45,46,47 
 
OTHER FACTORS THAT AFFECT CLINICAL PERFORMANCE 
 
Although age is a factor in predicting the prevalence of dyscompetence, there are other individual and practice 
factors that may influence performance. Physicians in solo practice (who have less contact with physician 
colleagues) and those who are in administrative positions (who have less patient contact) tend to score lower on 
knowledge-based examinations.19 Physicians in solo practice score lower on knowledge examinations related to both 
the loss of stable knowledge and failure to acquire new and changing knowledge, suggesting that an isolated 
environment impacts one’s abilities to maintain and acquire knowledge.20 Broad, multifaceted assessment 
approaches identify solo practice, international training, lack of board certification, general practice and 
incongruence between training and scope of practice as additional risk factors predicting poor performance 
outcomes.25,26,28 Board certification, female gender, and graduation from a domestic medical school, but not time in 
practice, were associated with better quality of care as identified by review of claims data in Massachusetts.35 
Similarly, the peer assessment program in Canada found that, in addition to increasing age, lack of board 
certification, male gender, and a rural practice location were associated with worse quality of care and 
documentation in the medical record.27,33 Furthermore, multivariate analysis revealed a related and potentially 
additive impact of age, practice location, and lack of certification.27 In addition, male gender, lack of board 
certification or hospital privileges, graduation from a foreign medical school, high clinical volume, physical and 
mental health issues, and certain specialty practices are also risk factors for adverse licensure action.36,37 Of note, 
self-reported continuing medical education (CME) hours may be directly correlated with incompetence.26 Fatigue, 
stress, burnout, and health issues unrelated to aging are also risk factors that can affect clinical performance.5 
 
HEALTH SCREENINGS FOR PHYSICIANS 
 
Moutier suggests that aging is but one of several risk factors for competence and performance problems and that a 
mandatory retirement age for physicians is not justified.5 However, Moutier gives credit to hospitals and medical 
systems that have initiated age-based screening processes, and a broad professional initiative in developing age-
based screening policy and procedures is recommended.5 The majority of individuals surveyed during a conference 
of the Coalition for Physician Enhancement favored implementation of age-based screening of physicians’ 
competence.5 Among the respondents, which included staff from physician assessment centers, attorneys and state 
medical board members, 72 percent recommended that screening begin at age 65 or 70. Conference participants 
suggested the process should include peer review, practice evaluation, and assessments of physical and mental 
health, including a cognitive screening process. 



241 
2015 Annual Meeting Medical Education - 5 

© 2015 American Medical Association. All rights reserved. 

Physicians’ Professional Responsibilities 
 
It is part of all physicians’ professional duty to continually assess their own physical and mental health.1,9,48 
Currently, there is no national standard for screening physicians who have reached a certain age. In addition, the 
standards of professional behavior authorized and adopted by medical societies state that physicians’ professional 
responsibilities should include reporting all instances of significantly impaired or incompetent colleagues to 
hospital, clinic or other relevant authorities.48 
 
Peer Review and Practice Evaluation 
 
Although individual peers reporting on each other is the prime mechanism for identifying physicians whose 
knowledge, skills, or attitudes are compromised, and most physicians agree that impaired or incompetent physicians 
should be reported to the appropriate authorities, this method is not always reliable.1,48,49 A study by Campbell et al. 
showed that 45 percent of those with direct personal knowledge of a physician in their hospital group or practice 
who was impaired or incompetent did not always report that physician.48 Contemporary methods of self-regulation 
(e.g., clinical performance measurement; CPD requirements, including novel performance improvement CME 
programs; and new and evolving maintenance of certification programs) have been created by the profession in part 
due to increasing recognition that sole reliance on individual physicians to report colleagues’ performance, even if it 
were 100 percent reliable, still would not be enough to meet shared obligations for quality assurance and patient 
safety. 
 
From a public protection perspective, the objective assessment option seems like an important intervention, given 
the strong impact of aging on performance, the extreme variability of cognitive function among older physicians, 
and the well-documented inability of physicians to self-assess, in particular those who are less competent.50 Eva 
advised caution regarding the above interventions, with significant resource and administrative implications; they 
should not be universally mandated but implemented through a case-by-case, assessment-driven process, given the 
extreme variability of cognitive findings among older physicians.9 External, objective assessment also seems 
essential given that non-analytic processes may be even less accessible to critical self-appraisal than the more 
conscious analytical processes. 
 
The Joint Commission’s Requirements 
 
The Joint Commission’s standard MS.11.01.01 is specifically written to encourage medical staffs to identify and 
manage matters of individual health for licensed independent practitioners that are separate from actions taken for 
disciplinary purposes. The standard focuses on the education of physicians to recognize issues in others and also 
encourages self-referral in an effort to facilitate confidential diagnosis, treatment and rehabilitation by assisting a 
practitioner to retain and regain optimal professional functioning consistent with the protection of patients. If it is 
determined, however, that a physician is unable to exercise safely the privileges that he or she has been granted, The 
Joint Commission’s standard calls for the matter to be reported to the medical staff leadership for appropriate 
corrective action.51 
 
Hospital/Health System Screening Programs 
 
A growing number of hospitals and health care systems have adopted official policies that require physicians to 
undergo health assessments upon reaching a certain age in order to examine practice patterns and physician abilities 
to practice safely.52 Examples of hospitals and groups that have such policies in place include the University of 
Virginia Health System, Driscoll Children’s Hospital in Texas, and Stanford Lucille Packard Children’s Hospital in 
California. The University of Virginia screens physicians at age 70 and every year after age 75 and assesses physical 
and mental capacity. Driscoll screens physicians at age 70 and at reappointment thereafter, conducts physical and 
mental examinations and, if deemed appropriate, proctors clinical performance. Stanford screens physicians at age 
75 and every two years thereafter, and screening includes peer assessment of clinical performance, history and 
physical assessments, and cognitive screening.52,53 
 
US and Canadian Local Screening Programs 
 
LifeGuard, conceptualized and supported by the Pennsylvania Medical Society, evaluates and assesses the 
neurocognitive status, physical status, and medical knowledge of referred physicians and provides an objective 
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report describing assessment results and recommendations for remediation (if applicable).54 LifeGuard is a resource 
for state medical boards, hospitals and health systems, medical staff, peer review boards, credentialing committees, 
physician group practices and physicians in Pennsylvania. The program includes the Aging Physician pathway for 
entities and organizations that need “ability to perform” assessments for senior physicians. This pathway measures 
clinical skills and health status; core components of the assessment can include an objective measurement of 
cognitive and physical functioning as well as fine motor skills. Additional assessment options are available based on 
the concerns identified by the requesting entity.54 
 
The Colorado Physician Health Program (CPHP), governed by the Colorado Peer Assistance Act, is independent of 
other medical organizations and the state government. The Denver Medical Society, the Colorado Medical Society 
and Copic Insurance Company were instrumental in establishing CPHP and continue their support of the program. 
CPHP provides confidential services in all areas required by law or regulation, including comprehensive clinical 
evaluation; treatment planning and referral; treatment monitoring and support; assessment of ability to practice 
safely; consultation to hospital administrators, medical executive committees and medical staff offices; education 
presentations on physician health and related issues; documentation of health status necessary for hospital 
credentialing; and neutrality, objectivity and confidentiality in the context of working with hospitals, partnerships, 
the Colorado Board of Medical Examiners, organizations, families and other systems with which the physician is 
involved.55 
 
The California Medical Association, California Hospital Association’s Center for Healthcare Medical Executives, 
and California Public Protection and Physician Health drafted guidelines and principles for medical staffs, medical 
groups, and other entities in California that have responsibility for decisions related to evaluating a practitioner’s 
health and well-being as they impact the practitioner’s ability to practice medicine safely. The draft guidelines 
include options for assessing physicians who choose to work late into their careers. The draft guidelines, available at 
https://cppphdotorg.files.wordpress.com/2011/02/assessing-late-career-practitioners-draft-26-wo-cma-1-14-15.pdf, 
are subject to periodic review and revision to incorporate new developments. 
 
The College of Physicians and Surgeons of Ontario (CPSO) has established a formal system for assessing all 
physicians in Ontario. Duties of the College include issuing certificates of registration to doctors for the practice of 
medicine, monitoring and maintaining standards of practice through peer assessment and remediation, investigating 
complaints about doctors on behalf of the public, and conducting discipline hearings when doctors may have 
committed an act of professional misconduct or may be incompetent. Ontario physicians who reach age 70 are 
required to participate in the College-appointed peer assessment program (if the physician has not been randomly 
selected in the previous five years). These physicians are then assessed every five years thereafter. When a physician 
is selected to undergo assessment, a number of pre-assessment activities take place. Reviewing a physician’s 
medical record-keeping system is perhaps most often associated with peer assessment. A records review enables an 
assessor to develop a picture of the physician’s practice and an understanding of his or her approach to patient care. 
Through the records review and discussion with the physician, assessors try to put together the “story of the patient.” 
An assessor evaluates the physician’s ability to take adequate histories, conduct appropriate examinations, order the 
necessary diagnostic tests, identify the appropriate course of action, conduct the necessary interventions and monitor 
patients, as necessary.56 

 
FACTORS THAT MAY HAMPER ASSESSMENT OF OLDER PHYSICIANS’ COMPETENCE 
 
Factors that may make assessment of older physicians more challenging include the variability of cognitive 
dysfunction in older adults, uncertainty regarding how to interpret tests of cognitive or motor function in physicians, 
the confounding effects of other variables on physician competence and performance, and the uncertain predictive 
value of specific competence assessments on the actual quality of care and patient outcomes. 
 
With regard to measurement of cognitive dysfunction, it is uncertain whether and how physician results should be 
compared to the general population and whether their results should be age-matched for interpretation purposes.22 
The nature of physician decisions, in terms of their difficulty, acuity and gravity, suggests that even minor changes 
in cognitive function may be impactful in patient care situations.2,57 Results for cognitive testing that are interpreted 
as normal based on comparison to an age-matched, non-physician population could potentially represent a 
significant decline in highly intelligent individuals.58,59 Turnbull and colleagues found that using an age-independent 
standard for neuropsychological performance was more sensitive in detecting cognitive problems among referred 
physicians, and it was more accurate in predicting assessment and remediation outcomes.23 
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Although there are currently no accepted criteria or guidelines for making judgments regarding acceptable cognitive 
or neuropsychological thresholds, there is a sentiment that public protection goals dictate the need for a high 
standard in judgments about cognitive ability in physicians.58 Should “corrections” be made in expectations for 
cognitive performance when they are not made for performance on other assessment modalities, such as the 
multiple-choice question examinations?22,23 Regardless of whether correction should be made for age-matching on 
physicians, the ultimate relationship between tests of cognitive function on clinical performance and outcomes is not 
well established.60 Caulford notes that the failure to assimilate new knowledge identified in the American Board of 
Internal Medicine (ABIM) studies is not clearly related to physician performance problems.26 Waljee points out that 
there is no evidence directly linking age-related decline in motor and visuospatial skills to worsening outcomes for 
patients.17 In fact, commonly used diagnostic assessments that focus primarily on analytic approaches to clinical 
care may yield somewhat spurious findings in physicians who rely more on non-analytical approaches.9 Yet, the 
identified relationship between cognitive performance level and prediction of assessment and remediation outcomes 
cannot be ignored.23 
 
An increasingly prevalent perspective emerging from the CME community is the need to recognize the important 
influence of the system and practice environment on physicians in terms of their ability to learn and apply their 
learning in improving patient care and outcomes.61 Physician performance in practice represents a complex 
interaction between personal characteristics of the physician (age, gender and certification status) and practice 
context (practice structure, location, workload and patient acuity). This suggests that competence or performance 
assessment models should take into consideration the broader environmental context in which a physician 
practices.28,62 In fact, regression modeling suggests that incorporation of organizational and system factors 
substantially reduces the independent impact of age and other individual physician characteristics on practice-based 
assessments of physicians.62 Durning and colleagues applied situated cognition theory as a framework for 
understanding how a physician’s thoughts and actions cannot be separated from the social context in which they 
practice.3 In addition to physician factors such as age and cognitive function, patient factors (acuity and complexity) 
and practice factors (appointment lengths, setting, staffing and support systems) affect a physician’s practice and 
influence patient care and outcomes. This phenomenon limits the ability of measures of cognitive function and 
knowledge, and perhaps measurement of other domains in an assessment center context, to explain or predict 
performance in the physician’s actual practice setting.3 
 
Interpretations and decisions based on diagnostic assessment of clinical competence are also challenged by the lack 
of clear standards for physician performance and an overall lack of normative assessment data on practicing 
physicians.21 Even though physicians may be at increased risk for competence deficits as they age, the majority of 
older physicians most likely provide safe and effective patient care. While age is a risk factor for cognitive 
dysfunction among referred physicians, age in the absence of identified cognitive deficits does not necessarily have 
a negative impact on assessment or remediation outcomes.23 The challenge is to devise a process that will be cost 
effective in identifying physicians who require remediation, or perhaps should retire from practice. Norman and 
colleagues suggest a process analogous to an epidemiologic approach to screening for a low prevalence disease in 
which a single testing method may not be cost effective.25 A multifaceted approach would begin with an economical 
screening test with high sensitivity, followed by a more comprehensive diagnostic approach for those who are 
identified as a high risk for dyscompetence.25 The diagnostic approach would need to include assessment methods 
that cover the range of competencies relevant to safe and effective patient care, as physicians who are diagnosed as 
“incompetent” may have deficiencies that span more than one competency domain.26 
 
There remains some uncertainty about the value of results based on assessment of physician knowledge and skills in 
vitro for predicting their clinical performance and quality of care in vivo. It is difficult, in an assessment center 
setting, to account completely for practice and patient-related contextual factors that have a strong influence on 
physician performance. Work by Rethans and Kopelow suggests that physician behaviors in an assessment context 
may not accurately represent their actual clinical performance.63,64 On the other hand, there are consistencies noted 
between assessment outcomes and practice performance results. For example, assessment of aging physicians 
demonstrates their failure to acquire new or changing knowledge over time, and clinical studies show they fail to 
integrate new clinical information or methods in their practices.20,30,31 In response to potential concerns regarding 
relevance and predictability of competence assessments for actual performance in practice, the Physician Review 
Program (PREP) of the CPSO included medical records from physicians’ actual practice and standardized patient-
simulated cases typical of those seen in physicians’ specific practice context.25 It would seem appropriate, pending 
resolution of such questions by targeted research, to integrate methods focusing on assessment of knowledge and 
skills with those assessing actual clinical performance in a way that is sensitive to practice context. 
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IMPAIRED PHYSICIANS AND UNIFORM WAYS TO DEAL WITH THEIR COMPETENCE TO PRACTICE 
 
The profession of medicine holds itself to the high ideals of caring and competency; the first tenet is premum non 
nocere or “first do no harm.” Ethical guidelines state, “When health or wellness is compromised, so is the safety or 
effectiveness of the medical care provided. When failing physical or mental health reaches the point of interfering 
with a physician’s ability to engage safely in professional activities, the physician is said to be impaired.”65 
 
Concern regarding the continuing competence of physicians has grown in recent years from the Institute of 
Medicine reports on patient safety as well as public concern with medical errors and inadequate practice oversight. 
Unlike commercial airline pilots who must undergo regular health screenings starting at age 40 and must retire at 
age 65, or FBI agents whose mandatory retirement age is 57, physicians are subject to no such rules.66,67 However, 
physicians are regulated by state medical boards, professional organizations, hospitals, organized systems, and 
specialty certification boards. 
 
