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Background 

In 1998, the ACCME completed an inclusive and thorough process of reviewing and revising its 
accreditation system.  The new system values continuous quality review and improvement in the context 
of activity review as well as overall program improvement.  The specific accreditation requirements call 
upon the CME provider to: 

“The call for accrediting and certifying organizations to move toward a competency-based 
approach to education is in response to growing concerns about patient safety (Institute of 
Medicine, 2000), the persistent and substantial variation in patient care across geographic 
settings that does not relate to patient characteristics (O’Connor et al., 1996; Wennberg, 
1998), and the related desire on the part of public payers and consumers for increased 
accountability.”   

 (Health Professions Education: A Bridge to Quality, Institute of Medicine Report, 2003) 
 

 
 “Oversight processes include accreditation, certification, and licensure.  Educational 
accreditation serves as a leverage point for the inclusion of particular educational 
content in a curriculum.  Licensure assesses that a student has understood and mastered 
formal curricula.  Certification seeks to ensure that a practitioner maintains competence in a 
given area over time.  Organizational accreditation also may influence practitioner’s ongoing 
competency.”   

(Health Professions Education: A Bridge to Quality, Institute of Medicine Report, 2003) 
 

 
The ACCME’s Mission is the identification, development, and promotion of standards for 
quality continuing medical education (CME) utilized by physicians in their maintenance of 
competence and incorporation of new knowledge to improve quality medical care for 
patients and their communities.  The ACCME fulfills its mission through a voluntary self-
regulated system for accrediting CME providers and a peer-review process responsive to 
changes in medical education and the health care delivery system. 

(ACCME Mission Statement, 1996, Revised 1999) 
 

The ACCME Values, 
1.1 Continuing Medical Education and life-long learning that affects physician 

performance and thereby improves the healthcare of people. 
1.2 Reasonable standards and criteria for all CME providers that contribute to the 

continuous improvement of this entire education system. 
1.3 Fair, valid, innovative, and consistent accreditation practices. 
1.4 Accountability, responsiveness, and leadership to ACCME’s multiple markets and 

constituents. 
1.5 Collaboration and partnership with our multiple markets and constituents. 
1.6 Measuring the effectiveness of accreditation, CME, and physician performance. 

(Excerpted from the ACCME’s Strategic Plan, March 2003)
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 have a CME mission that outlines its purpose, target audience, type of activities, content, and 
expected results (Essential Area 1);  

 use a learner-centered educational system whereby the provider’s planning process uses needs data 
to plan activities in which the needs are linked to an expected educational result.  Learners are 
informed of the purpose of the activity beforehand.  The provider measures the impact, or 
effectiveness, of the activity and of the whole CME program in terms of the satisfaction, knowledge, 
skills, or practice change of the learner or improvement of the health status of the learner’s patients 
(Essential Area 2); and 

 conduct CME within a sound organizational structure, meeting business obligations and 
commitments, and ensuring the separation of promotion from education (Essential Area 3). 

The 1998 system introduced criterion-referenced decision-making into the ACCME’s process, with an 
explicit compliance criterion for each element. The ACCME rewards excellence with “exemplary 
compliance” findings, which can result in the sought after Accreditation with Commendation (six year 
term). Improvement is both expected and rewarded.   

In 2000, under the leadership of Chair Steven Minnick, MD, the ACCME completed a strategic planning 
process that established the importance for ACCME of incorporating the newly developing concepts 
around maintenance of certification, education that is effective in facilitating positive changes in practice, 
and a system to ensure that educational content is validated for application in practice.  New opportunities 
for outreach and collaboration by the ACCME were sought.  ACCME identified opportunities for using 
new forms and media for its accreditation, recognition, monitoring and education programs.  The ACCME 
is now almost entirely web-based within the survey and accreditation decision-making processes.    

In order to realign the Council’s governance responsibilities/roles to be more creative, strategic, future-, 
and expert-oriented, special task forces were created by Thomas Kirksey, MD, the 2001 Chair of ACCME 
and charged with examining content validation, eligibility for ACCME accreditation, the ACCME 
Standards for Commercial Support, the impact of the new system, the revisions ACCME must make to 
accommodate Internet CME, as well as the potential establishment of a “Foundation for Accreditation 
Excellence” that would serve to facilitate research, education and the development of continuing medical 
education accreditation that is effective in maintaining excellence in patient care.   

These first task forces have resulted in new ACCME policies on the Internet and Content Validation being 
adopted and incorporated into the accreditation process. A draft, revised set of Standards for Commercial 
Support has been circulated for comment in the United States. And, the Council discussed, but has held 
off on establishing a foundation to conduct research and education about continuing medical education 
accreditation. 

In January 2002, the Chair of the ACCME, Dr. Ronald Franks, appointed the Task Force on 
Competency and the Continuum1 to fulfill the following charge: 

                                                           
1 Dorothy Lane, MD, Chair; Errol Alden, MD; Bruce Koeppen, MD, PhD; and Ajit Sachdeva, MD 

Task Force on Competency and the Continuum 

Charge 

This Task Force will Identify a strategic agenda through which the ACCME, 
1. Can contribute to enhancing the effectiveness of medical education throughout the 

undergraduate, graduate and continuing medical education continuum. 
2. Can identify opportunities for collaboration, cooperation and synergy within the 

medical education community. 
3. Can enhance the effectiveness of CME in the continuing professional development of 

physicians. 
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The Task Force hosted several data gathering sessions where it heard “testimony” from a wide range of 
participants in order to elicit exactly what was expected/needed from the national accreditation system of 
CME to meet the challenges and opportunities facing CME today and in the future.   

