
 
ACCME Board of Directors Dialogue Session with Stakeholders 

Summary - March 16, 2011 

On March 16, 2011, the ACCME Board of Directors met with representatives of the following 

stakeholder organizations.  

ACCME Member Organizations  

American Board of Medical 

Specialties  

American Hospital Association  

American Medical Association  

Association for Hospital Medical 

Education  

Association of American Medical 

Colleges  

Council of Medical Specialty 

Societies  

Federation of State Medical 

Boards  

CME Organizations 

AHME CME Committee 

Alliance for Continuing Medical 

Education 

Alliance of Independent 

Academic Medical Centers 

CMSS CME Directors  

National Association of Medical 

Education Companies 

Society for Academic Continuing 

Medical Education 

CME Accreditors 

American Academy of Family 

Physicians 

American Osteopathic 

Association 

Illinois State Medical Society 

Medical Association of Alabama 

 

The purpose of the special dialogue session was to gather input from stakeholders about issues 

concerning the current and future CME environment. The dialogue session built on the discussions held 

during the ACCME's December 2009 Roundtable, the work done by the ACCME Board of Directors' 2010 

task forces, and the interactive forums the ACCME has convened with various stakeholder groups. The 

Board appreciates and values the ideas, perspectives, and vision shared at the dialogue session and will 

incorporate the feedback into its upcoming strategic planning process. 

In their invitations, participants were asked to think about the following three themes: 

 What are your thoughts/recommendations about the ACCME’s requirements and how we might 

improve our accreditation process while maintaining quality in accreditation and in CME? 

 What do you see as the interconnection among the ACCME, accredited CME and the emerging 

programs of Maintenance of Licensure (MOL) and Maintenance of Certification® (MOC)? 

 What are your thoughts on how we can build on the ACCME’s Bridge to Quality™ model to 

further enhance the value of accredited CME? 

Participants were divided into small groups that rotated among three topic areas, so that all participants 

had the opportunity to discuss each topic. A group of five or six Board members was assigned to each 

topic area, with one Board member acting as the facilitator. Participants then reconvened in a large 

group to share key points from the small groups. To facilitate this discussion, the participants viewed 

Wordle™ "word clouds," which the ACCME staff had created from their notes. These graphics, 

reproduced in the following sections covering each topic’s discussion points, show visually which words 

came up most frequently during the small-group conversations. The following summaries represent 

participants' reflections, views, ideas, and questions. 

http://www.wordle.net/
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Key Discussion Points about Topic 1 

Improving the Accreditation Process While Maintaining Quality in Accreditation 

The CME community supports the Accreditation Criteria and the concepts and direction the Criteria 

provide. The educational videos on the Education and Training Web page are excellent. More education 

is needed, especially tailored to specific provider groups and sizes. 

The ACCME should continue clarifying the Accreditation Criteria, and explore ways to simplify them and 

reduce redundancy. Each criterion should be analyzed to assess its effectiveness. The requirements for 

Accreditation with Commendation should be evaluated to determine if they could be more effective in 

motivating innovation and higher quality 

CME. 

The ACCME might consider moving to a 

continuous accreditation model. The 

accreditation process should encourage 

providers to focus on doing quality CME, 

rather than on documentation. A more 

continuous process would reduce 

paperwork and costs, focus more on 

overall program objectives rather than 

individual activities, and offer the ACCME 

and  providers more opportunities for 

strategic, ongoing improvement. This 

process would eliminate the need for a 

self-study report. Providers could receive more immediate feedback and address problems sooner. 

Providers would also benefit from self-evaluation tools. 

A continuous accreditation process could include moving from a retrospective to a prospective model, 

where the ACCME selects activities in real time to sample and evaluate for compliance. The Program and 

Activity Reporting System (PARS) provides the functionality to enable prospective reviews. 

The ACCME should continue clarifying and streamlining the accreditation process, and communicating 

these changes to providers. The ACCME needs to understand this process from the provider’s point of 

view. The ACCME could develop an electronic submission process to replace the self-study report 

binders. Surveyors need to be well trained.  

There are differing reactions to the conference call survey format. Some feel the conference call survey 

format works well: It is more inclusive and there are no problems with interaction or communication. 

Others say the cost savings is appreciated, but the ACCME should go back to televideo and face-to-face 

surveys. Some suggested the ACCME offer opportunity for interaction via videoconferencing services 

such as Skype.  

Richard Reiling, MD, Chair, ACCME Board of Directors; Murray 
Kopelow, MD, ACCME Chief Executive; Kate Regnier, MA, MBA, 
ACCME Deputy Chief Executive and COO 
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The ACCME needs to increase enforcement of the Standards for Commercial Support: Standards to 

Ensure Independence in CME ActivitiesSM to assure that CME is above reproach. This effort needs to be 

supported by the member organizations, credit systems, providers, and physician learners. The ACCME 

should explore whether all noncompliance issues are the same and differentiate the egregiousness of 

violations. The ACCME could use focused interventions to close compliance gaps. It is difficult to get 

physician buy-in to the Standards; physicians need to be educated. Stakeholders are examining the next 

level of commercial support issues: are there direct financial relationships between physicians and 

industry that should preclude physicians' participation in CME? 

 

The “word cloud” above shows key concepts regarding Topic 1, as displayed by WordleTM. 

 

Key Discussion Points from Topic 2 

Interconnections Among the ACCME, Accredited CME, and the Emerging Maintenance of Licensure 

and Maintenance of Certification® Programs 

There is a strong need for alignment, common standards, and communications among the credit and 
accreditation systems, MOC, and MOL. There is no need for an additional accreditation system and 
adding another layer of requirements would be burdensome. If there are aspects within the current 
systems that are not acceptable for MOC and MOL, then those aspects should be refined – rather than 
creating a new system. 