The issue of who holds physicians accountable to a high standard of practice throughout their careers is one that has 
troubled licensing authorities, hospitals and clinical directors, as well as third party payers. The primary purpose of 
state medical boards is to protect the public by ensuring that those who practice medicine are able to do so safely. In 
most states, relicensure, the process by which physicians renew their licenses to practice, consists primarily of 
reporting CME activities and maintaining a record free of violation of legislative and professional statutes and 
guidelines.67 

 
Hospitals have an obligation to retain only competent physicians on their staff. Some hospitals now require 
physicians over a certain age, usually starting between ages 70 to 75, to undergo periodic physical and cognitive 
exams as a condition of renewing their privileges. Other hospitals oppose setting a hard-and-fast-number for 
mandatory testing.5,68 The Joint Commission has established guidelines for ongoing evaluation of the professional 
practice quality of physicians. These evaluations must be conducted on a regular basis and measure a practitioner’s 
clinical and behavioral competence in six areas: patient care, medical/clinical knowledge, practice-based learning 
and improvement, interpersonal and communication skills, professionalism, and system-based practice.51 
 
Maintenance of certification (MOC) programs sponsored by the American Board of Medical Specialties (ABMS) 
and its 24 member boards promote CPD. The Member Boards require most medical specialists to seek 
recertification on a periodic basis, typically every 10 years, by successfully completing assessments designed to test 
medical knowledge, clinical competence and skills in communicating with patients. MOC’s impact is limited, 
however, in that many older physicians are “grandfathered” or have time-unlimited board certifications. 
Furthermore, the process does not address those physicians who are not board certified.67,69 Choudhry suggests that 
older physicians may need the quality interventions that are appropriate for all physicians and raises concerns that 
much of existing CME may not help them maintain their quality of care.18 Many older physicians are exempt from 
MOC requirements that might provide a venue for helping to maintain their competence.18 
 
When competency to practice safely is in question, the approach is individualized because there is a continuum of 
competency. If the physician is an immediate threat to the public welfare, or has an irreversible cognitive 
impairment or an untreatable condition, the state medical board can revoke the medical license. If the condition is 
potentially reversible, state medical boards and hospitals may refer physicians to specialized programs for 
competency to practice assessments and remediation. These programs evaluate a physician’s clinical knowledge, 
reasoning, judgment, documentation and patient care as well as neuropsychological status. Organizations such as the 
Coalition for Physician Enhancement have a mission to support, develop and certify those with expertise in 
assessment and education enhancement for physicians and other health-care providers. There are approximately 10 
remediation programs in the United States.5 
 
RETRAINING MAY BE NEEDED TO ALLOW PHYSICIANS TO CONTINUE TO PRACTICE 
 
It is the opinion of the Council on Medical Education that remediation should be a supportive, ongoing and 
proactive process and that physicians should be allowed to remain in practice as long as patient safety is not 
endangered.70 Remediation programs offer many educational approaches including formal CME. Traditional CME 
courses developed for the average physician are often used as a resource for physicians needing remediation. 
Lobprabhu, et al. suggest that the remediation program should include remedial CME for the identified area of 
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dyscompetence, as well as pre- and post-testing to determine whether the physician learned the material presented.68 
The type of testing and the criteria for successful remediation may differ according to specialty. 
 
Norman comments that “physicians undergoing remedial education are at high risk for failure and conventional 
education may be unsuccessful.”25 In particular, cognitive dysfunction may negatively impact a physician’s ability 
to remediate successfully.2,22 Thus, assessment of neuropsychological function may be of value in supporting 
decisions about the potential utility (vs. futility) of further remediation and assessment, particularly if cognitive 
problems are identified in older physicians with significant competence deficits.22,71 Kohatsu commented that their 
research findings had potential policy implications for use of board certification in credentialing, and they support 
the efforts of the ABMS to enhance the development and assessment of physician life-long learning and continuing 
competence.37 
 
Barriers associated with remediation programs include the high cost of programs; the dispersed location of 
programs; the lack of a comprehensive database to inform physicians about assessment and remediation programs, 
such as structure, requirements, costs and outcomes; the lack of standardized curricula; and the lack of a sufficient 
monitoring process to assess program outcomes. Further, due to the relatively small number of assessment programs 
that address cognitive and other impairments, physicians are unlikely to be assessed within the context of their own 
practice.68,70 
 
APPROPRIATENESS OF GUIDELINES FOR TESTING FOR AND JUDGMENT 
OF A PHYSICIAN’S COMPETENCE TO CARE FOR PATIENTS 
 
Deciding when to give up practice is an important decision for any physician, and it is critically difficult for some. 
Normal aging is associated with cognitive changes; some are positive (e.g., accumulated wisdom), but most are 
usually associated with some decline. However, increased intelligence and greater educational achievement appear 
to be protective to some extent. Nonetheless, physicians, similar to non-physicians, are at risk of mild cognitive 
impairment and dementia, and physicians with either condition, often lack insight into their deficiencies. These 
physicians may be resistant to suggestions that it is time to retire from practice.58 
 
Many wise physicians have asked trusted younger colleagues to tell them when it is time to stop. Self-regulation is 
an important aspect of medical professionalism, and helping colleagues recognize their declining skills is an 
important part of self-regulation. Therefore, physicians must develop guidelines/standards for monitoring and 
assessing both their own and their colleagues’ competency. Clinical performance measurement and patient safety 
event reporting are used now for medical staff assessment of professional competency.5 
 
In years past, local medical societies would perform this function for their members. More recently, medical staffs 
and department chiefs have dealt with the issue on an ad hoc basis, and with medical staff peer review processes on 
a more formal basis. With the recent shift away from hospital practice and the current competitive and litigious 
environment, formal guidelines on the timing and content of testing of competence may be appropriate. How often 
this testing should occur is not well defined. Unfortunate outcomes may trigger an evaluation at any age, but perhaps 
periodic reevaluation after a certain age such as 70, when incidence of declines is known to increase, may be 
appropriate. This testing should include evaluation of physical and mental health, neurocognitive testing, and review 
of actual clinical care, either by direct observation or chart review. Physicians must generate and agree on the 
appropriate guidelines themselves. Following formal guidelines may head off a call for mandatory retirement ages, 
as pilots experience, or imposition of guidelines by others.1 
 
SUPPORT FOR AGING PHYSICIANS 
 
Some physicians are glad to move into a different phase of their lives when they reach age 70. For others, however, 
this transition is not easy, and it may require the guidance and support of peers. For this reason, it is important for 
medical staff leaders to understand how to support and respect long serving colleagues. Physicians with decades of 
experience and contribution deserve the same sensitivity and respect afforded their patients as they experience health 
changes that may or may not allow continued clinical practice.72 
 
Shifting away from procedural work, allocating more time with individual patients, using memory aids and seeking 
input from professional colleagues might help physicians successfully adjust to the cognitive changes that 
accompany aging.5,58 Eva suggests that findings from the literature may also identify ways that to alter the practice 
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environment or tailor approaches to CPD to help mitigate the effects of age-associated cognitive changes.9,10 These 
findings include: 
 
• Increased environment supports, such as simplified documentation forms for recording data and thus decreasing 

the need for working memory, freeing cognitive resources for other activities; 
• Decreased case load/decreased time demands; 
• Narrowing or limiting scope of practice; 
• Enhancing the clarity of various stimuli provided to older physicians, such as increasing the contrast and 

resolution of radiographic images; and 
• Focus on analytic components of medical diagnosis in CPD. 
 
The AMA also provides support for aging physicians through a special membership section that is the largest such 
group in the United States. The AMA Senior Physicians Section (SPS), which comprises all AMA member 
physicians age 65 and older, sponsors educational activities on topics of interest to the senior physician community. 
Recent programs included: 
 
• “The Aging Physician: Opportunities and Challenges,” held in June 2013, focused on understanding impairment 

in older physicians as well as facilitating the planning of prevention strategies. The session examined what role 
the AMA should play in determining competency measurements in an aging workforce. (www.ama-
assn.org/ama/pub/about-ama/our-people/member-groups-sections/senior-physicians-section/education-
programs.page) 

• “Grow Healthier as You Grow Older,” held in June 2014, focused on the challenges and opportunities 
physicians face in maintaining health and well-being and provided insights into how to improve health 
outcomes in the senior population. (www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-
sections/senior-physicians-section/meetings.page?) 

 
AMA POLICIES 
 
The AMA has policy in which it urges members of the profession to discover and rehabilitate if possible, or exclude 
if necessary, the physicians whose practices are incompetent, and to fulfill their responsibility to the public and to 
their profession by reporting to the appropriate authority those physicians who, by being impaired, need help, or 
whose practices are incompetent (H-275.998). AMA policy urges licensing boards, specialty boards, hospitals and 
their medical staffs, and other organizations that evaluate physician competence to inquire only into conditions that 
impair a physician’s current ability to practice medicine (H-275.978[6]). AMA policy also reaffirms that it is the 
professional responsibility of every physician to participate in voluntary quality assurance, peer review, and CME 
activities (H-300.973 and H-275.996). These and other related policies are attached (see Appendix). 
 
SUMMARY AND RECOMMENDATIONS 
 
Regulators and policymakers are considering some form of age-based competency screening due to the increasing 
number of older physicians, the call for increased accountability by the public and concerns for patient safety.5 
Although some studies among physicians have shown decreasing practice performance with increasing years in 
medical practice, the effect of age on any individual physician’s competence can be highly variable.8 Furthermore, 
assessment of competence among aging physicians poses unique challenges related to the uncertain and variable 
influence of aging on clinical competence and performance in practice. 
 
It is part of a physician’s professional duty to continually assess his or her own physical and mental health, as well 
as to report all instances of significantly impaired or incompetent colleagues to hospital, clinic or other relevant 
authorities. However, this method is not always reliable. Contemporary methods of self-regulation (e.g., clinical 
performance measurement; CPD requirements, including novel performance improvement CME programs; and new 
and evolving MOC programs) have been created by the profession to meet shared obligations for quality assurance 
and patient safety. Some hospitals and medical systems have initiated age-based screening, but there is no national 
standard, and older physicians are not required to pass a health assessment or an assessment of competency or 
quality performance in their area or scope of practice. 
 
It is the opinion of the Council on Medical Education that physicians should be allowed to remain in practice as long 
as patient safety is not endangered and that, if needed, remediation should be a supportive, ongoing and proactive 

http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/senior-physicians-section/education-programs.page
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/senior-physicians-section/education-programs.page
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/senior-physicians-section/education-programs.page
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/senior-physicians-section/meetings.page
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/senior-physicians-section/meetings.page
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process. Self-regulation is an important aspect of medical professionalism, and helping colleagues recognize their 
declining skills is an important part of self-regulation. Therefore, physicians must develop guidelines/standards for 
monitoring and assessing both their own and their colleagues’ competency. Formal guidelines on the timing and 
content of testing of competence may be appropriate and may head off a call for mandatory retirement ages or 
imposition of guidelines by others. 
 
It should be noted that the development of guidelines/standards for appropriate mechanisms to assess aging/late 
career physicians will require significant resources to convene meetings (live and virtual) of experts and 
stakeholders—especially in view of the limited and conflicting data available on this topic. Furthermore, if a 
uniform set of guidelines was to be identified, it would have to be consistent with state regulations at a number of 
levels. 
 
The Council on Medical Education recommends that the following recommendations be adopted, and that the 
remainder of the report be filed. 
 
1. That our American Medical Association (AMA) identify organizations that should participate in the 

development of guidelines and methods of screening and assessment to assure that senior/late career physicians 
remain able to provide safe and effective care for patients. 
 

2. That our AMA convene organizations identified by the AMA to work together to develop preliminary 
guidelines for assessment of the senior/late career physician and develop a research agenda that could guide 
those interested in this field and serve as the basis for guidelines more grounded in research findings. 

 
3. That our AMA rescind Policy D-275.959, Competency and the Aging Physician, since this directive has been 

accomplished through this report. 
 