It discovered that the system is pushing and pulling CME and accreditation of CME in a variety of 
forward-moving directions. 

July 2002 Task Force Discussion Session – What the Task Force Heard 

The first discussion session was held on July 10, 2002.  Participants were asked to speak to: 1) the 
changing expectations being placed on physicians/healthcare and needs of society; 2) what the physician 
must now be and do in order to meet new expectations; 3) what CME needs to actually provide in order to 
meet the new needs of physicians; and 4) what accreditation must value in order to support CME 
providers’ new challenges.  

The Task Force heard that the changing environment is being largely impacted by demographic shifts, 
the impact of chronic diseases, and new technologies.   

Specifically: 

 Larger disparity between economic groups (“Haves” and “Have Nots”) 

 Educated consumers (information seekers) want choice, control, and customer service  

 More than 25% of the adult population is functionally illiterate 

 Over 75% of health care expenditures go to people with chronic conditions 

 Increased attention to palliative care and assisted living 

 By 2005, 50% of all US households will have a computer 

 Latest AMA surveys reveals 96% of physicians use computers; 75% have Internet access 

 Most physicians use Internet to access medical research information and CME 

 One physician in six recommends reliable health information websites to their patients 

More explanation of the changing expectations on physicians and healthcare was provided by David 
Swankin, of the Citizen Advocacy Center, who said that: 

1. Continuing education is a tool in assuring the continuing competence of physicians; 

2. Continuing education is not a surrogate to the measurement process needed to document 
continuing competence; 

3. Any viable formula to measure competence must include an assessment, actions to correct 
weaknesses and some demonstration of learning 

4. Continuing education is an appropriate action step to remedy any knowledge gaps 

5. There are several models successfully using the above formula 

6. Collaboration and cooperation among the accreditors and regulators will ensure that continuing 
competence of physicians is “everyone’s job” 
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“Competencies” (ACGME ABMS )
1. Patient Care
2. Professionalism
3. Interpersonal and Communication Skills
4. Medical Knowledge
5. Practice-based Learning and Improvement
6. Systems-based Practice

To Maintain Certification (ABMS)

Evidence of --
1. Professional standing

2. Commitment to lifelong learning and periodic 
self- assessment

3. Cognitive expertise

4. Evaluation of performance in practice
 

With respect to the impact these changes have had or will have on the physician learner, the Task Force 
heard about changes being made to the AMA Physician Recognition Award (AMA-PRA) and the AMA-
PRA credit system to reward physicians for different models of learning and for the learning itself (as 
opposed to “seat time”).  Dr. Stephen Miller, Executive 
Vice President of the American Board of Medical 
Specialties (ABMS), described for the Task Force the 
ABMS document entitled, Maintenance of Certification: 
Life Long Learning and Self-Assessment, that calls for 
the Boards to require four components that will 
demonstrate continued competence by the Board-
certified physician: 

1. Evidence of Professional Standing 

2. Commitment to Lifelong Learning and 
Self-Assessment 

3. Cognitive Expertise  

4. Performance and Practice 

The Task Force, with the agreement of the ABMS, believes that #2, Commitment to Lifelong Learning and 
Self-Assessment, is the domain of CME, the point at which the CME enterprise can make a difference in 
learning/change/improvement of the physician and thereby the care provided to his/her patients. 

 

The Task Force learned about the Council of Medical Specialty Societies’ (CMSS) report on the 
Repositioning of CME that was issued in March 2002.    

The document presents twelve (12) recommendations about lifelong learning and its relationship to 
continuing competence:

1. Medical specialty societies need to define 
CME core curriculum for the specialty. 

2. CME providers should 
address the requirements of 
the six (6) core 
competencies 

3. Emphasis should be given to 
self-assessment processes 

4. Physicians need to 
concentrate on information 
that closes the gap between 
optimum patient care and the 
level of care actually 
rendered to patients 

5. CME should be offered in 
different formats with 
accommodation for various learning styles 

6. Learning needs to incorporate new 
technologies and methodologies that 

recognize varying practice patterns and 
patient outcomes 

7. Documentation requirements 
need to be simple 

8. There needs to be collaboration 
between the medical boards, 
credentialing process and other 
players 

9. “Just-in-time” activities need to 
be recognized and offered 
“credit” 

10. Activities need to be free from 
bias and scientifically-based 

11. New resources need to be 
created from CME research 

12. Collaboration among those within CME 
enterprise will yield better understanding 
and more focused research  

Repositioning for the Future 
of Continuing Medical 

Education
Task Force Report

March 23, 2002
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Federation Board of Director's Action Plan 
Fiscal 2004

"Assure ACCME accreditation remains 
relevant by addressing the needs of 
medical boards to quantify learning and 
practice outcomes of individual physician 
learners."