The needs of MOC are addressed by the ACCME accreditation requirements. However, there is concern 
that not all CME is at a high enough level to meet the expectations of CME for MOC. Providers need to 
consistently meet ACCME requirements, and link activities to professional practice gaps and 
improvements in competence and patient outcomes. 

There are differences in scope of practice that necessitate the different accreditation systems that 

already exist. Where possible, these should be aligned. Divergences should be explained. The ACCME 
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and AMA PRA systems need to be reconciled. On the positive side, all the different types of 

accreditation are fostering collaboration between accredited providers. 

Small providers feel disenfranchised by MOC. Additional processes are expensive and burdensome, 

especially for smaller providers, such as community hospitals. We have to find a system that will enable 

all accredited providers to participate – not only the large ones. State medical societies are also greatly 

concerned about what MOC means to community hospitals. State medical societies accredit the 

majority of CME providers and the hospital setting is one that is rich in physician practice data. There are 

great opportunities at a local level.  

CME delivered in the hospital setting 

helps individual physicians develop 

performance improvement projects, 

which is meaningful for MOC/MOL. How 

do we create an "educational home" for 

individual physicians that is workplace-

based, and links education and quality? 

Physician registries, which compile data 

about physician performance and 

outcomes, could be valuable for 

determining needs/professional practice 

gaps, particularly at a local level. 

There needs to be more transparency in 

CME marketing materials. Physician learners need to be apprised about which competencies are 

addressed in activities, so they can decide which activities are relevant for them. 

Physicians have limited time to meet their 

licensure and/or certification requirements. 

CME supports professional development 

that goes beyond licensure and certification. 

ABMS, FSMB, and ACCME need to work 

together and provide education that meets 

ABMS and Joint Commission needs. If we try 

to do things separately, everybody will lose, 

especially the patients. If we collaborate, 

everyone will win, especially the patients. 

Stakeholders need to take leadership, put 

aside politics, and focus on their common 

goals of educating physicians and improving patient care in order to build collaboration among the 

credit, accreditation, MOL, and MOC systems. Accreditors (including AOA, AAFP, and ACCME) should 

convene with stakeholders to discuss alignment.  

ACCME Board of Directors members Edward Susank (left); and James 
Burke, MD. 

Carol Monson, DO, representing AOA; and Carl Patow, MD, MPH, 
representing AIAMC 
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The “word cloud” above shows key concepts regarding Topic 2, as displayed by WordleTM. 

 

Key Discussion Points about Topic 3 

Building on the ACCME's Bridge to Quality Model to Further Enhance Accredited CME's Value 

The CME community is transforming CME into A Bridge to Quality, focusing on educational outcomes 

rather than education as an end goal. Providers have adapted to the ACCME’s increased expectations. 

The model that the ACCME has built is making a difference.  

As a metaphor, "Bridge to Quality" should be reevaluated, taking into consideration the current 

environment and expectations of stakeholders. We need to ask: is the metaphor effective? Is it limiting 

in any way? How do we define CME? 

Performance and quality improvement are 

only part of CME. 

Are providers unwilling to call the ACCME for 

help because they feel intimidated? The 

ACCME’s educational videos featuring CME 

leaders have been effective because the 

interviewees can deliver messages about CME 

without the intimidation factor.  

Although the ACCME clarified its position on 

the role of activities designed only to change 

knowledge, and not competence, 

performance, or patient outcomes, there is still some confusion about this issue. New knowledge may 

not lead directly to changes in practice, but it is important. Providers need examples of how to evaluate 

changes in knowledge. They also need to understand the perspectives of the ACCME and stakeholders 

Andrew LaBarbera, MD, representing CMSS CME Directors (left); 
and Richard Hawkins, MD, representing ABMS. 
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(e.g., MOC, MOL) about the role of knowledge-based CME in the CME continuum. The ACCME needs to 

ask providers to demonstrate how they are enhancing the knowledge base of clinicians, improving 

performance in practice, and improving population health. 

Performance improvement CME is a good model. It has penetrated into the provider community and is 

accepted by the ABMS. It will provide patient outcomes data. There is confusion about the AMA's and 

the ACCME’s definitions. There needs to be more alignment between the credit and accreditation 

systems, and clarity about the differences in terminology and requirements. 

MOL will be a defining issue. There is a perception that the ABMS is creating a different system because 

of differences in nomenclature. There needs to be alignment and shared definitions among the credit 

and accreditation systems, and stakeholders such as FSMB and ABMS. There needs to be a recognized 

overlap – so that providers can meet several systems' standards with one program. 

Physicians recognize the Bridge to Quality message, but they are not able to see the value. We need to 

get physicians to embrace CME as a support system for practice improvement. MOC has set the 

expectation for physicians that they engage in the cycle of improvement. Recent graduates are more 

receptive to the quality message. Quality is team-based. We need to train the teams. There is confusion 

about CPD versus CME. Physicians don't understand what they need to do. They need learning 

objectives, which are not mandated in the ACCME requirements. It's also important to specify the target 

audience and the relevance to practice (how the activity relates to the needs and requirements of MOC 

and MOL). 

Should the ACCME take the lead in establishing a common language? The ACCME should not be the 

leader, but the convener. The ACCME has a role to play as a convener to bring together stakeholders, 

including high-level, national organizations of medicine. 

 

The “word cloud” above shows key concepts regarding Topic 3, as displayed by WordleTM. 