APPENDIX – AMA Policies 
 
D-275.959, Competency and the Aging Physician 
Our AMA will study the issue of competency in aging physicians and develop guidelines, if the study supports such a need, for 
appropriate mechanisms of assessment to assure that America’s physicians remain able to provide optimal care for their patients 
and report back to the House of Delegates. (Res. 308, A-14) 
 
H-275.998, Physician Competence 
Our AMA urges: (1) The members of the profession of medicine to discover and rehabilitate if possible, or to exclude if 
necessary, the physicians whose practices are incompetent. (2) All physicians to fulfill their responsibility to the public and to 
their profession by reporting to the appropriate authority those physicians who, by being impaired, need help, or whose practices 
are incompetent. (3) The appropriate committees or boards of the medical staffs of hospitals which have the responsibility to do 
so, to restrict or remove the privileges of physicians whose practices are known to be incompetent, or whose capabilities are 
impaired, and to restore such physicians to limited or full privileges as appropriate when corrective or rehabilitative measures 
have been successful. (4) State governments to provide to their state medical licensing boards resources adequate to the proper 
discharge of their responsibilities and duties in the recognition and maintenance of competent practitioners of medicine. (5) State 
medical licensing boards to discipline physicians whose practices have been found to be incompetent. (6) State medical licensing 
boards to report all disciplinary actions promptly to the Federation of State Medical Boards and to the AMA Physician 
Masterfile. (Failure to do so simply allows the incompetent or impaired physician to migrate to another state, even after 
disciplinary action has been taken against him, and to continue to practice in a different jurisdiction but with the same hazards to 
the public.) (CME Rep. G, A-79; Reaffirmed: CLRPD Rep. B, I-89; Reaffirmed: Sunset Report, A-00; Reaffirmation I-03; 
Reaffirmed: CME Rep. 2, A-13) 
 
H-275.978, Medical Licensure 
The AMA: (1) urges directors of accredited residency training programs to certify the clinical competence of graduates of foreign 
medical schools after completion of the first year of residency training; however, program directors must not provide certification 
until they are satisfied that the resident is clinically competent; (2) encourages licensing boards to require a certificate of 
competence for full and unrestricted licensure; (3) urges licensing boards to review the details of application for initial licensure 
to assure that procedures are not unnecessarily cumbersome and that inappropriate information is not required. Accurate 
identification of documents and applicants is critical. It is recommended that boards continue to work cooperatively with the 
Federation of State Medical Boards to these ends; (4) will continue to provide information to licensing boards and other health 
organizations in an effort to prevent the use of fraudulent credentials for entry to medical practice; (5) urges those licensing 
boards that have not done so to develop regulations permitting the issuance of special purpose licenses. It is recommended that 
these regulations permit special purpose licensure with the minimum of educational requirements consistent with protecting the 
health, safety and welfare of the public; (6) urges licensing boards, specialty boards, hospitals and their medical staffs, and other 
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organizations that evaluate physician competence to inquire only into conditions which impair a physician’s current ability to 
practice medicine. (BOT Rep. I-93-13; CME Rep. 10 - I-94); (7) urges licensing boards to maintain strict confidentiality of 
reported information; (8) urges that the evaluation of information collected by licensing boards be undertaken only by persons 
experienced in medical licensure and competent to make judgments about physician competence. It is recommended that 
decisions concerning medical competence and discipline be made with the participation of physician members of the board; (9) 
recommends that if confidential information is improperly released by a licensing board about a physician, the board take 
appropriate and immediate steps to correct any adverse consequences to the physician; (10) urges all physicians to participate in 
continuing medical education as a professional obligation; (11) urges licensing boards not to require mandatory reporting of 
continuing medical education as part of the process of reregistering the license to practice medicine; (12) opposes the use of 
written cognitive examinations of medical knowledge at the time of reregistration except when there is reason to believe that a 
physician’s knowledge of medicine is deficient; (13) supports working with the Federation of State Medical Boards to develop 
mechanisms to evaluate the competence of physicians who do not have hospital privileges and who are not subject to peer 
review; (14) believes that licensing laws should relate only to requirements for admission to the practice of medicine and to 
assuring the continuing competence of physicians, and opposes efforts to achieve a variety of socioeconomic objectives through 
medical licensure regulation; (15) urges licensing jurisdictions to pass laws and adopt regulations facilitating the movement of 
licensed physicians between licensing jurisdictions; licensing jurisdictions should limit physician movement only for reasons 
related to protecting the health, safety and welfare of the public; (16) encourages the Federation of State Medical Boards and the 
individual medical licensing boards to continue to pursue the development of uniformity in the acceptance of examination scores 
on the Federation Licensing Examination and in other requirements for endorsement of medical licenses; (17) urges licensing 
boards not to place time limits on the acceptability of National Board certification or on scores on the United State Medical 
Licensing Examination for endorsement of licenses; (18) urges licensing boards to base endorsement on an assessment of 
physician competence and not on passing a written examination of cognitive ability, except in those instances when information 
collected by a licensing board indicates need for such an examination; (19) urges licensing boards to accept an initial license 
provided by another board to a graduate of a US medical school as proof of completion of acceptable medical education; (20) 
urges that documentation of graduation from a foreign medical school be maintained by boards providing an initial license, and 
that the documentation be provided on request to other licensing boards for review in connection with an application for licensure 
by endorsement; (21) urges licensing boards to consider the completion of specialty training and evidence of competent and 
honorable practice of medicine in reviewing applications for licensure by endorsement; and (22) encourages national specialty 
boards to reconsider their practice of decertifying physicians who are capable of competently practicing medicine with a limited 
license. (CME Rep. A, A-87; Modified: Sunset Report, I-97; Reaffirmation A-04; Reaffirmed: CME Rep. 3, A-10; Reaffirmation 
I-10; Reaffirmed: CME Rep. 6, A-12; Appended: Res. 305, A-13) 
 
H-300.973, Promoting Quality Assurance, Peer Review, and Continuing Medical Education 
Our AMA: (1) reaffirms that it is the professional responsibility of every physician to participate in voluntary quality assurance, 
peer review, and continuing medical education activities; (2) to encourage hospitals and other organizations in which quality 
assurance, peer review, and continuing medical education activities are conducted to provide recognition to physicians who 
participate voluntarily; (3) to increase its efforts to make physicians aware that participation in the voluntary quality assurance 
and peer review functions of their hospital medical staffs and other organizations provides credit toward the AMA’s Physicians’ 
Recognition Award; and (4) to continue to study additional incentives for physicians to participate in voluntary quality assurance, 
peer review, and continuing medical education activities. (BOT Rep. SS, I-91; Reaffirmed: Sunset Report, I-01; Reaffirmed: 
CME Rep. 2, A-11) 
 
H-275.996, Physician Competence 
Our AMA: (1) urges the American Board of Medical Specialties and its constituent boards to reconsider their positions regarding 
recertification as a mandatory requirement rather than as a voluntarily sought and achieved validation of excellence; (2) urges the 
Federation of State Medical Boards and its constituent state boards to reconsider and reverse their position urging and accepting 
specialty board certification as evidence of continuing competence for the purpose of re-registration of licensure; and (3) favors 
continued efforts to improve voluntary continuing medical education programs, to maintain the peer review process within the 
profession, and to develop better techniques for establishing the necessary patient care data base. (CME Rep. J, A-80; 
Reaffirmed: CLRPD Rep. B, I-90; Reaffirmed: Sunset Report, I-00; Reaffirmed: CME Rep. 7, A-02; Reaffirmed: CME Rep. 7, 
A-07; Reaffirmed: CME Rep. 16, A-09; Reaffirmed in lieu of Res. 302, A-10; Reaffirmed in lieu of Res. 320, A-14) 
 
D-295.325, Remediation Programs for Physicians 
1. Our AMA supports the efforts of the Federation of State Medical Boards (FSMB) to maintain an accessible national repository 
on remediation programs that provides information to interested stakeholders and allows the medical profession to study the issue 
on a national level. 2. Our AMA will collaborate with other appropriate organizations, such as the FSMB and the Association of 
American Medical Colleges, to study and develop effective methods and tools to assess the effectiveness of physician 
remediation programs, especially the relationship between program outcomes and the quality of patient care. 3. Our AMA 
supports efforts to remove barriers to assessment programs including cost and accessibility to physicians. 4. Our AMA will 
partner with the FSMB and state medical licensing boards, hospitals, professional societies and other stakeholders in efforts to 
support the development of consistent standards and programs for remediating deficits in physician knowledge and skills. 5. Our 
AMA will ask the Liaison Committee on Medical Education and the Accreditation Council for Graduate Medical Education to 
develop standards that would encourage medical education programs to engage in early identification and remediation of 
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conditions, such as learning disabilities, that could lead to later knowledge and skill deficits in practicing physicians. (CME Rep. 
3, A-09) 
 
H-275.936, Mechanisms to Measure Physician Competency 
Our AMA (1) reviews and proposes improvements for assuring continued physician competence, including but not limited to 
performance indicators, board certification and recertification, professional experience, continuing medical education, and 
teaching experience; and (2) opposes the development and/or use of “Medical Competency Examination” and establishment of 
oversight boards for current state medical boards as proposed in the fall 1998 Report on Professional Licensure of the Pew Health 
Professions Commission, as an additional measure of physician competency. (Res. 320, I-98; Amended: Res. 817, A-99; 
Reaffirmed: CME Rep. 7, A-02; Reaffirmed: CME Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09; Reaffirmed in lieu of Res. 
313, A-12) 
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6. AMERICAN BOARD OF MEDICAL SPECIALTIES SHOULD ADHERE TO ITS MISSION 
(RESOLUTION 5-A-14) 

 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

IN LIEU OF RESOLUTION 5-A-14 AND 
REMAINDER OF REPORT FILED 
See Policy H-275.944 

 
At its 2014 Annual Meeting, the American Medical Association (AMA) House of Delegates (HOD) referred 
Resolution 5, American Board of Medical Specialties Should Adhere to its Mission. This resolution, introduced by 
the New York Delegation, asked that the AMA “make clear to the American Board of Medical Specialties (ABMS) 
our AMA’s opposition to the establishment of scope of practice limitations through the use of board certifications by 
the ABMS and its member organizations.” 
 
The essence of testimony proffered at the reference committee hearing was that, although scope of practice 
limitations through board certification are not appropriate, this is not a general practice beyond the one specific case 
that served as catalyst for this resolution. In addition, the organizations involved in the original case also testified 
that this was a limited circumstance and had been already addressed appropriately between the parties affected. In 
any event, to ensure that the AMA is on record with policy on this issue, should similar concerns arise in the future, 
the item was extracted on the House floor and the HOD voted for referral for a report back to the HOD. 
 
BACKGROUND 
 
On September 12, 2013, the American Board of Obstetrics & Gynecology (ABOG) posted on its website a new 
definition of an ABOG-certified obstetrician-gynecologist. Included in this definition was a limitation on the amount 
of time for performing non-gynecologic procedures, along with a statement that ABOG-certified physicians, with 
few exceptions, should treat female patients only. Physicians who treated male patients, the statement continued, 
could lose their ABOG certification. The notice specifically barred ob-gyns from performing an examination called 
anoscopy on men, a procedure for diagnosis of abnormal, potentially cancerous growths in the anal canal.1 
 
The impetus for the new definition, as described in an article in The New York Times, was to “protect patients and 
the integrity of the specialty because some gynecologists were practicing other types of medicine, like treating men 
for low testosterone or performing liposuction and other cosmetic procedures on women and men.” Further, the 
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article noted the ABOG’s concern that some ABOG-certified physicians “ran ads offering those services and 
describing themselves as board certified, without specifying that their certification was in obstetrics and gynecology, 
an omission that could mislead patients into thinking they were certified in plastic surgery or some other specialty.”2 
 
Regardless of the ABOG’s intent, the release of its statement provoked protests from obstetrician-gynecologists and 
patients nationwide and coverage in national media outlets. A November 22, 2013 article in The New York Times, 
for example, highlighted the potential fallout for patients as well as physicians: “About two months ago, Dr. 
Elizabeth Stier was shocked to learn that she would lose a vital credential, board certification as a gynecologist, 
unless she gave up an important part of her medical practice and her research: taking care of men at high risk for 
anal cancer…. Doctors cannot ignore such directives from a specialty board, because most need certification to keep 
their jobs. Now Dr. Stier’s studies are in limbo, her research colleagues are irate, and her male patients are 
distraught. Other gynecologists who had translated their skills to help male patients are in similar straits.”3 
 
A second article in The New York Times, published on December 10, 2013, profiled the tribulations of a male patient 
with chronic pelvic pain so severe that he could not work. After waiting five months for an appointment, he was 
notified less than one week before the appointment date that it had been canceled, due to the treating physician’s 
concerns that his ABOG certification could be at risk if he were to see the patient. The patient then “went home, 
close to despair. His condition has left him largely bedridden. The pain makes it unbearable for him to sit, and he 
can stand for only limited periods before he needs to lie down. ‘These characters at the board jerked the rug out from 
underneath me,’ he said.”4 
 
In response to such concerns raised by patient advocates and board-certified obstetrician-gynecologists alike, the 
ABOG revised its policy partially in both November and December 2013. The first revision allowed for continued 
screening of men for anal cancer; the second permitted treatment of male patients with pelvic pain, although it 
prohibited ABOG-certified physicians from accepting new patients with the condition.5 
 
After continued protests by obstetrician-gynecologists who treat male patients, the statement was fully rescinded one 
month later. In a January 30, 2014 statement on its website to announce the final revocation of the policy, the ABOG 
conceded that the issue had become a “distraction from our mission to ensure that women receive high quality and 
safe health care from certified obstetricians and gynecologists.” In addition, the statement noted, “This change 
recognizes that in a few rare instances board certified diplomates were being called upon to treat men for certain 
conditions and to participate in research.” At the same time, the ABOG cautioned that the change was not “an 
endorsement for board-certified diplomates to practice in areas outside of their specialty,” and that the ABOG “does 
not and cannot attest to the knowledge, judgment, skills, and qualifications of Diplomates related to practice outside 
of the scope of the specialty of Obstetrics and Gynecology.”6 
 
DISCUSSION 
 
As stated earlier, the ABOG has retracted its policy. This case, however, offers a number of lessons related to 
physician scope of practice, the authority of physician certification bodies to regulate physician practice, and impact 
on physician workforce and patient access to care of such decisions by physician certification entities and other 
medical regulatory bodies. 
 