Mr. Dale Austin, from the Federation of State Medical Boards of the U.S. (FSMB) informed the Task 
Force that FSMB has been considering the effect of the ACGME’s six core competencies and began 
framing the relicensure process as an assessment of competence rather than an administrative activity. 
The role of the member boards will be assurance or maintenance of competence of physicians. Four of 
the member boards are already looking at 
documentation requirements beyond CME credits.  
Some of the themes of the FSMB discussion about the 
impact on physician learners include: 

 Lifelong learning  

 Outcomes that are practice-specific 

 Electronic access to education 

 Access of data “just-in-time”  

 Practice focus that is narrow within specialty 

 Cultural sensitivity 

 Practice guidelines 

Several other individuals spoke about what CME 
providers need to do to assist physicians in meeting the 
changing expectations. 

Dr. Nancy Davis, from the American Academy of Family Physicians (AAFP), began with a review of the 
Evidence Based Medicine initiative that AAFP uses to make informed decisions about CME. In discussing 
maintenance of certification, Dr. Davis specifically addressed lifelong learning and self-assessment 
(relating to directed self-learning) and practice performance (using performance measures and a QI 
approach).  

Dr. Deborah Danoff, from the Association of American Medical Colleges (AAMC), shared the AAMC 
mission statement and referenced the recent Statement on Lifelong Professional Development and 
Maintenance of Competence that included the concepts of self-directed CME, data driven from physician 
performance, and the emphasis on practice improvement.   

Dr. Danoff presented some challenges physician learners now face:  

 Diverse patient populations 

 Rapidly evolving new medical knowledge 

 New diagnostics and therapeutics 

 Changing personal and patient expectations 

 Complex health care systems 

 Time constraints 

 Mixed messages from accreditors 

With a focus on learner-centered CME, providers need to embed education in their systems of care and 
support self-reflection and analysis.  Providers need to create the appropriate structures and supply the 
needed materials to support learner-centered CME.  Providers also need to work with specialty boards to 
tap into content expertise.  Additional issues for CME providers include: 

 Developing coaching systems for physicians to assist in self-directed learning 

 Identifying sources and assist in the use of performance data 

 Supporting self-assessment processes 

 Expanding research in learning styles and theories 

Lastly, during the July 2002 Discussion Session, the Task Force heard from participants representing the 
CME enterprise – the CME Directors of the CMSS Member Organizations; the Association for Hospital 
Medical Education; the Alliance for CME; and the Society for Academic CME.  These participants talked 
about strategies and tools that are needed and/or are being developed to assist the CME provider in 
producing the CME described during the session.  The accreditation system could assist in educating the 
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CME profession about the models and methods that will allow CME to measure both the gap in and the 
attainment of new knowledge/skill.   

 

What the Task Force Heard - November 2002 Task Force Discussion Session  

Since part of the charge to the Task Force calls for enhancing the effectiveness of medical education 
throughout the undergraduate, graduate and continuing medical education continuum, the Task Force 
next pursued a dialogue with representatives of that continuum.  In conjunction with the November 2002 
ACCME Meeting, the Task Force invited representatives from the Liaison Committee on Medical 
Education (LCME), the Accreditation Council for Graduate Medical Education (ACGME), the American 
Board of Medical Specialties (ABMS), and the Accreditation Council for Continuing Medical Education 
(ACCME) to speak about the challenges facing the continuum and the manner in which each of the 
organizations was addressing the challenges.  

With respect to undergraduate medical education, the current curriculum of medical schools expects and 
engages its students in various forms of learning.  Medical students today are learning in a very different 
way than perhaps currently practicing physicians, in that they embrace and are extremely fluent with the 
use of computers and the Internet.  “Just in time” learning will be a way of life for these new physicians, 
and they will need educational activities geared to this style of learning, both in content and format. 

Editor’s Note:  Since the Task Force discussion session with representatives of the continuum of medical 
education, the LCME has taken steps to explicitly call for medical students to learn in clinical 
environments where graduate and continuing medical education programs are present, to participate in 
the education activities of these programs, and that these programs be accredited.2 

With respect to graduate medical education, the ACGME has been the forerunner of the current climate 
of learning and physician expectations, in that it developed its six core competencies3 and required that 
all of its accredited residency programs, regardless of the specialty, work towards integrating the 
competencies into measurable units for the residents enrolled in the programs.  The expectation is that all 
residency programs will be able to assess their residents against the core competencies within the next 
several years. 

With respect to certification of the practicing physician, the ABMS’ challenge was to define the 
parameters of competency, which it did as maintenance of certification.  CME has a critical role to play in 
a physician’s maintenance of certification in that educational opportunities must exist for the physician to 

                                                           
2 STANDARD ON THE MEDICAL EDUCATION CONTINUUM (excerpted from LCME Requirements: <http://www.lcme.org/standard.htm>  

I. INSTITUTIONAL SETTING 
B. Academic Environment -- A medical school should be a component of a university that has other graduate and professional 
degree programs that contribute to the academic environment of the medical school. Medical students should learn in clinical 
environments where graduate and continuing medical education programs are present.  
ANNOTATION: In order to link medical student education to the later stages of the medical education continuum, medical students 
should spend time in settings where graduate and continuing medical education programs are present. It is expected that medical 
students will participate, where appropriate, in the activities associated with these programs. The graduate and continuing medical 
education programs at training sites where medical students are located should be accredited by the appropriate accrediting bodies. 