First, regulation of physician practice is not the domain of certification boards, but rather within the purview of the 
state medical licensing boards, which protect the public through licensure of physicians to practice medicine in a 
given state or jurisdiction (and discipline of those physicians, as needed). The mission of the ABMS (and by 
extension, its 24 member boards) is encapsulated on its website: “to develop and utilize professional and educational 
standards for the certification of physician specialists” and “to provide assurance to the public that a physician … 
has successfully completed an approved educational program and evaluation process … required to provide quality 
patient care in that specialty.” The actions of the ABOG were seen by many as going beyond this mission. 
 
The stated rationale for its decision was to preserve the integrity of the specialty of gynecology and to protect 
patients from those ABOG-certified physicians who might have been practicing fields of medicine for which they 
were neither appropriately trained nor certified. In particular, the board contended that too many gynecologists had 
extended their practice to areas outside the scope of obstetrics-gynecology. In so doing, these physicians may have 
been presenting themselves as “board-certified” without revealing that their certification was in obstetrics-
gynecology (thereby potentially misleading patients, and perhaps placing patients in harm’s way by not being fully 



253 
2015 Annual Meeting Medical Education - 6 

© 2015 American Medical Association. All rights reserved. 

versed in the intricacies of a given subspecialty field). The board also argued that obstetrician-gynecologists should 
focus on women’s health issues due to the workforce shortage of physicians providing care to women. 
 
The needs of patients are never static, and advances in medicine are continual; accordingly, the borders between 
given specialties and fields of medicine are fluid. Where this fluidity benefits patients, it is to be applauded, and 
advanced. A given subspecialty practice may be relevant for only a small group of patients, but that does not detract 
from these patients’ needs (as illustrated by the article quoted above on the male patient with chronic pelvic pain). In 
addition, the practice of physicians with multiple board certifications should not be discouraged through unilateral 
actions by a given board. One article on the ABOG case, for example, noted the impact on the 33 physicians with 
dual certification from the ABOG and the American Board of Addiction Medicine: “[T]his change meant risking the 
loss of their ABOG certification if their practice of addiction medicine comprised more than 25% of their medical 
practice or included male patients.”7 In short, just as physicians practice patient-centered medicine, changes in 
medical practice should be centered around, and responsive to, patient need—regardless of the number of patients 
impacted. 
 
AMA POLICY 
 
A search of AMA records found no AMA policy specific to this issue, although the following policy may be 
relevant. 
 
H-275.944, Board Certification and Discrimination 
(1) Where board certification is one of the criteria considered for purposes of measuring quality of care, determining 
eligibility to contract with managed care entities, eligibility to receive hospital staff or other clinical privileges, 
ascertaining competence to practice medicine, or for other purposes, the AMA oppose discrimination that may occur 
against physicians involved in the board certification process including those who are in a clinical practice period for 
the specified minimum period of time that must be completed prior to taking the board certifying examination. (2) 
Our AMA reaffirms and communicates its policy of opposition to discrimination against member physicians based 
solely on lack of American Board of Medical Specialties or equivalent American Osteopathic Board certification. 
(3) Our AMA continues to advocate for nomenclature to better distinguish those physicians who are in the board 
certification pathway from those who are not. (Sub. Res. 701, I-95; Appended: Res. 314, I-98; Appended: Sub. Res. 
301, I-99; Reaffirmed: Sub. Res. 722, A-00; Reaffirmed: CME Rep. 7, A-07) 
 
SUMMARY AND RECOMMENDATION 
 
The AMA is opposed to scope of practice limitations put into place by physician certification bodies. Such actions 
can have an adverse impact on the availability of physician workforce to ensure patient access to care, especially in 
cases where subspecialty physicians provide care to specific patient populations. Although in this particular case the 
ABOG rescinded its decision, it would be advisable for the AMA to express its opposition to any potential future 
actions by the ABOG or other ABMS member boards that would inappropriately limit physicians’ scope of practice. 
 
The Council on Medical Education therefore recommends that the following recommendations be adopted in lieu of 
Resolution 5-A-14 and that the remainder of the report be filed. 
 
1. That our American Medical Association (AMA) work with the American Board of Medical Specialties (ABMS) 

to ensure that ABMS member boards avoid attempts at restricting the legitimate scope of practice of board-
certified physicians. This is not meant to restrict the ability of ABMS member boards from deliberating on and 
issuing guidelines on the legitimate scope of practice within that board’s specialty. 

 
2. That our AMA work with the American Board of Medical Specialties (ABMS) to ensure that ABMS member 

boards avoid attempts at restricting the legitimate scope of practice of board-certified physicians. 
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7. ENHANCING THE AMA’S ROLE IN PREMEDICAL EDUCATION 

 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AND 

REMAINDER OF REPORT FILED 
See Policy D-295.315 

 
BACKGROUND 
 
Our American Medical Association (AMA) has recognized and stated support for the developmental pipeline for 
future physicians and other health care team members at the earliest appropriate time in premedical and pre-health 
care student training.1 The profession and the public are well-served by physicians and health care providers who 
have been educated and nurtured in the foundations of the profession – altruism, professionalism, and leadership 
skills among these. The Association of American Medical Colleges’ (AAMC) landmark report published in 1984 
noted the need for a baccalaureate education broadened beyond premedical science and premedical preparatory 
courses. 2 The report noted that aspiring physicians “should not only acquire and sustain clinical expertise, skills, and 
knowledge, but also retain, hone, and apply humanistic values and attitudes nurtured and expanded in college and 
inherent to a profession dedicated to caring and healing.” Premedical and pre-health care students who understand 
and commit to the tenets of the profession, as foundations of their own education and professional aspirations, may 
be more likely to remain ensconced in these attributes throughout their education and subsequent professional 
careers.3,4 
 
Few would dispute that a profession is well-served by members and aspiring learners who have depth of knowledge 
of, and commitment to, the historical ethical and altruistic base on which the profession was founded. As noted by 
De Vries and Gross,5 “Premedical education has an important, but mostly unrecognized influence on the attitudes, 
character, and moral lives of medical students.” 
 
Despite the findings and opinions noted above, the education and pre-professional development of premedical and 
pre-health care students still tends to focus largely on acquiring knowledge in foundational sciences—biology, 
chemistry, mathematics, psychology, sociology, etc., and achievement of high scores on institutional and national 
examinations. As noted by Albright, Webster et al., “Students come to college with varying degrees of commitment 
and understanding of their chosen careers and majors; students may decide on a medical career without much 
thought to what that means.” 6 Once accepted into medical or health care training, the educational experiences focus 
largely on acquiring the scientific knowledge and technical skills necessary to provide competent care. Duffy, in his 
eloquent assessment of the impact of the Flexner Report, noted “the poverty of professional ideals now current in 
medicine” that has been the unintended result of the profession’s emphasis on science and research.7 While the 
importance of demonstrating academic abilities and foundational knowledge in the sciences to admissions 
committees is generally not disputed, at present there is little emphasis in most premedical educational environments 
for the pre-professional and early professional student to gain an understanding of the “greater calling” of the chosen 
profession. As noted by Rockey and Winship,8 “We must make changes throughout the continuum of medical 
education and training that foster the development of medical leaders who can think and act—with our patients’ best 
interests in the pre-eminent—in the service of the profession and our health care system.” Inui’s report to the AAMC 
on professionalism development9 notes the current status of medical student education: “The ‘formative trajectory’ 

http://www.ama-assn.org/resources/doc/hod/x-pub/a15-reference-committee-reports.pdf#page=59
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of medical students is one that prepares them poorly for the kind of life commitment that we as faculty, given our 
ideals about professionalism in medicine, hope they make in their careers.” 
 
CURRENT AMA ACTIVITIES/INVOLVEMENT IN THE PREMEDICAL EDUCATION DOMAIN 
 
Our AMA’s current outreach and products addressing the needs of premedical and pre-health care students are 
limited. Student membership in the AMA requires enrollment in a Liaison Committee on Medical Education 
(LCME)- or American Osteopathic Association (AOA)-accredited medical education program. According to our 
AMA, more than 50 percent of medical students in LCME-accredited school programs hold active AMA student 
memberships. Premedical students begin forging a bond and commitment to the organization through their 
interaction with the AMA “Becoming a Physician” website. This is one of the most-visited sections of the AMA 
website. Indeed, AMA data show that the site garnered more than 275,000 page views in 2014 and is averaging over 
30,000 page views/month in 2015. At the same time, however, the premedical information provided on that site 
focuses primarily on the technical aspects of admission to medical education programs, with links to other 
organizations’ websites and an overview of the steps to independent practice. An updated, enhanced website, with 
more attention to the professional development aspect of the field of medicine, may better serve the needs of the 
many premedical students who use this popular resource and increase their understanding of the ethical foundation 
that underpins the profession. 
 
OTHER ORGANIZATIONS’ ACTIVITIES/INVOLVEMENT IN THE PREMEDICAL EDUCATION DOMAIN 
 
The “Becoming a Physician” site provides a direct link to the National Association of Advisors for the Health 
Professions (NAAHP) and the AAMC’s “Aspiring Docs.” Accessing educational material from the NAAHP site 
requires membership and a $125 annual fee. The Aspiring Docs website focuses almost exclusively on the 
application process, career options, services available, financial aid, and an overview of the medical education 
continuum. Publicly accessible websites maintained by the American Medical Student Association and the Student 
National Medical Association contain similar information related to the process of applying to medical school. 
 
POTENTIAL STRATEGIES FOR ENHANCING OUR AMA’S ROLE IN THE PREMEDICAL EDUCATION 
ARENA 
 
The opportunity exists to expand current premedical education and mentoring of aspiring physicians and those 
considering medicine as a profession. Capitalizing on these opportunities could fill gaps that have been identified for 
decades (and for the most part incompletely addressed), such as early development of professionalism and altruism 
characteristics for future physicians. 
 
A potential opportunity would be for the AMA, alone or in collaboration with other medical education interests, to 
investigate enhancing its existing “Becoming a Physician” website with additional educational resources targeted to 
premedical and pre-health care students. These resources, in the form of online modules, could serve to provide an 
understanding of the foundations of the profession. Possible topics could include, but are not limited to: 
 
• The origin and evolution of the profession 
• Basic concepts of medical professionalism 
• An introduction to medical ethics and discussion of their relevance to contemporary issues 
• The role of the physician in society and public health 
• Basic medical economics 
• The impact of sentinel and recent legislation on medical practice 
• Physician leadership development 
• Interprofessional teamwork in health care, and the physician’s role on the team 
• The role and influence of organized medicine 
• Milestones, stages of training, and the roles of regulatory bodies involved in the oversight of physician 

education and the practice of medicine 
 
A further step could be a simple assessment at the end of each module to assure successful completion of that 
module. Successful completion could result in a downloadable “certificate of completion.” This certificate could in 
turn be provided in medical school application materials to demonstrate to admissions committees that an applicant 
has an understanding of the basis of the profession and commitment to the principles. To complement this resource, 
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the AMA could consider offering low-cost opportunities for engagement activities to premedical students or pre-
health professions students, to include access to the modules. Such activities might lead to development of an early 
relationship between aspiring physicians and our AMA, which could potentially provide additional downstream 
benefits to the organization in terms of membership and expanded involvement with the AMA. It could also provide 
an additional measure for medical school admissions personnel as they consider the merits of a given applicant. 
Prior to development, input from medical schools would be needed to fully explore feasibility and potential value to 
schools of this program. 
 
RESOURCE NEEDS/BARRIERS 
 
Implementing the strategies noted above would require resource allocation within the AMA. The expertise for 
content development is currently present among staff and active members. Staff time for content development would 
need to be allocated and prioritized. Within the appropriate AMA unit(s), infrastructure would need to be developed 
to support the proposed activities, along with new staff time. A marketing plan would need to be developed and 
implemented. Allocation of these resources and coordination of efforts presents challenges within the organization. 
 
EXISTING AMA POLICY 
 
Current AMA policy relevant to this report includes the following: 
 
H-295.871, Initiative to Transform Medical Education: Strategies for Medical Education Reform. 
Our AMA continues to recognize the need for transformation of medical education across the continuum from 
premedical preparation through continuing physician professional development and the need to involve multiple 
stakeholders in the transformation process, while taking an appropriate leadership and coordinating role. 
 
H-295.995, Recommendations for Future Directions for Medical Education 
Our AMA supports the following recommendations relating to the future directions for medical education: (1) The 
medical profession and those responsible for medical education should strengthen the general or broad components 
of both undergraduate and graduate medical education. All medical students and resident physicians should have 
general knowledge of the whole field of medicine regardless of their projected choice of specialty. (2) Schools of 
medicine should accept the principle and should state in their requirements for admission that a broad cultural 
education in the arts, humanities, and social sciences, as well as in the biological and physical sciences, is 
desirable…. (5) Medical schools should require their admissions committees to make every effort to determine that 
the students admitted possess integrity as well as the ability to acquire the knowledge and skills required of a 
physician. (6) Although the results of standardized admission testing may be an important predictor of the ability of 
students to complete courses in the preclinical sciences successfully, medical schools should utilize such tests as 
only one of several criteria for the selection of students. Continuing review of admission tests is encouraged because 
the subject content of such examinations has an influence on premedical education and counseling. (7) Medical 
schools should improve their liaison with college counselors so that potential medical students can be given early 
and effective advice. The resources of regional and national organizations can be useful in developing this 
communication…. 
 
SUMMARY AND RECOMMENDATIONS 
 
Society and leaders in medical education have been calling for an increased emphasis on professionalism 
development in medical education. Meanwhile, premedical education and most established organizational resources 
focusing on these learners emphasize educational requirements and achievement scores in the foundational sciences. 
Our AMA could address the needs of the profession and society by providing enhanced resources for pre-
professional development and mentoring, prior to matriculation into medical school, for a broad group of learners 
who will become tomorrow’s health professionals. As a first step, revising and updating the “Becoming a Physician” 
website would enhance the value of this resource and help premedical student better understand the practice of 
medicine and the role of physicians in society. A second step, pending a thorough review of feasibility and available 
resources, would be to develop additional AMA engagement activities to 1) aid premedical students as they seek 
entry to medical school, 2) assist advisors and mentors to these students, 3) help medical schools make better, more 
informed decisions on admissions, and 4) help future medical students, and physicians, understand the relevance of 
our AMA and the long-term value of engagement and membership in the association. 
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The Council on Medical Education therefore recommends that the following recommendations be adopted and that 
the remainder of the report be filed. 
 