 
3 The residency program must require its residents to obtain competencies in the 6 areas below to the level expected of a new 
practitioner. Toward this end, programs must define the specific knowledge, skills, and attitudes required and provide educational 
experiences as needed in order for their residents to demonstrate:  
a. Patient Care that is compassionate, appropriate, and effective for the treatment of health problems and the promotion of health  
b. Medical Knowledge about established and evolving biomedical, clinical, and cognate (e.g. epidemiological and social-

behavioral) sciences and the application of this knowledge to patient care  
c. Practice-Based Learning and Improvement that involves investigation and evaluation of their own patient care, appraisal 

and assimilation of scientific evidence, and improvements in patient care  
d. Interpersonal and Communication Skills that result in effective information exchange and teaming with patients, their 

families, and other health professionals  
e. Professionalism, as manifested through a commitment to carrying out professional responsibilities, adherence to ethical 

principles, and sensitivity to a diverse patient population  
f. Systems-Based Practice, as manifested by actions that demonstrate an awareness of and responsiveness to the larger 

context and system of health care and the ability to effectively call on system resources to provide care that is of optimal value  
(ACGME’s General Competencies, www.acgme.org) 
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learn or relearn content specific to her/his specialty, as well as professional skills like communications and 
ethics.  In fact, CME providers can also engage with the physician by helping to identify those gaps that 
define personalized needs assessment.  The ABMS believes that the Boards and Specialty Societies 
have critical roles to play in formulating the curriculum per physician specialty.  The expectation, based on 
the concept of maintenance of certification, is that the practicing physician has a professional 
responsibility to be a life-long learner. 

Lastly, with respect to continuing medical education, several years ago, the ACCME adopted a set of 
accreditation requirements that call for the provider to use a planning process that links identified 
educational needs with desired results and to measure the effectiveness of the educational activity in 
terms of physician satisfaction, knowledge, skill, or change in practice or health status improvement.  This 
model fits with the ABMS’ competencies and also allows for new and innovative roles for the CME 
provider to be the educational partner or home for the physician as he/she continues as a life-long 
learner.   

 

WHAT THE TASK FORCE LEARNED 

The Task Force discussed the wealth of input and information it had gathered.  There are emerging 
themes – themes that CME and the accreditation system need to embrace to ensure the impact and 
effectiveness needed by the healthcare delivery system and the public it serves.   

Continuing Medical Education needs to be: 

1. Effective in changing practice; 

2. Linked to quality and safety; 

3. Valid content linked to practice; 

4. Free of commercial bias; and 

5. Part of a “system” of accountability. 

 

How can CME be effective in changing practice?  The ACCME has developed a model to 
describe the learning journey of a medical professional that includes multiple points of interaction with 
providers of CME.  It starts with a question in 
practice and results in a change in practice.  

The physician learner begins with a need for new 
knowledge or skills, perhaps driven by a question 
in practice. A performance or practice change is 
required/expected.  The physician learner 
analyzes and synthesizes data and information to 
come to new knowledge about the content.  The 
physician learner, using judgment, incorporates 
that knowledge and a strategy for action is 
developed.  Taken together -- knowledge, wisdom, 
and strategy -- make up the competence of the 

learning physician.  The strategy is tested, confirmed, 
and/or modified in performance.  CME can facilitate the 
identification of need by the physician learner, the actual 
transfer of data/information, the generation of new 
knowledge and development of strategies, and the 
assessment or evaluation of the implementation of the 
new knowledge or strategies.   
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This is CME !
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October 2002 Reporter
A Word From the President

Transforming CME
Jordan Cohen MD
AAMC President

Effective health care requires continuous learning on 
the part of those who deliver it. Indeed, a central tenet 
of medical education understood by physician 
educators for centuries is that the study of medicine is 
a life-long pursuit. To be sure, the conferring of the 
M.D. degree, the successful completion of an 
accredited residency program, and the granting of a 
license indicate that an individual has met the 
requirements of the profession to commence the 
independent practice of medicine. But the continually 
changing landscape of health care delivery and the 
inexorable march of scientific knowledge and 
technology demand that those who have earned the 
privilege to commence the practice of medicine work 
continually to merit the right to remain in practice…..
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Academic Medicine 
October 2002

From the Editor

CME Reform: An Imperative for Improving 
the 

Quality of Medical Care

Michael Whitcomb , MD

One of the most important challenges facing the medical 
profession is how to improve the quality of medical care.  
This month’s journal contains a number of papers that 
address aspects of this important challenge that are 
particularly relevant to the leaders of academic 
medicine’s institutions and the clinical faculty who 
provide care and teach clinical medicine in those 
institutions.

The lead paper by Kimball and colleagues summarizes 
key concepts about improving medical care quality;  
these emerged at a conference devoted to the topic that 
was sponsored by the American Board of Internal 
Medicine and the Agency for Healthcare Research. The 
three papers that follow were prepared to stimulate 
discussion and debate at that conference. Taken 
together, the papers establish both a theoretical and a 
conceptual framework for how the quality of medical 
care can be improved. Six other papers in this month’s 
journal  relate more specifically to how the academic 
medicine community can work toward that goal. 
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“…finally, the 
Accreditation Council 
for Continuing Medical 
Education will have to 
formulate a new and 
different role for CME 
accreditation that will 
serve the purpose of 
improving medical care 
quality.”
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accreditation that will 
serve the purpose of 
improving medical care 
quality.”

“As currently structured, 
CME is meeting neither 
professional nor, more 

important, public 
expectations. … at best a 
relic of a distant, slower-
paced past. …. passive, 

teacher-directed 
education”

ACCME Element 2.1
Innovative and creative planning process(es) used 
consistently, with documentation that identified 
educational needs contribute to appropriate 
methodology and desired results for the offered 
activities.
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for effectiveness in meeting identified educational 
needs, as measured by practice application 
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Purpose or objectives of the activity 
describe learning outcomes in terms of 
physician performance or patient health
and are consistently communicated to the 
learner.
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When Doctors Go to Class, 
Industry Often Foots the Bill 
Lectures Tend to Feature Pills 
But Drug Firms Deny Influence 
By SCOTT HENSLEY  
Staff Reporter of THE WALL STREET JOURNAL 
Nearly 400 doctors crowded the Astor 
Ballroom at the Marriott Marquis in Times 
Square last June for a free dinner of filet 
mignon and red snapper and a lecture on 
depression drugs. 
The speaker, psychiatrist Jay Fawver, cued his 
computer slide show and loosened up the 
audience like a Borscht Belt pro: "Ever hear of 
Prozac poop-out?" Many chuckled at the 
reference to long-term patients on the famous 
antidepressant who relapse. Near the end of 
the talk, Dr. Fawver brought up an 
experimental medicine called duloxetine, 
which is designed to help doctors treat 
difficult depression patients. Duloxetine's 
maker, Eli Lilly & Co., paid for the dinner and 
lecture. It hopes to get approval next year to 
sell the drug under the name Cymbalta. 
Best of all for the doctors: The dinner and talk 
counted as two hours of credit toward their 
annual requirements for continuing medical 
education, or CME. 
Courses such as this one are supposed to help 
doctors keep pace with advances in medical 
knowledge. Once put on primarily by 
nonprofit medical societies and academic 
institutions, the courses increasingly are 
sponsored by drug companies and organized 
by for-profit medical-education firms. The 
risk: the courses tilt toward promoting the 
corporate sponsors' drugs. 
Drug-company interest in CME has been 
building for years, but it has intensified since 
the industry adopted a voluntary code of sales 
conduct in July that emphasizes educating, rather than entertaining, physicians. The code 
bars currying doctors' favor with resort junkets, tickets to sports events or free tanks of 
gas -- all gambits used in the past. In response, manufacturers are stepping up their 
involvement in continuing education. 
Growing Reliance 

THE WALL STREET JOURNAL 
January 14 2003

Drug Firms Shown the 
Door 

Doctor Continuing-Ed 
Overseer To Tackle 
Drug Firm Influence
By SCOTT HENSLEY 

Staff Reporter of THE WALL STREET JOURNAL

The nonprofit overseer of continuing 
medical-education courses for doctors is 
expected to propose stiffer rules Tuesday to 
combat drug-industry influence on the 
programs.

Validation of the 
Clinical Content of CME

All the recommendations 
involving clinical medicine 
in a CME activity must be 
based on evidence that is 
accepted within the 
profession of medicine as 
adequate justification 
for their indications and 
contraindications in the 
care of patients.

All scientific research 
referred to, reported or 
used in CME in support 
or justification of a 
patient care 
recommendation must 
conform to the generally 
accepted standards of 
experimental design, 
data collection and 
analysis.

 

There are multiple, potential contact points between the physician learner and the CME provider.  As it 
turns out, the ACCME’s accreditation requirements reflect all the contact points – the use of needs 
assessment data (Element 2.2); the linking of that data and an expected result in order to select the 

appropriate format for the interaction with the 
learner (Element 2.1); the physician learner 
needs to know what to expect/change as a result 
of the interaction (Element 2.3); and the 
effectiveness of the interaction in meeting the 
identified need must be measured (Element 2.4).    

 

How can CME be linked to quality and 
safety and how can valid content be 
linked to practice?  The ACCME adopted 
content validation value statements in 2002 after 
a period of input and comment by the CME 
provider community.  Those value statements set 
explicit expectations that recommendations for 
patient care involving clinical content taught in 

CME activities must be scientifically valid and based 
on evidence that is accepted within the profession of 
medicine.  These expectations demand that clinical 
content within CME will be linked to quality and 
safety.  With respect to content that is linked to 
practice, the expectations of three of ACCME’s 
member organizations, the American Board of 
Medical Specialties, the Council of Medical Specialty 
Societies, and the Federation of State Medical 
Boards of the U.S., have been expressed in terms of 
physicians being life-long learners, CME providing the 
curricula for specialty-specific learning, and the 
expectation that physicians maintain and demonstrate 
continued competence.  All three organizations see 
CME as an asset to accomplishing these 
expectations.   

 

How can CME be free of commercial bias?    The ACCME accreditation system has a set of 
Standards for Commercial Support that describe the appropriate behavior of accredited providers in planning, 

designing, implementing, and evaluating CME activities so 
that CME remains independent, free of commercial bias 
and beyond the control of persons or organizations with an 
economic interest in influencing the content of CME. 

The Standards are organized around four basic tenets: 
1) disclosure of information/relationships; 2) control of 
content; 3) separation of promotion from education; and 
4) appropriate management of funds.  The ACCME is 
currently undergoing a review of the Standards to 
determine if modifications, clarifications, or additions are 
needed in light of the current expectations of and 
pressures on the CME enterprise.  Because the integrity 
of the CME activity is so critical to its effectiveness, and 
ties directly into the last critical point about CME 
(accountability), the Task Force looks forward to 

supporting the report of the Standards for Commercial Support Task Force. 
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Why is CME (and the Accreditation System) part of a system of accountability?  Coincident 
with the work of the ACCME Task Force, in June 2002, the Institutes of Medicine (IOM) hosted an 
educational summit to discuss and ultimately produce its third report, Health Professions Education: A 
Bridge to Quality, the third phase of the quality initiative, which was launched by the IOM in 1996.  The 
IOM Report sets forth a vision statement and five competencies4 that all health professions must 
incorporate into their curricula in order to “bridge” the quality chasm that currently exists in the healthcare 
delivery system. 