1. That our American Medical Association (AMA) update its “Becoming a Physician” website with most relevant 

information to enhance usage and usability, and support the concept and explore the feasibility of enhancing 
current AMA online resources for premedical students. 

 
2. That our AMA explore the feasibility of developing innovative online “premedical” engagement activities that 

are affordable to students and cost-effective for our AMA and have value to medical school admissions 
personnel. 

 
3. That our AMA explore the feasibility of developing resources to enhance premedical student advising and 

mentoring by physicians and others. 
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8. MEANINGFUL ACCESS TO ELECTRONIC HEALTH RECORDS (EHR) FOR 
UNDERGRADUATE MEDICAL EDUCATION STUDENTS 

(RESOLUTIONS 907-I-14 AND 914-I-14) 
 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

IN LIEU OF RESOLUTIONS 907-I-14 AND 914-I-14 AND 
REMAINDER OF REPORT FILED 
See Policy H-315.969 

 
Resolution 907-I-14, Promoting Education of Electronic Health Records in Undergraduate Medical Education, 
introduced by the Medical Student Section and referred by the House of Delegates (HOD), asked that our American 
Medical Association (AMA) support efforts to incorporate electronic health records (EHR) training into 
undergraduate medical education (UME). 
 
Resolution 914-I-14, Excessive Computer Time for Medical Students, Residents and Fellows, introduced by the 
Wisconsin Delegation and referred by the HOD, asked that our AMA work with the Liaison Committee on Medical 
Education (LCME) and Accreditation Council for Graduate Medical Education (ACGME) to encourage the nation’s 
medical schools and residency and fellowship training programs to teach trainees in those programs effective 
methods of utilizing electronic devices in the exam room and at the bedside, so that they enhance rather than impede 
the physician-patient relationship so as to have a positive impact on said relationship and health care for the patient. 
 
In 2011, the AMA Council on Medical Education began to assess medical student access to EHRs. With the 
transition from paper records to EHRs, students in many institutions are no longer able to write notes and orders 
(under supervision) in the actual patient chart. This change is a step backwards in the education of medical students. 

http://www.nacada.ksu.edu/Resources/Academic-Advising-Today/View-Articles/No-More-Missed-Opportunities-Using-the-Foreclosure-Model-to-Advise-Pre-Nursing-and-Nursing-Students.aspx
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Council on Medical Education Report 1-I-11, Medical Student Access to Electronic Health Records, described the 
barriers and limitations that, in many cases, have resulted in students assuming a mainly passive role as observers of 
the record. The report also analyzed the concerns that had been expressed about the effects of EHR use on student 
learning. This report provides an update on the current level of student involvement with EHRs in UME and 
explores best practices and opportunities to assure that students have ample opportunities to have access to and 
meaningful experiential clinical learning with EHRs. This report will also address Resolutions 907-I-14 and 914-I-
14. 
 
STUDENT ACCESS TO THE EHR 
 
EHRs have become important tools in patient care; many medical schools have incorporated the use of EHRs into 
their curricula. A survey by the LCME during the 2013-2014 academic year showed that almost all (98 percent) of 
LCME-accredited medical schools allowed student access to EHRs, although access to the EHR varied across 
institutions and hospital types (school- or university-owned hospitals, affiliated hospitals, non-hospital ambulatory 
training sites, and VA hospitals).1 
 
A 2012 survey of clerkship directors showed that permitted levels of use varied. The survey indicated that 32 
percent allowed students to only view the record; 41 percent allowed them to view and write notes; and 27 percent 
allowed them to view the record, write notes, and enter orders to be cosigned.2 
 
BARRIERS AND LIMITATIONS 
 
Legal and Regulatory Requirements 
 
Students are denied full access to EHRs or have significantly restricted access due to hospital and/or medical staff 
requirements, the structure of the EHR system (e.g., no place for student notes), liability concerns, legal 
requirements, and payer requirements/regulations.1 Guidelines issued by the Centers for Medicare & Medicaid 
Services (CMS) for documenting evaluation and management services under Medicare explicitly state that “students 
may document services in the medical record in certain circumstances.” Services provided by medical students are 
not reimbursable, and CMS has strict rules about which student documentation can be used to support billable 
service.3 
 
In a 2014 Compliance Advisory, the Association of American Medical Colleges (AAMC) recommended that “the 
EHR should allow for real-time identification of the author of a note (medical student, resident, non-physician 
provider or teaching physician) so that the author/history of authorship and review is readily apparent to all users in 
the final note.”4 Although CMS does not address documentation in the EHR, the AAMC also notes that meeting this 
requirement will mean that teaching physicians cannot copy and paste or refer to students’ documentation of 
physical examination findings or medical decision making in their personal notes.4 Inappropriate use of medical 
student documentation to support a bill to Medicare may be considered fraudulent by the federal government and 
may lead to allegations of violating the False Claims Act.4 
 
Other factors impeding medical students’ use of EHRs are concerns about security, patient privacy, and 
confidentiality. Access to health information, including data in the EHR systems at hospitals, ambulatory care 
centers, and other health care institutions, is highly regulated by laws, including the Health Insurance Portability and 
Accountability Act (HIPAA). These laws carry civil and, for some forms of violation, criminal penalties for 
individuals who break them, as well as sanctions and penalties for institutions that fail to protect health and personal 
information.5 
 
Institutions also tend to restrict medical student access to EHRs because of issues related to potential legal liability. 
The risk of medical errors due to the ability to copy and paste notes, input incorrect information, and misuse clinical 
decision support systems can present wide-ranging consequences for medical student education.6 
 
Educational Issues 
 
Some medical educators have expressed concern that students’ overreliance on clinical decision support systems, 
which allow for easy access to relevant and up-to-date medical literature for developing diagnosis and management 
plans, may lead to complacency in evaluating their own decisions. For example, if trainees rely on the EHR system 
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to alert them of potential serious side effects or drug interactions, they may be less likely to research these 
possibilities before ordering a medication.7 EHRs may also affect the development of oral presentation and 
communication skills and impair the ability to translate and synthesize clinical information before and during 
rounds.7, 8 
 
Further, some have argued that the EHR can hinder patient-physician communication9,10,11 and might be a barrier for 
relationship building tasks (talking to, looking at, and building rapport with patients) during clinical encounters.12 A 
study by Margalit et al. showed that physicians spent an average of 24 percent to 55 percent of the patient visit time 
gazing at the screen, and this time was inversely related to the physician’s direct engagement with the patient 
through asking questions and listening to the patient.13 It can be challenging for the clinician to effectively 
communicate while accessing the EHR with the patient present; minimize diversion of attention from a patient, 
which can alter the patient’s narrative; and avoid the diminishment of dialogue, particularly in the psychosocial and 
emotion realm.14 
 
Training and experience with the EHR system are important components for getting faculty adjusted to teaching 
health IT. However, the steep learning curve for faculty may be a barrier.2 
 
Copying and Editing Student Notes for Educational Purposes 
 
EHRs have the potential either to enhance or impair the development of effective written communication skills, 
which medical students are expected to begin exhibiting during UME.7 Medical students have reported that their 
documentation was better or more complete with the EHR.12,15 In a national survey of clerkship directors, however, 
more than half of respondents (57 percent) stated that they use the student note to help document a resident or 
attending note, and some (24 percent) indicated that there have been issues with an individual copying a provider’s 
note and using it as their own without the proper attribution.2 The survey respondents also felt that the “copy and 
paste” ability stifled a student’s thinking, especially in obtaining and synthesizing information, because students 
could and did “document” information that they didn’t obtain themselves.2 Although a limited educational 
framework exists for teaching students proper EHR documentation, the Alliance for Clinical Education has 
recommended that medical schools develop competencies in EHR documentation for all students and that medical 
education leaders must ensure that their students become skillful and ethical users of EHRs.15,16 
 
Logistical and Structural Issues 
 
In a recent study of medical student use of EHRs, more than 80 different EHR systems were reported as used by 
various institutions.2 Thus, it is likely that medical students will not be using the same EHR software systems at each 
of their assigned hospitals or practices. Furthermore, although the use of clinical simulation EHR curricula are 
increasing,17 not all training sites have teaching EHR systems in place. It can also be costly and time consuming for 
institutions to establish licenses/permissions and log-in IDs as well as provide appropriate training for students 
rotating through clinical clerkships.18 
 
EHR CHARACTERISTICS THAT WOULD MITIGATE COMPLIANCE AND OTHER CONCERNS 
 
The Advantages and Disadvantages of Scribing Notes for Educational Purposes 
 
Scribing by medical students is an activity that is distinct from allowing medical students to write notes as part of 
their educational experience. If possible, the EHR should allow for clear and automatic identification regarding 
whether a note is scribed as verbally instructed by the provider or written by a student as part of the educational 
experience. If this is not possible, then students should be required to clearly indicate when they are acting as scribes 
rather than students.4 

 
Scribing allows students to obtain a firsthand view of a broad spectrum of clinical medicine. It also strengthens the 
student’s medical knowledge, clinical decision making, and patient interaction and bedside manner. The process of 
capturing medical information with an EHR system also puts them ahead of their peers. Physicians and nurses who 
have scribes enter and retrieve EHR data for them are able to attend to patients more efficiently, especially in the 
emergency department.19 The Joint Commission does not endorse or prohibit the use of scribes.20 
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The University of Toledo established a successful scribe program in which it recruits first- and second-year medical 
students on a volunteer basis to assist in the medical center’s emergency department by transcribing patient 
information for their records. Working six-hour shifts, the scribes document the patient’s chief complaint and 
medical history and take notes on pertinent findings in the physical exam. The scribes review written information 
with physicians after the exam, and then transcribe the data into the patient’s EHR. They also alert physicians when 
lab results and imaging studies are available and document all procedures performed, consultations ordered, and 
changes in a patient’s course of care or response to treatment.19 
 
Clinical Decision Support Systems 
 
While concerns have been raised, as noted above, clinical decision support systems available within EHRs have the 
potential to enhance medical students’ knowledge and guide learning.7 Examples of decision support systems 
include reference materials, diagnostic assistance, clinical alert systems, drug dosing assistance, and preventive care 
or chronic disease management reminders. In a survey of clerkship directors, respondents cited clinical alert systems 
that inform users of drug allergies or drug-drug interactions as being most frequently used and valued.2 A well-
planned EHR can facilitate education and allow physicians to apply evidence-based medicine in the clinical context 
and provide opportunities to teach best practices. 7,21 

 
Learning to Use the EHR in a Way to Enhance Patient Interviewing 
 
Many health care experts have emphasized the promising capabilities of the EHR to involve patients in their own 
health care management and have reported that patients feel more in control of their care after viewing their visit 
notes. 1,22,23,24 
 
Medical schools are recognizing the need to teach students how to maximize the EHR in patient interactions. 
Students at the University of Arizona College of Medicine-Phoenix began receiving a 20-minute training session on 
how to use the EHR in a “relationship-enhancing way” after the college’s observational studies showed that today’s 
computer-savvy students make the same missteps as older generations when using an EHR in an exam room.25 The 
college developed a training intervention that teaches students to begin an office visit by explaining to patients why 
the computer is important to the visit, reassuring patients about confidentiality, and positioning the computer screen 
so the patient can see the screen to review information such as medication lists, laboratory values, and x-rays. 
Students are also taught to recognize cues to close their laptops and focus solely on the patient.25 
 
ACADEMIC EHR (AEHR) SYSTEMS AND VENDORS 
 
Resources to Identify AEHR Systems Available for Educational Settings 
 
An academic EHR (AEHR) is an adapted version of a clinical information system used in acute care and ambulatory 
facilities with modifications that customize the product for the needs of academic institutions. Since most AEHR 
systems are custom built, information on AEHR selection and resources to identify EHR systems for educational 
settings are not readily available. Integrating an AEHR into the curriculum can be complex; many faculty lack the 
expertise to identify technical specifications and components of an EHR, including vendor selection, 
implementation, training, and support.26 Other factors that need to be considered in the selection of an AEHR system 
include clinical requirements, the financial resources of the medical center and high cost of technology, the 
geographic setting, the need for outreach into the community, and an analysis of the existing and predicted flow of 
information and work within the clinical systems.27 
 
There are several different options for academic institutions to consider. Products range from fully functional AEHR 
systems similar to those used in the hospital setting to textbooks with accompanying activities on a software disc. 
Educational publishing houses are also developing simulated charting programs that allow students to document in a 
computerized format. Fully functional programs that allow for a large degree of customization vary by vendor and 
are more expensive than textbooks with accompanying software.28 To support the use of EHR products used by 
medical students and residents, some vendors offer customized templates that track author or source information and 
the date and time of origin as well as information being moved through the patient record.29 
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INNOVATIVE TRAINING MODELS 
 
The AMA’s Accelerating Change in Medical Education (ACE) Consortium, comprising 11 medical schools 
nationwide, is developing innovative models that can be adapted at other US medical schools 
(www.changemeded.org). The Consortium’s recent work includes investigating the tools necessary to create a 
robust virtual health care learning system, including teaching EHRs. Currently, each of the Consortium schools has 
an EHR system in place at the students’ primary clinical sites with some ability for students to write notes. 
 
At Vanderbilt University School of Medicine, for example, students are allowed to write notes about their patients 
that are displayed in the patients’ medical records. The entire patient note gets copied automatically to a different 
secure server that houses the student’s personal electronic portfolio. Students can also write orders that are saved as 
draft. Notes are evaluated to assess students’ documentation and reasoning skills. 
 
The technology-enabled curriculum at New York University School of Medicine includes a virtual patient panel 
with de-identified patient data. Third-year students are allowed to write notes and have mobile access to the EHR 
system; fourth-year students can write notes, write orders to be co-signed, and have mobile access. 
 