“All health professions should be educated to deliver patient-center care as members of an 
interdisciplinary team, emphasizing evidence-based practice, quality improvement 
approaches, and informatics.” (Health Professions Education: A Bridge to Quality, 2003) 

The five core competencies identified in the IOM Report are: 

1. Provide patient-centered care; 

2. Work in interdisciplinary teams; 

3. Employ evidence-based practice; 

4. Apply quality improvement; and 

5. Utilize informatics. 

In addition, the IOM report presents several provocative challenges to the CME enterprise and the 
accreditation system: 

“A recent article synthesizing nine major reports on physician competencies, focused on the 
important role oversight organizations can play, concluded that ‘without data about medical-
education quality, accreditation is the most potent lever for curricula reform in our 
decentralized medical education system’ (Halpern et al., 2001).”  (Health Professions 
Education: A Bridge to Quality, 2003) 

 

“It is imperative to have such linkages among accreditation, certification, and licensure; it 
would mean very little, for example, if accreditation standards set requirements for 
educational programs, and these requirements were not then reinforced through testing on 
the licensing exam.”  (Health Professions Education: A Bridge to Quality, 2003) 

 

“What has not yet occurred is coordination across accrediting bodies of the various 
professions in defining a core set of competencies and related standards and measures.”  
(Health Professions Education: A Bridge to Quality, 2003) 

 

The IOM has established a set of expectations/challenges for the CME enterprise (the accredited 
providers and the accreditation system) and the consumers of that CME (the physician learners, the 
licensing boards, the credentialing boards).  The expectations are content specific in the form of the five 
competencies and process-oriented in the form of measurement of effectiveness and 
consistency/collaboration/synergies across the continuums of education and the health professions.  To 
meet these expectations, the IOM Report outlines ten (10) recommendations.  The recommendations are 
delineated here because the Task Force will present recommendations that rise to the IOM challenge, 
meet the Task Force charge, and fit within the ACCME’s Strategic Plan. 

 

 

 

                                                           
4 Defined by the IOM Report as the “habitual and judicious use of communication, knowledge, technical skills, clinical 
reasoning, emotions, values, and reflection in daily practice (Hundert et al., 1996).” 
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RECOMMENDATIONS FROM “HEALTH PROFESSIONS EDUCATION: A BRIDGE TO QUALITY” 

IOM #1.  The Department of Health and Human Services (DHSS) and leading foundations should 
support an interdisciplinary effort focused on developing a common language, with the 
ultimate aim of achieving consensus across the health professions on a core set of 
competencies that includes patient-centered care, interdisciplinary teams, evidence-based 
practice, quality improvement, and informatics. 

IOM #2.  DHHS should provide a forum and support for a series of meetings involving the 
spectrum of oversight organizations across and within the disciplines.  Participants in these 
meetings would be charged with developing strategies for incorporating a core set of 
competencies into oversight activities, based on definitions shared across the professions.  These 
meetings would actively solicit the input of health professions associations and the education 
community. 

IOM #3.  Building upon previous efforts, accreditation bodies should move forward expeditiously 
to revise their standards so that programs are required to demonstrate – through process 
and outcome measures – that they educate students in both academic and continuing 
education programs in how to deliver patient care using a core set of competencies.  In so 
doing, these bodies should coordinate their efforts. 

IOM #4.  All health professions boards should move toward requiring licensed health professionals to 
demonstrate periodically their ability to deliver patient care – as defined by the five competencies 
identified by the committee – through direct measures of technical competence, patient 
assessment, evaluation of patient outcomes, and other evidence-based assessment methods.  
These boards should simultaneously evaluate the different assessment methods. 

IOM #5.  Certification bodies should require their certificate holders to maintain their competence 
throughout the course of their careers by periodically demonstrating their ability to deliver patient 
care that reflects the five competencies, among other requirements. 

IOM #6.  Foundations, with support from education and practice organizations, should take the lead in 
developing and funding regional demonstration learning centers, representing partnerships 
between practice and education.  These centers should leverage existing innovative 
organizations and be state-of-the-art training settings focused on teaching and assessing 
the five core competencies. 

IOM #7.  Through Medicare demonstration projects, the Centers for Medicare and Medicaid Services 
(CMS) should take the lead in funding experiments that will enable and create incentives for 
health professionals to integrate interdisciplinary approaches into educational or practice 
settings, with the goal of providing a training ground for students and clinicians that incorporate 
the five core competencies. 

IOM #8.  The Agency for Healthcare Research and Quality (AHRQ) and private foundations 
should support ongoing research projects addressing the five core competencies and their 
association with individual and population health, as well as research related to the link 
between the competencies and evidence-based education.  Such projects should involve 
researchers across two or more disciplines. 