At Indiana University School of Medicine, a virtual health care system (vHS) and a teaching electronic medical 
record (tEMR) have been developed to teach clinical decision making and ensure competencies in system, team, and 
population-based health care skills. The tEMR provides a safe computer program for learners to become familiar 
with EHRs. Students are able to see de-identified patient data to practice making entries and creating a plan of care 
using the EHR resources. The program also includes resources to help students learn the costs of different tests, the 
effectiveness of those tests in discriminating between two diseases, and the advantages of using one test over 
another. Faculty are also being trained as quality and systems coaches in current health systems practice to be 
prepared to expertly use the tEMR. The vHS learning experiences will incorporate interprofessional team care and 
be taught by faculty from various health professions. The project runs sequentially over each year of medical school 
across all phases of the curriculum for all students across nine statewide campuses.30 This model is focused on a web 
application; users need only Internet access, the correct permissions, and a web browser to access the system. 
 
Meanwhile, third-year students at Oregon Health & Science University interact with virtual patients created in a 
simulated EHR (sim-EHR) in two manners. Simple EHRs and standardized patients are combined to teach the art of 
maintaining patient rapport while using an EHR. Students also use a sim-EHR case to demonstrate their skills in 
medication reconciliation, order entry, chart maintenance, and evidence-based chronic disease management.30 
 
Warren Alpert Medical School of Brown University developed a longitudinal UME EHR curriculum within a series 
of its clinical “Doctoring” courses. The six-course, non-specialty-specific program was designed to teach 
knowledge, skills, attitudes, and behaviors of the competent, ethical and humane physician, and combined 
instruction and assessment in medical interviewing, physical examination, cultural competency, medical ethics, and 
professional development. This program uses an educational paradigm that models interdisciplinary teaching and 
collaboration. An initial training session in EHR use during the third-year clinical skills clerkship was also 
implemented to formally introduce the computer into the physician-patient relationship. The program uses mock 
data with which students can practice. A second advanced EHR training module occurs late within the final 
Doctoring course.14 The school also constructed user-friendly, behavior-focused frameworks or “behavior grids,” 
drawn from existing literature, to facilitate and assess interviewing skills during EHR use and provide multisource 
feedback.14 
 
AMA POLICY 
 
Policy H-315.969, Medical Student Access to Electronic Health Records, states that our AMA (1) recognizes the 
educational benefits of medical student access to electronic health record (EHR) systems as part of their clinical 
training; (2) encourages medical schools, teaching hospitals, and physicians practices used for clinical education to 
utilize clinical information systems that permit students to both read and enter information into the EHR, as an 
important part of the patient care team contributing clinically relevant information; and (3) encourages research on 
and the dissemination of available information about ways to overcome barriers and facilitate appropriate medical 
student access to EHRs and advocate to the Electronic Health Record Vendors Association that all Electronic Health 
Record vendors incorporate appropriate medical student access to EHRs. 
 

http://www.changemeded.org/
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SUMMARY AND RECOMMENDATIONS 
 
The movement to EHRs provides opportunities to improve patient care as well as increase the accuracy of 
communications. With the transition from paper records to EHRs, students in many institutions are no longer able to 
write notes and orders (under supervision) in the actual patient chart. This change is a step backward in the 
education of medical students. The implementation of EHRs also presents significant challenges regarding patient 
communication, safety and privacy, controls for authorship and authentication, and compliance and liability. As a 
first step toward residency and beyond, medical students need to acquire the necessary hands-on experience, without 
compromising patient care or safety, to enter and discuss orders and prescriptions and document a clinical encounter 
in the medical record without direct supervision.4 Learning to use the EHR in a way to enhance patient interviewing 
is also critical. Some academic institutions are developing innovative teaching EHR systems, but software 
innovation and standardization is limited. Integrating an AEHR into the curriculum can be complex, expensive, and 
time consuming. 
 
The Council on Medical Education recommends that the following recommendations be adopted in lieu of 
Resolutions 907-I-14 and 914-I-14, and that the remainder of the report be filed. 
 
1. That our American Medical Association (AMA) reaffirm Policy H-315.969, Medical Student Access to 

Electronic Health Records, which recognizes the benefits of medical students’ access to electronic health record 
systems as part of their clinical training. 
 

2. That our AMA support medical student acquisition of hands-on experience in documenting patient encounters 
and entering clinical orders into patients’ electronic health records (EHRs), with appropriate supervision, as was 
the case with paper charting. 

 
3. That our AMA: (1) research the key elements recommended for an educational Electronic Health Record (EHR) 

platform; and (2) based on the research—including the outcomes from the Accelerating Change in Medical 
Education initiatives to integrate EHR-based instruction and assessment into undergraduate medical 
education—determine the characteristics of an ideal software system that should be incorporated for use in 
clinical settings at medical schools and teaching hospitals that offer EHR educational programs. 

 
4. That our AMA encourage efforts to incorporate EHR training into undergraduate medical education, including 

the technical and ethical aspects of their use, under the appropriate level of supervision. 
 
5. That our AMA work with the Liaison Committee for Medical Education (LCME), AOA Commission on 

Osteopathic College Accreditation (COCA) and the Accreditation Council for Graduate Medical Education 
(ACGME) to encourage the nation’s medical schools and residency and fellowship training programs to teach 
students and trainees effective methods of utilizing electronic devices in the exam room and at the bedside to 
enhance rather than impede the physician-patient relationship and improve patient care. 
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9. THE VALUE OF GRADUATE MEDICAL EDUCATION 
 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AND 

REMAINDER OF REPORT FILED 
See Policy D-305.967 

 
Over the past century, the graduate medical education (GME) system in the United States has contributed 
significantly to the health of the public by training generations of physicians who have provided care and greatly 
improved the health and longevity of our population.1 GME efforts are aligned with the “Triple Aim” of our current 
health care agenda, to achieve better care and better health, at lower cost. Today, the US GME system serves as the 
model for the globe and attracts applicants from all over the world. GME is singularly important in affecting 
physicians’ practices and the care of their patients for the remainder of their careers. 
 
The system of funding GME in the United States is complex and largely falls to the public in the form of funding 
from Medicare and, in many states, Medicaid. The Institute of Medicine (IOM) has recently affirmed the value of 
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this funding, while documenting concern about the lack of transparency and accountability in the way these funds 
are currently distributed.2 
 
The general public is likely to be uninformed as to the overall value of GME training, beyond that of training 
individual physicians to provide for their care in the future. This report focuses on the diverse activities of 
physicians while they are training in GME programs and how these contribute to the health and benefit of the public, 
both in this country and around the world. This report briefly summarizes the educational process and GME funding, 
and describes the added value GME provides in the areas of service (in the United States and globally), education, 
research, improved quality of care and community benefits. This will assist in supporting the policies of the 
American Medical Association (AMA) for expansion of GME positions and funding sources. 
 
GRADUATE MEDICAL EDUCATION – PROCESS, FUNDING, AND VALUE 
 
Process 
 
GME provides the formal training for physicians required by state licensure bodies. Upon graduation from medical 
school, physicians enter GME at an accredited training program (typically in a teaching hospital) in a particular 
specialty of medicine. There are two recognized accrediting organizations. The Accreditation Council for Graduate 
Medical Education (ACGME) has historically accredited allopathic medical programs (training for physicians with 
an MD degree), and the American Osteopathic Association (AOA) accredits osteopathic medical programs for 
physicians with a DO degree. Although several states may license a physician with just 1 year of accredited training 
(graduates of international medical schools, or IMGs, typically must complete 2 to 3 years of accredited training to 
qualify for state licensure), physicians who wish to become certified by an American Board of Medical Specialties 
(ABMS) member board in a particular specialty must graduate from a training program in that specialty. Required 
training length, depending upon the specialty, can be 3 to 5 years; therefore, all practicing physicians in the US will 
have at least 1 year of GME, and the vast majority will have 3 to 5 years of GME. Additional years of fellowship 
training are required for subspecialists.3 
 
Funding 
 
Prior to the end of World War II, hospitals covered GME costs via direct patient billing. The initial federal foray 
into funding GME began after World War II in the form of support via the GI Bill. The GI Bill provided a federally 
funded living allowance and subsidized costs when hospitals provided GME positions to servicemen. From 1940 to 
1960 the number of residency positions offered in the US increased six-fold.4 With the establishment of Medicare in 
1965, GME costs were explicitly included as part of reasonable costs for teaching hospitals, without a cap on the 
number of residency positions reimbursed. Currently, Medicare supports GME through two payment streams, direct 
medical education (DME) and indirect medical education (IME),5 the majority of which is in the form of IME 
payments to hospitals.6 
 
In addition to DME and IME support from Medicare, the federal government also reimburses GME partially through 
the Veterans Administration (VA), the Department of Defense, the National Institutes of Health, and other federal 
agencies.5,6 The VA supports 9,000 full-time residents, in addition to hosting more than 30,000 residents that rotate 
through VA facilities yearly. The Department of Defense trains approximately 3,000 residents for the uniformed 
services. State Medicaid programs contribute an estimated $3 billion annually to GME funding nationwide.7 
 
Most health policy experts, including our AMA, believe there is a looming shortage of qualified physicians to take 
care of an aging population. In its 2014 report on GME, the IOM found the evidence of an overall shortage wanting 
and highlighted the need for increased transparency in the allocation of federal money for GME, specifically money 
that would encourage the production of physicians in shortage specialties.2 The IOM did not propose increased 
GME funding but instead proposed combining DME and IME dollars into a single payment stream, and taking a 
percentage of the overall GME funding to create a GME policy council within the Department of Health and Human 
Services and a GME Center within the Centers for Medicare and Medicaid Services. This council would guide the 
development of innovative models of training and payment systems for GME. 
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Current Value 
 
Service Value. In providing direct patient care, residents and fellows often perform the initial evaluation of patients, 
provide first responder care in clinical emergencies, and perform necessary interventions/surgery under the 
supervision of an attending physician. Trainees provide a major component of care for underserved, uninsured, 
Medicaid, and Medicare populations. In particular, trainees provide a higher percentage of acute/complex care than 
might be expected from the relatively low percentage of US hospitals (roughly 6%) offering formal GME training. 
In this setting, trainees provide care for more than 20% of all hospital inpatients in the country, 28% of Medicaid 
hospital admissions, 40% of all hospital-based charity care (amounting to roughly $9.9 billion annually), 40% of 
high-acuity patient transfers, 62% of pediatric ICU care and 80% of level I trauma care. In addition, more teaching 
hospitals than nonteaching hospitals (89% vs. 16%) offer community outreach ambulatory services, which 
significantly impact population health in the setting of limited access to preventive services.8 Moreover, free 
community clinics staffed by residents offer an opportunity for continuity in care for community health and an 
appreciation of health care disparities.9 
 
In 2003 and 2011, the ACGME implemented restrictions to limit the consecutive and total number of hours resident 
physicians could work in order to promote rest and reduce fatigue among residents. Evidence has been mixed 
regarding resulting quality of care;10,11,12 however, increased resident productivity and efficiency allows for the 
continuation of high levels of care provided by residents. 
 
As the largest provider of medical training at all levels, the VA system is host to 30% of US medical residents. 
These trainees contribute substantially to the delivery of cost-effective and high quality patient care in the VA 
system. While roughly 33% of residents may consider VA employment before their rotation, over 77% consider it 
afterward. This is of significant value to the pipeline of providers of VA care.13 Given recent innovations in medical 
school curricula, VA trainees may be uniquely positioned to promote the VA system’s goals of improving service 
delivery, with a focus on outcomes and setting a course for long-term excellence and reform.14 
 
Global health rotations add perspective to the trainee’s view of health care. Such experiences foster idealism, 
enhancement of physical exam skills without reliance on technology, and knowledge of diseases that are uncommon 
in the United States. Trainees pursuing such experience are likely to develop an increased interest in primary care 
and are more likely to care for underserved populations.15 
 
In summary, GME positively impacts trainees, their sponsoring institutions, the community, affiliated academic 
health centers/university sponsors and the global community as well as our own nation’s population health. 
 
Teaching. Medical residents serve a vital role in undergraduate medical education, specifically during clinical 
training.16,17,18 They play a similar role in resident-to-resident training, both in an interdisciplinary manner and as 
senior residents training junior residents. 17 In the apprenticeship style of medical education, residents fill a vital gap 
between classroom and textbook learning and problem-based application on the wards. They also model skills that 
attending physicians may not readily demonstrate, such as finding work-life balance, handling criticism, and 
navigating the complex social structure of the hospital.19 
 
Based on surveys, residents enjoy teaching.20 Many take time outside of work hours to prepare for teaching topics,21 
and there are estimates that up to a quarter of a resident’s time is spent supervising, evaluating, and teaching.17 
Often, students rate the teaching of residents higher than that of attending physicians.22 In looking at models of 
experiential learning, participation in patient care stands out as the best learning tool.23 Residents facilitate this 
learning by being open to medical student participation. Studies suggest that residents are more likely to let students 
learn by trial and error.19 

 

Research. ACGME-accredited programs are required to advance residents’ understanding of research and 
engagement in scholarly activities; specialties differ in the level of research activity required. Over 44% of training 
programs require research, averaging 30 weeks in duration, and another 41% have an optional research rotation 
(American Medical Association, Graduate Medical Education Database, 2015). Despite the compression of 
residents’ time resulting from duty hours restrictions, residents have been able to continue publishing research, and, 
in some cases, the publication rate has increased,24 although there can be associated costs in terms of decreased 
clinical activities.25 Promoting and encouraging research by residents has been found to increase faculty 
involvement in research, thus contributing to the overall scholarly mission of the institution and value to society.26 
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International Medical Graduates. Physicians educated in other countries who seek GME in the United States, known 
as international medical graduates (IMGs), provide much-needed patient care, since many of them train in and enter 
primary care specialties and serve in underserved and shortage areas, including inner-city and rural areas.27 IMGs 
who are on an Exchange Visitor Visa (J-1) during their GME training may apply for a J-1 Visa waiver that allows 
them to stay in the United States after training, if they agree to work in an underserved area or shortage area. Since 
1994, when the J-1 Visa waiver program was initiated, over 9,000 IMGs have been granted waivers.28 Without these 
IMGs, thousands of patients would be without a physician in their communities. IMGs play a critical role in caring 
for the country’s neediest patients. In 2012, federal legislation was signed into law to extend to September 2015 the 
Conrad State 30 J-1 Visa Waiver Program, a vital program for placing IMGs in communities that face health care 
access challenges.29 The AMA supports the permanent reauthorization and expansion of the Conrad State 30 J-1 
Visa Waiver Program. 
 