IOM #9.  AHRQ should work with a representative group of health care leaders to develop 
measures reflecting the core set of competencies, set national goals for improvement, and 
issue a report to the public evaluating progress toward these goals.  AHRQ should issue the 
first report, focused on clinical educational institutions, in 2005 and produce annual reports 
thereafter. 

IOM #10. Beginning in 2004, a biennial interdisciplinary summit should be held involving health 
care leaders in education, oversight processes, practice, and other areas.  This summit 
should focus on both reviewing progress against explicit targets and setting goals for the next 
phase with regard to the five competencies and other areas necessary to prepare professionals 
for the 21st century health system. 

(Health Professions Education: A Bridge to Quality, 2003) 
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Recommendations to Council 

The Task Force concluded that there is a need for a new brand of continuing medical education – CME that 
places the expectation of learning at the forefront in the planning, execution, and evaluation of the activity.  The 
Task Force also concluded that there is a new, expanded role for the CME provider in physicians’ lifelong 
learning.  CME providers can assist in the determination of need (self-assessment) by the physician, the 
delivery of education to meet that need, and the evaluation of the education in meeting the need.  The 
ACCME, working with accredited providers, must embrace these expectations and reflect back a declaration 
that CME can meet these challenges.  The CME enterprise is uniquely positioned to deliver effective 
education.  The accreditation system must value effective education. 

The Task Force recommends the following as a vision statement for the ACCME with respect to 
competencies and the continuum of medical education: 

ACCME Vision with Respect To Competencies and the Continuum 

To meet the needs of the 21st century physician, CME will provide support for the physicians’ 
professional development that is based on continuous improvement in the knowledge, strategies 
and performance-in-practice necessary to provide optimal patient care. The expected results of 
CME will incorporate, as measurable outcomes, the desirable physician attributes recognized 
within the continuum of medical education. 

The following recommendations (column 2) are presented in the context of the Task Force Charge 
(column 1), the challenges identified in the IOM Report (column 3), and the ACCME’s Strategic 
Plan (column 4). 

 

TF Charge Recommendation(s) 
IOM 

Report 
ACCME Strategic Plan 

 

Can contribute to 
enhancing the 
effectiveness of 
medical education 
throughout the 
undergraduate, 
graduate and 
continuing medical 
education 
continuum. 

1. The ACCME will work proactively with its 
continuum partners – LCME and ACGME 
– to ensure that the physician-in-training 
and the physician-learner are met with 
effective education centered on the 
overlapping competencies of 
ACGME/ABMS, and IOM.  Such work will 
include: 

 Identifying common terms and 
definitions so that the expectations of 
the competencies are shared along 
the continuum; 

 Sharing experiences and tools as the 
competencies are incorporated into 
the accreditation processes along the 
continuum. 

 Setting accreditation standards that 
are inclusive of the competencies and 
reward providers engaged in 
delivering that level of CME. 

2. The ACCME will collaborate with its 
accreditor partners (continuum and other 
health professions) on research projects 
related to the effectiveness of 
accreditation in ensuring/fostering 
effective CME. 

 

IOM #1; 

IOM #2; 

IOM #3 

 

Goal 2.1: To implement, measure 
effectiveness, and improve ACCME’s 
current accreditation system and 
education programs. 

Goal 2.2: To innovate new, credible, 
and measurable standards that affect 
desirable outcomes for the ACCME 
and our multiple markets and 
constituents. 

Goal 2.3: To implement a 
study/research agenda. 

Goal 2.4: To ensure ACCME’s 
relevance and responsiveness. 

Goal 2.5: To remain the most 
respected and credible source for 
CME accreditation. 
Goal 2.6: To facilitate active dialogue 
in the CME community on “quality” 
and the future “best practices” for 
physician life-long learning. 

Strategic Imperative 3.1: Support a 
continuously improving and evolving 
ACCME accreditation system that 
enables physicians to enhance their 
personal strategies and performance-
in-practice. 

Strategic Imperative 3.2: Enhance the 
ACCME’s outreach and collaborative 
roles with the seven member 
organizations and other constituents 
within the national and global CME 
community by building strong 
partnerships and working supportively 
on specific issues that advance 
continuing medical education. 
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TF Charge Recommendation(s) 
IOM 

Report 
ACCME Strategic Plan 

Can identify 
opportunities for 
collaboration, 
cooperation and 
synergy within 
the medical 
education 
community. 

3. The ACCME will collaborate with its 
licensing and credentialing partners on 
research projects related to the 
effectiveness of accreditation in 
ensuring/fostering CME that assists in the 
maintenance of competence. 

4. The ACCME will collaborate with other 
health professions accreditors – e.g., the 
American Nurses Credentialing Center 
(ANCC) and Accreditation Council for 
Pharmacy Education (ACPE) – to identify 
common terms, definitions, and shared 
values/standards.   The ACCME will also 
investigate the feasibility of a pilot project 
for shared accreditation where CE 
providers that plan/produce   
interdisciplinary/multi-professional 
continuing education might seek joint 
accreditation from ACCME, ANCC, and 
ACPE. In this way, they could make use of 
shared terms, definitions, and standards 
and emphasize the effectiveness of 
interdisciplinary/multi-professional teams 
in patient-centered care. 

5. The ACCME will be part of the 
representative group of health care 
leaders that AHRQ calls together to 
develop measures reflecting the IOM 
competencies, set national goals for 
improvement, and issue a report to the 
public evaluating progress toward these 
goals. 