Outcomes of Care. Teaching hospitals have been compared to non-teaching hospitals and non-teaching services on a 
wide variety of parameters, including quality of care, health care outcomes, time spent on procedures, costs, and 
health care disparities.30,31,32,33,34,35,36,37,38,39 Kupersmith 40 reviewed 23 such studies published between 1985 and 
2004. The majority of these studies showed improved quality and outcomes in teaching hospitals, and several 
additional studies demonstrate no difference between teaching and non-teaching hospitals. The outcomes measured 
were generally risk-adjusted in these studies due to the increased likelihood of sicker patients to be cared for in 
teaching hospitals. 
 
Operative procedures performed by residents supervised by faculty have been shown to take more time, but without 
significant differences in morbidity from non-teaching cases.37 One study showed a decrease in racial disparities in 
emergency department visit duration in teaching versus non-teaching emergency departments. 36 In a study of cost 
efficiency comparing internal medicine inpatient teaching teams to internists and hospitalists, the teaching teams had 
reduced length of stay and overall costs, without a difference in mortality.33 

 
Thus in virtually all important health outcome measures, including patient safety and quality of care, teaching 
hospitals perform the same as, or better than, non-teaching hospitals. 
 
Community Value. The economic and health care value of GME to local communities has been well established. 
GME creates a physician workforce that not only provides care locally while physicians are training, but 
additionally as physicians tend to locate near the community in which they have completed their training. This local 
workforce reduces recruitment costs for hospitals and practices, helps retain providers and mitigates shortages, 
positively affecting local health care practices in terms of increased community capacity and enhanced relationships 
between local hospitals and communities.41 This in turn is self-perpetuating, as a community with an active 
physician workforce tends to be attractive to medical students when considering options for their own residency 
training.42,43 The economic value of a practicing physician to a community includes supporting 14 jobs and over $1 
million in wages and benefits, as well as over $90,000 in local and state tax revenues.44 
 
Similarly, physicians may find a community with GME as an attractive place for relocation, as the health care 
resources and educational opportunities provided by the teaching hospital create a setting that enriches practice, and 
thus enhances health care.45 Many residents who train in safety net settings return to practice in these settings.46 A 
review of the direct, indirect, and intangible benefits of GME programs suggests that benefits extend beyond the 
walls of the teaching hospital and into the community at large. Through service, these programs contribute 
positively in ways that cannot be easily assessed in hospital revenue and expense reports. More study that can 
demonstrate the magnitude of the contributions of GME to the institutions and the communities they serve is 
warranted, to help improve planning, resource allocation, innovation, and quality for the local community.39 
 
In summary, the local community gains from GME, specifically by attracting physician talent, preventing physician 
attrition, and improving the economic and health care-providing benefits of local teaching institutions. 
 
AMA POLICY 
 
Policy D-305.967 (9), The Preservation, Stability and Expansion of Full Funding for Graduate Medical Education, 
asks our AMA to work, in collaboration with other stakeholders, to improve the awareness of the general public that 
GME is a public good that provides essential services as part of the training process and serves as a necessary 
component of physician preparation to provide patient care that is safe, effective and of high quality. 
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SUMMARY AND RECOMMENDATIONS 
 
While difficult to fully and accurately measure, the many tangible (and intangible) contributions of resident/fellow 
physicians to not just the US health-care system but also to the nation as a whole are no doubt significant. Those 
benefiting from GME include sponsoring and affiliated training institutions, community health clinics, local 
physician practices, underserved areas, the community-at-large, and the global community. The patient care 
services, teaching, research, altruistic efforts, and global outreach are unique and represent a large and nearly 
irreplaceable public health and economic benefit to society. Studies show that, despite concerns about the potential 
quality impacts of trainees, patient safety is not compromised during GME, and in virtually all important health 
outcome measures teaching hospitals perform the same as, or better than, non-teaching hospitals. Further, the 
presence of GME in a community extends beyond the institution’s doors to enhance the economic and health well-
being of the community. It also creates opportunities to attract physician talent while preventing physician attrition, 
thus ensuring continued access to care and providing inestimable public contributions. Surveys show that Americans 
have a high level of respect for physicians as bastions of the community and as a bulwark for ensuring the health of 
the individual, in all its aspects, as well as the community. In summary, the value of GME to the nation is 
indisputable. 
 
The Council on Medical Education therefore recommends that the following recommendations be adopted and that 
the remainder of the report be filed.  
 
1. That our American Medical Association (AMA) utilize its resources to share its content expertise with 

policymakers and the public to ensure greater awareness of the significant societal value of graduate medical 
education (GME) in terms of patient care, particularly for underserved and at-risk populations, as well as global 
health, research and education. 

 
2. That our AMA revise Policy D-305.967, “The Preservation, Stability and Expansion of Full Funding for 

Graduate Medical Education,” to read as follows: “8. Our AMA will vigorously advocate for the continued and 
expanded contribution by all payers for health care, (including the federal government, the states, and local and 
private sources payers), to funding both the direct and indirect costs of GME.” 

 
3. That our AMA advocate for the appropriation of Congressional funding in support of the National Healthcare 

Workforce Commission, established under section 5101 of the Affordable Care Act, to provide data and 
healthcare workforce policy and advice to the nation and provide data that support the value of GME to the 
nation. 

 
4. That our AMA support recommendations to increase the accountability for and transparency of GME funding 

and continue to monitor data and peer-reviewed studies that contribute to further assess the value of GME. 
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10. ALIGNING THE EVALUATION OF PHYSICIANS ACROSS THE 
MEDICAL EDUCATION CONTINUUM 

 
Reference committee hearing: see report of Reference Committee C. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AND 

REMAINDER OF REPORT FILED 
See Policy H-295.862 

 
THE IDEAL CONTINUUM 
 
In order to provide a framework, this report begins with a description of an ideal continuum that would allow 
determination of whether a medical student, resident or practicing physician has acquired and can demonstrate the 
competencies that characterize a physician. As the individual moves through medical school, residency training, and 
into practice, he or she should be able to demonstrate the knowledge, skills, attitudes and behaviors related to these 
competencies at levels of accomplishment that are appropriate to his or her stage of the medical education 
continuum. This requires that, for each of the competencies, there will be assessment methods, tools and metrics to 
test an individual’s achievement of expected outcomes. In the ideal continuum, the methods and tools used for 
assessment are able to determine, and in some cases predict, the individual’s level of accomplishment. 
 
The ideal continuum for evaluation depends on the availability of the following: 
 
• Agreed-upon outcome-based competencies; 
• Performance benchmarks for each level of the continuum and for entry into and maintenance of practice; and 
• A process and measurement tools to assess whether the learner can demonstrate achievement of the relevant 

competencies at an appropriate level. 
 
PURPOSE AND SCOPE OF THIS REPORT 
 
American Medical Association (AMA) Policy H-295.862, Alignment of Accreditation Across the Medical 
Education Continuum, adopted at the 2014 Annual Meeting of the House of Delegates (HOD), supports the concept 
that assessment of physicians across the continuum should be based on the six competency domains of the 
Accreditation Council for Graduate Medical Education (ACGME): patient care, medical knowledge, interpersonal 
and communication skills, professionalism, practice-based learning and improvement, and systems-based practice.1 

The current report uses this competency framework in the discussion of assessment methods. 
 
This report is the second in a series. Council on Medical Education Report 4-A-14, Alignment of Accreditation 
Across the Medical Education Continuum, discussed how accreditation could be aligned from medical school 
through residency. It concluded that there should be collaboration among interested stakeholder groups to identify 
guidelines for the general level of learners’ competencies as they move from one stage of the continuum to the next. 
The current report summarizes approaches to evaluating physicians across the continuum from entry to medical 
school into practice and describes the following: 
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• The methods and tools currently used to assess knowledge, skills, attitudes and behaviors relevant to 
competency domains during the stages of the medical education continuum. 

• The status of efforts to use assessment to predict individuals’ success during training and in practice. 
• The status of and potential approaches to using a competency framework for aligning assessment across the 

continuum. 
 
THE DEFINITION OF ASSESSMENT AND RELATED CONCEPTS 
 
The evaluation of physician learners across the continuum should include a variety of assessment methods to allow a 
judgment about an individual’s attainment of specific knowledge, skills, and behavioral and attitudinal outcomes. As 
described by Boulet and McKinley, assessments: 
 

must be practical, yield sufficiently precise measures of ability, and allow one to make justifiable inferences 
concerning the qualities or abilities of those being evaluated.2 

 
Through the use of relevant assessment methods, it can be accurately and consistently determined whether and at 
what level the expected competencies have been acquired by a given learner. 
 
Validity and Reliability 
 
The validity of an assessment tool (e.g., a multiple-choice test, a clinical skills examination) relates to whether it 
actually measures the “construct” (the characteristic) that it intends to measure (e.g., professionalism).3 The 
assessment tool needs to be tested (validated) to ensure that it is accurately measuring all the relevant components of 
the construct (e.g., medical knowledge). The reliability of an assessment tool relates to the consistency of scores 
when the tool is administered repeatedly within a short timeframe to the same learner.3 Both reliability and validity 
must be considered in determining if a given assessment tool is appropriate for the desired purpose. 
 
Formative and Summative Assessment 
 
Formative assessment is designed to provide feedback to individuals for purposes of their learning and 
improvement. In formative assessment, the results are used by the learner for his or her own purposes and the results 
do not contribute to an external decision about the learner, such as progress to the next level of training or grading. 
Summative assessment, in contrast, contributes to final judgments, such as pass-fail decisions. The same types of 
assessment methods or tools may be used for both formative and summative assessment, though the level of 
feedback to the learner will differ. In formative assessment, the learner receives detailed information about his or her 
performance, such as content areas where performance was strong or weak. In summative assessment, the learner 
likely will receive only a score/set of subscores or a decision, such as pass or fail. 
 
OVERVIEW OF THE ASSESSMENT METHODS USED IN VARIOUS PHASES 
   OF THE EDUCATIONAL CONTINUUM 
 
Assessment of Knowledge and Cognitive Skills 
 
Assessment of knowledge is often done through tests using multiple-choice questions (MCQs).4 The MCQ format 
came into prominence in the 1950s. For example, the National Board of Medical Examiners engaged in statistical 
studies related to the validity and reliability of tests using MCQs and found reliability and validity of the format 
appropriate for licensure examinations and superior to methods that had been used, such as essay questions.5 Today, 
tests using MCQs are used across the continuum from preadmission testing (the Medical College Admission Test) 
through the medical specialty board certification and re-certification examinations in the various specialties. The 
MCQ format allows a wide variety of objectives to be tested and the test to be easily scored.4 However, care must be 
taken that questions match the expected competency that the learner should demonstrate. For example, questions 
that simply expect the recall of previously learned information are not appropriate when the goal is to assess higher-
level skills, such as medical reasoning or problem-solving. 
 
Cognitive skills, such as problem-solving, also can be assessed through observation of the learner in a classroom or 
workplace setting. During medical school, formats such as problem-based learning allow an assessment of how well 
learners identify and utilize information related to clinical problems. As the medical student gains more experience, 
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he/she applies this skill in the context of real patients during clerkships, where the skill is assessed through 
supervisor observation. In medical school and residency training, cognitive skills such as clinical judgment also can 
be assessed through more structured observational techniques, such as case-based discussion/chart stimulated 
recall.6 In these situations, the individual is observed demonstrating his/her thought processes related to the care of 
real patients. Observational assessment methods, even under controlled conditions, require appropriate training of 
evaluators.6 
 
Assessment of Clinical and Communication Skills 
 
Assessment of procedural skills may occur in isolation (i.e., the performance of a specific task, such as examining 
the abdomen or suturing) or along with assessment of cognitive skills (i.e., the performance of a physical 
examination with the results used by the examinee to develop a problem list or management plan). Similarly, 
communication skills may be assessed alone (e.g., the ability to ask open-ended questions or to put the patient at 
ease) or in the context of eliciting information that allows a specific diagnosis to be made. 
 
There are a variety of assessment methods and tools that are used for the evaluation of clinical and communication 
skills within the clinical setting. All are based on observation of performance with real patients during a single 
clinical encounter or cumulative over time. For example, the mini-clinical evaluation exercise (mini-CEX), 
developed in the 1990s, is a workplace-based single encounter assessment that evaluates patient encounters in the 
clinical setting. It is useful for the assessment of a variety of competencies, including professionalism, 
interviewing/communication and physical examination and allows for immediate post-encounter feedback.8,9 The 
mini-CEX is used during medical school and residency training.10 In summary, many tools, such as checklists and 
rating scales, are used during medical school and residency training to assess students, residents and fellows in the 
clinical setting.10 Often the tools are developed and used within one medical school or residency program. 
According to a systematic review of the literature, few tools have been “thoroughly evaluated and tested” for their 
reliability and validity, the mini-CEX being one exception.10 
 
Assessment of clinical skills also can occur in a simulated setting. The Objective Structured Clinical Examination 
(OSCE) first was described in 1975 as a way to enhance the reliability and validity of clinical skills assessment and 
to ensure that learners (medical students and residents) are systematically observed performing core clinical 
skills.11,12 OSCEs consist of a series of cases that require the individual to elicit information through history and/or 
physical examination and/or to use clinical information in follow-up, such as creating a differential diagnosis or 
management plan. OSCEs are widely used within individual medical schools for formative or summative 
purposes.13 The United States Medical Licensing Examination Step 2-Clinical Skills is an OSCE-based examination. 
In the 2013-2014 academic year, 96 percent of MD-granting medical schools required students to take the 
examination and 67 percent required a passing score for advancement or graduation.13 
 
High-fidelity simulation has been noted to be useful in assessing both technical and non-technical skills. While there 
is evidence for the face validity of these measures, the evidence for their reliability and predictive validity is not as 
clear.6 
 
Methods that allow assessment of written communication skills include review of clinical documentation (e.g., chart 
review, patient write-ups). For example, there is widespread use of clinical documentation review during required 
clinical clerkships.7 Review of clinical records as an assessment methodology extends into residency training and, in 
some cases, into clinical practice. For example, in practice there could be assessment of the accuracy and adequacy 
of the clinical record and of whether information has been shared with appropriate parties, such as patients and 
referring physicians. There is little information in the literature about the extent to which the review of physician 
records occurs in a systematic manner. 
 