6. The ACCME will actively participate in the 
IOM biennial interdisciplinary summit, 
beginning in 2004, which will call together 
health care leaders in education, 
oversight processes, practice, and other 
areas.  This summit will focus on both 
reviewing progress against explicit 
targets and setting goals for the next 
phase with regard to the five 
competencies and other areas necessary 
to prepare professionals for the 21st 
century health system. 

IOM #1; 

IOM #2; 

IOM #6; 

IOM #9; 

IOM #10 

 

Goal 2.4: To ensure 
ACCME’s relevance and 
responsiveness. 

 

Goal 2.5: To remain the most 
respected and credible 
source for CME accreditation.
 

Goal 2.6: To facilitate active 
dialogue in the CME 
community on “quality” and 
the future “best practices” for 
physician life-long learning. 

 

Strategic Imperative 3.1: 
Support a continuously 
improving and evolving 
ACCME accreditation system 
that enables physicians to 
enhance their personal 
strategies and performance-
in-practice. 

 

Strategic Imperative 3.2: 
Enhance the ACCME’s 
outreach and collaborative 
roles with the seven member 
organizations and other 
constituents within the 
national and global CME 
community by building strong 
partnerships and working 
supportively on specific 
issues that advance 
continuing medical education. 

 

Strategic Imperative 3.3: 
Develop and implement an 
agenda of new ACCME 
projects that are aligned with 
the ACCME strategic plan, 
and emphasize evaluation of 
both CME and CME 
accreditation. 
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TF Charge Recommendation(s) 
IOM 

Report 
ACCME Strategic Plan 

Can enhance the 
effectiveness of 
CME in the 
continuing 
professional 
development of 
physicians. 

7. The ACCME will review and modify, where 
necessary, its current compliance criteria, 
so that changes in knowledge, strategy or 
performance-in-practice are rewarded 
when achieved.  The Task Force provides 
the following as examples of changes that 
might be considered by the appropriate 
Council Committee(s): 

 
1. Linking compliance with Element 1.15 and 2.56, 

so that the CME provider is explicitly stating 
and measuring its effectiveness in meeting its 
expected results. 

2.  For those CME activities that are designed to 
change physicians’ practice,  

a. The compliance criteria for Element 
2.37 might be changed, so that 
physician learners are made aware 
of the change that is expected from 
the educational event. 

b. The compliance criteria for Element 
2.48 could be changed to require that 
the activity  would be measured in 
terms of the learning that takes 
place. 

 

8. The ACCME will review and modify, for 
the future, its accreditation Elements and 
policies to ensure that ACCME accredited 
providers are expected to and rewarded 
for facilitating life-long learning.  
Physicians’ life-long learning is based on 
individualized needs assessment and 
effectiveness is measured by the learning 
that occurs. 

9. The ACCME will add to its “Content 
Validation Value Statements9” the 
expectation that accredited providers 
deliver education in support of the 
ACGME/ABMS Core Competencies, 
around specialty-specific curricula and in 
the context of the IOM Competencies.    

IOM #3; 

IOM #6; 

IOM#7; 

IOM #8 

Goal 2.1: To implement, 
measure effectiveness, and 
improve ACCME’s current 
accreditation system and 
education programs. 
 
Goal 2.2: To innovate new, 
credible, and measurable 
standards that affect 
desirable outcomes for the 
ACCME and our multiple 
markets and constituents. 
 
Goal 2.3: To implement a 
study/research agenda. 
 
Goal 2.4: To ensure 
ACCME’s relevance and 
responsiveness. 
 
Goal 2.5: To remain the most 
respected and credible 
source for CME accreditation. 
 
Goal 2.6: To facilitate active 
dialogue in the CME 
community on “quality” and 
the future “best practices” for 
physician life-long learning. 
 
Strategic Imperative 3.1: 
Support a continuously 
improving and evolving 
ACCME accreditation system 
that enables physicians to 
enhance their personal 
strategies and performance-
in-practice. 
 
Strategic Imperative 3.3: 
Develop and implement an 
agenda of new ACCME 
projects that are aligned with 
the ACCME strategic plan, 
and emphasize evaluation of 
both CME and CME 

                                                           
5 The provider must have a written statement of its CME mission, which includes the CME purpose, content areas, target audience, type of activities 

provided, and expected results of the CME program. (Element 1.1) 
6 The provider must evaluate the effectiveness of its overall CME program and make improvements. (Element 2.5) 
7 The provider must communicate the purpose or objectives of the activity so the learner is informed before participation in the activity.  (Element 2.3) 
8 The provider must evaluate the effectiveness of its CME activities in meeting identified educational needs. (Element 2.4) 
9 All the recommendations involving clinical medicine in a CME activity must be based on evidence that is accepted within the profession of medicine 

as adequate justification for their indications and contraindications in the care of patients.  All scientific research referred to, reported or used in CME in 

support or justification of a patient care recommendation must conform to the generally accepted standards of experimental design, data collection and 

analysis.  Providers are not eligible for ACCME accreditation or reaccreditation if they present activities that promote recommendations, treatment or 

manners of practicing medicine that are not within the definition of CME, or known to have risks or dangers that outweigh the benefits or known to be 

ineffective in the treatment of patients. (2002-B-09) 
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10. The ACCME will collaborate on or 
facilitate research projects related to the 
effectiveness of accreditation in 
ensuring/fostering effective CME. 

accreditation. 
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