Assessment of Professionalism 
 
Professionalism may be characterized in a variety of ways and each has implications for assessment. For purposes of 
this report, professionalism is considered to be a “characteristic or attribute that is identifiable within individuals”14 
and is assessed though the observation of behavior in actual or simulated settings. The complexity of assessing 
professionalism arises from the different characteristics included in the definition (e.g., altruism, integrity) by 
different groups and the need to operationalize these characteristics into observable behaviors.14 For purposes of 
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assessment, professionalism has been considered as a “global construct” (that is, a composite characteristic) or as a 
set of individual, though perhaps related, characteristics.15 
 
Regardless of the complexities, professionalism is widely evaluated during medical school and residency training 
and also is considered during the admission process.14 For example, medical schools use a variety of methods to 
assess professionalism (Table 1). 
 

Table 1:Methods Used by Medical Schools in the Assessment of Professionalism (2012)16 
 
Method 

Number and 
% of Schools 

Observation by clinical faculty during clerkships 134 100% 
Observation during small group sessions in the preclinical years 129 96% 
Observation by residents 126 94% 
Observation during laboratory sessions 118 88% 
OSCE with one or more professionalism stations 99 74% 
Comments from other health professionals 79 59% 
Comments from patients 55 41% 

 
Assessment of professionalism can occur as a single point-in-time evaluation, such as the mini-CEX; composite 
performance over time, such as in an end-of-clerkship evaluation; or a critical incident, such as the reporting of an 
incident of unprofessional behavior.17 In residency training, the ACGME milestones for all specialties include an 
assessment of various aspects of professionalism over time.1 While the milestones for each specialty include an 
evaluation of professionalism, each organizes the components of professionalism (and consequently the specific 
behaviors evaluated) differently. 
 
Other tools are being used to support formative and summative evaluation of professionalism. Portfolios are being 
used in medical school and residency as a means to store information from a variety of assessment methods, to allow 
the creation of a comprehensive view of the individual over time.6 The move to electronic portfolios has increased 
their flexibility and utility, though security of information remains an issue.18 

 
Systems to Assess Multiple Competencies 
 
While the previous discussion focused on the tools and methods typically used to assess single competency domains, 
there are systems and processes in place to address the physician’s accomplishments across the six competency 
domains, including systems-based practice and practice-based learning and improvement. The ACGME milestones 
project includes the ongoing assessment of each of the six competency domains in each specialty.1 This system is 
designed to monitor a resident’s ongoing progress in more than 30 areas per specialty so that the graduate’s 
readiness for unsupervised practice can be documented.1 Similarly, the American Board of Medical Specialties 
Maintenance of Certification (MOC) program addresses the six competency domains using multiple methods for 
learning and assessment.19 Such comprehensive assessment systems can provide information for physicians and 
others to use for tracking progress along the continuum. 
 
This report has described many tools and methods that are available to assess medical knowledge, patient care, 
interpersonal and communication skills, and professionalism. A variety of processes exist, such as those used by the 
individual medical specialty boards for Part IV of the MOC program, to assess systems-based practice and practice-
based learning and improvement.34 In general, however, less research has been conducted to determine their 
reliability and validity for summative purposes. They are able to provide useful formative feedback to individual 
physicians and their practices. 
 
THE BENEFITS AND LIMITATIONS OF SELF-ASSESSMENT 
 
Physicians need to understand their knowledge and skill gaps, so that they can be remedied through targeted 
education and practice. Self-assessment allows physicians to take responsibility for their learning and to build an 
ongoing educational program based on perceived needs. However, reviews of the literature have cast doubts on 
physicians’ ability to independently assess their own knowledge, skills, or performance in a global content domain 
as compared with an appropriate external assessment measure.20,21 In summary, self-assessment is important but 
insufficient in itself to allow physicians to identify areas in which they need to improve. To address this, researchers 
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have pointed to the importance of external assessments. In addition, the creation of objective measurements or 
benchmarks of performance and the use of an external appraiser to facilitate self-assessment could be useful.20 

 
METHODS AND TOOLS TO PREDICT PERFORMANCE 
 
There has been a great deal of research on what tools/measures are useful to predict the performance of a physician-
in-training or a physician in a future phase of the continuum, including in practice.22 Some of these measures, for 
example, the Medical College Admission Test (MCAT) and the United States Medical Licensing Examination 
(USMLE), are widely used in admission decisions to medical school and residency programs, respectively. In 
summary, though, reviews of the literature indicate that clinical competence is complex and that no one measure is 
sufficient to predict overall performance after medical school graduation.22 This section summarizes research linking 
tools or measures with specific outcomes, such as future examination or clinical performance. In summary, while 
performance on tests of knowledge tends to predict performance on tests of knowledge, there is far less evidence for 
valid measures to predict performance at later stages of the continuum in other competence domains. 
 
Predicting Success in Medical School 
 
In their selection processes, medical schools typically rely to varying degrees on the MCAT, the college grade point 
average (GPA) and interviews. There has been much research done on how well the MCAT predicts performance 
during medical school. Statistical analyses reveal that the MCAT score has a significant relationship to USMLE Step 
1 performance (predicts about 43 percent of the variance) and a much smaller relationship to Step 2 performance 
(predicts about 18 percent of the variance).23 In general, the total MCAT score has a medium predictive validity for 
basic science course performance (19 percent of the variance) and clinical (clerkship) performance (15 percent of 
the variance), and medical school grades were best predicted by a combination of MCAT scores and undergraduate 
GPA, though the percent of the variance explained was not high.23,24 These results indicate that there are other 
factors that influence performance in medical school. 
 
Some form of interview is used as part of the admission process to, in part, assess nonacademic personal qualities 
and to predict nonacademic success.25 Concerns have been raised, however, about lack of consistency and 
objectivity in an unstructured interview.26 To address this issue, new formats have been created that exhibit more 
standardization. The multiple mini-interview (MMI) uses a number of brief encounters modeled after the OSCE. As 
utilized by the McMaster University MD program, candidates have a short period of time to respond to questions or 
situations alone or with other applicants. All applicants experience the same scenarios. In an early study, the MMI 
was independently predictive of performance on the Medical Council of Canada Qualifying Examination 
(MCCQE).27 The MCCQE is similar to the USMLE. The MMI is a type of situational judgment test. This type of 
assessment has been shown to be useful to select for a variety of nonacademic or professional attibutes.28 
 
Predicting Success in Residency Training 
 
USMLE Step 1 scores are commonly used by residency program directors to select applicants for interviews.29 
However, USMLE performance can be influenced by a variety of factors, such as the curriculum of the medical 
school, the assessment methods used by the school, and the clinical experience of the student at the time the exam is 
taken. 
 
A review of the literature did not show a statistically significant correlation between USMLE Step 1 and 2 scores 
and reliable measures of procedural and clinical skill acquisition among residents and fellows. There is, however, 
correlation between USMLE scores and the scores on MCQ-based medical specialty board examinations.29 There 
also was a significant correlation between USMLE Step 2 scores and the scores on the in-training examination in 
one specialty.30 
 
Predicting Success in Practice 
 
A systematic review of the literature22 found few studies of the relationship between performance in the early stage 
of the continuum (i.e., medical school) and performance in practice. One substantive area of inquiry is related to the 
identification of individuals who would experience future adverse actions. Studies have linked behaviors in medical 
school and residency training related to professionalism with the risk of disciplinary actions by state medical 
licensing boards. Behaviors in medical school that were statistically related to licensing board actions were defined 
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by the authors as “severe irresponsibility” and “severely diminished capacity for self-improvement.”31 A national 
study of internal medicine residents found that low professionalism ratings on the Residents’ Annual Evaluation 
Summary predicted increased risk for disciplinary action by state medical licensing boards. The study also found 
that progressively increasing professionalism ratings and higher scores on the American Board of Internal Medicine 
certification examination were associated with less risk for subsequent disciplinary action.32 
 
Clinical performance at all levels of the continuum is complex, and little is known about the relationship between 
performance measures early in the continuum and longer-term practice outcomes.22 There is a need, therefore, for a 
more systematic approach to study of the predictive value of assessment methods and tools. 
 
APPROACHES TO ALIGNING ASSESSMENT ACROSS THE CONTINUUM 
 
What type of assessment system would allow the performance of an individual to be determined through valid and 
reliable means at various stages of the continuum? Based on research to date, external assessment of clinical 
knowledge using “written” tests can be both predictive from one stage of the continuum to the next and can have 
appropriate levels of reliability and validity. There would be a need, however, to ensure that the test blueprint (the 
number of questions per content area) samples appropriately from the discipline domain being tested2 and that the 
questions are at an appropriate level for the stage of the continuum. There are methods, such the OSCEs and mini-
CEX, to assess distinct cognitive and procedural skills. These also, when properly developed and administered, have 
appropriate statistical properties. Performance benchmarks (e.g., passing scores) for all these could be set based on 
the stage of the continuum. There are many other domains of clinical competence that are assessed in various ways, 
but these assessments tend to occur in isolation and do not allow a composite picture of knowledge and skills at a 
given phase of an individual’s professional development. 
 
Workplace-based Assessment as an Organizing Framework 
 
There is a need to create an organizing framework that would allow assessment along the medical education 
continuum related to the six competency domains. Workplace-based assessment is defined as: 
 

the assessment of working practices based on what doctors actually do in the clinical setting and predominantly 
carried out in the workplace itself.33 

 
Workplace-based assessment can be a format for collecting and aggregating performance data from quantitative and 
qualitative sources about a breadth of clinical skills. As such, it can be used to provide feedback about physicians’ 
development of these skills as they progress along the continuum.33 The tools that typically are used for workplace-
based assessment can be categorized as: 
 
• Documentation of work experience, such as patient encounter logs. 
• Observation of individual clinical encounters, such as the mini-CEX. 
• Discussion of individual clinical cases, such as chart stimulated recall. 
• Feedback from peers and others on routine performance.6 
 
These techniques have been described in an earlier section of this report. Workplace-based assessment allows the 
results to be aggregated so that a picture of composite performance can be developed. 
 
Setting Benchmarks of Performance 
 
The results of workplace-based assessment would allow a cumulative judgment about the performance of an 
individual at a given stage of the medical education continuum and allow a determination of readiness for 
progression to the next year of the program or phase of the continuum. How then do we know if the level of 
performance that is achieved is appropriate? Benchmarks for individual measures, such as the passing score on a 
written test and an OSCE, are common. However, benchmarks for the aggregate performance of an individual are 
not. One example that has been implemented is the milestones component of the ACGME Next Accreditation 
System.1 Residency programs will evaluate residents in each of the competency domains at intervals and submit 
composite milestone data on residents to the ACGME every six months. The results of the milestone evaluations 
will place each resident along a performance continuum for each competency domain.1 While this information will 
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be used as part of the accreditation process, it is not clear how it will be used in decisions within a residency 
program about progression for individual residents. 
 
The issue of benchmarks for progression decisions is an important one, since competency-based curricula permit the 
advancement/promotion of an individual within medical school and from medical school to residency that is not 
time-based. That is, a medical student or a resident could complete the educational program in less than the standard 
time if he or she meets the requirements of the program’s competencies. While theoretically attractive, there is a 
need to set appropriate performance benchmarks to determine if the requirements have been met. This is not just a 
theoretical need. In the 2013-2014 academic year, 17 medical schools (12%) reported having a time 
flexible/competency-based curriculum for all students.7 
 
SUMMARY AND RECOMMENDATIONS 
 
The goal of ensuring that physicians are knowledgeable and skilled depends on an assessment system that allows 
both formative feedback to improve performance and summative decisions based on valid and reliable measures. 
The system should be coordinated so that progression in knowledge and skill development can be monitored across 
the stages of the medical education continuum. While there has been progress in achieving this outcome, more work 
is needed in two areas. One is assessment of the competency areas of systems-based practice and practice-based 
learning and improvement. Another area is to move beyond the individual competency areas to ensure that 
physicians are prepared for the complexities of medical practice. 
 
The Council on Medical Education recommends that the following recommendations be adopted and that the 
remainder of this report be filed. 
 
1. That our American Medical Association (AMA) support the concept that evaluation of physicians as they 

progress along the medical education continuum should include the following: 
 

a. Assessments of each of the six competency domains of patient care, medical knowledge, interpersonal and 
communication skills, professionalism, practice-based learning and improvement, and systems-based 
practice; and 

b. Use of assessment instruments and tools that are valid and reliable and appropriate for each competency 
domain and stage of the medical education continuum. 

 
2. That our AMA encourage study of competency-based progression within and between medical school and 

residency. 
 

a.  Through its Accelerating Change in Medical Education initiative, our AMA should study models of 
competency-based progression within the medical school. 

 
b. Our AMA should work with the Accreditation Council for Graduate Medical Education (ACGME) to study 

how the Milestones of the Next Accreditation System support competency-based progression in residency. 
 
3. That our AMA encourage research on innovative methods of assessment related to the six competency domains 

of the ACGME/American Board of Medical Specialties that would allow monitoring of performance across the 
stages of the educational continuum. 

 
4. That our AMA encourage ongoing research to identify best practices for workplace-based assessment that allow 

performance data related to each of the six competency domains to be aggregated and to serve as feedback to 
physicians in training and in practice. 
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