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Continuing medical education (CME) is ground zero
for improvement of health care. Although the last
decade has seen great innovation in health professions
education,1–3 only a small percentage of physicians
are enrolled in any given time in formal, structured
medical education.4 If care is going to improve, if
innovation is going to spread, and if America wants
changes in health care to occur more rapidly than the
30 years it takes to replace generations of health
professionals, change must spread through a comprehensive and meaningful approach to lifelong learning.
Therefore, as a specialty and as a profession, we must
attend closely to the vitality and evolution of continuing medical education.
What do we know about the effectiveness of our
continuing medical education system? Contemporary CME in the United States is a vast system,
with 180,000 courses offered by 1750 accredited
organizations in 2018, comprising more than 1.2
million hours of instruction with registration fees
totaling $1,527,559,796.5 Since 2017, the number
of educational events has increased 10% and hours
of instruction increased by 5%. As underscored in
numerous evidence-based reviews,6 – 8 there is good
evidence that the right kind of continuing education can increase knowledge and improve clinical
performance. In particular, there is an emerging
consensus that educational approaches that engage
learners, use multiple modalities, and use spaced
repetition can change clinical behavior and improve clinical outcomes. Unfortunately, the majority of continuing education in the United States
remains relatively passive and single point in
time5,9 and therefore less likely to be effective in
impacting clinical outcomes in a meaningful way.
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What about family medicine? A proud moment
in the history of our specialty was the commitment
made by the American Academy of General Practice (AAGP) in 1947 to require 50 hours of CME
annually. Our founders made this commitment to
acknowledge the importance and difﬁculty of keeping up to date as generalists. The AAGP changed
its name to the American Academy of Family Practice (AAFP) in 1970; the AAFP and its chapters
have continued to make CME a priority. The
American Board of Family Medicine (ABFM) incorporated the AAFP requirement into its own
requirements for board certiﬁcation at its founding
50 years ago. Because of our collective commitment
to the need for cognitive expertise and the recognition that a generalist specialty requires rigor, requirements for continuing education for board certiﬁcation of family physicians are the highest of any
specialty.
What role should the American Board of Family
Medicine play in the larger continuing medical
education system for family physicians? We believe
that the primary responsibility for delivery of continuing education should be with the AAFP, its
chapters and other partners interested in improving
care. The most important contributions of the
ABFM, in addition to maintaining the longstanding
CME requirement are in the provision of ways for
physicians to have periodic, independent assessment of cognitive expertise over time—that is, the
examination. There is ample evidence that physicians, like other professionals, are not able assess
their own knowledge accurately: we do not know
our clinical blind spots.10 –13 For this reason, a
keeping up-to-date strategy emphasizing self-selected CME by itself is incomplete. External assessment of knowledge, conducted in an objective and
scientiﬁcally rigorous manner, and free of inﬂu-
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the traditional point-in-time, 1-day examination.
Our hope is that immediate and continuous feedback will help Diplomates develop a personalized
learning plan, and that the ultimate result is realized in improvements in the quality of care they
provide. The Continuous Knowledge Self Assessment (CKSA) will provide similar feedback, and
continues to be a good of preparing for FMCLA.
ABFM’s task now is to support better the efforts
of family physicians in their lifelong learning between examinations. A ﬁrst step will be to enhance
the reports given to individual Diplomates at the
100-question mark. In early 2020, we will begin to
identify more speciﬁcally the clinical topics missed
and relate those to the Diplomate’s self-rated relevance to their practice and conﬁdence. Thus, a
report might include clinical topics that Diplomate
missed, but thought were relevant to his/her practice or the clinician was conﬁdent that he/she knew
the answer. Our hope is that this kind of report will
allow Diplomates to prioritize their learning needs
and plan their continuing education.
In the midterm future, we will be validating a new
examination blueprint organized around the age of
the patient and the urgency and duration of the condition. For example, a sprained ankle is an acute
condition that is self-limited, whereas hypertension is
usually not urgent but will probably require lifelong
management. These 2 conditions require different
types of care and different types of knowledge. Initial
reviews by experienced clinicians suggest that this
new blueprint better captures how family physicians
think about the clinical problems they face. We believe that the new blueprint, once validated, will be
more useful to Diplomates’ efforts to identify knowledge gaps. We have also begun to explore with the
AAFP better alignment of taxonomy of topics and
knowledge gaps, in hopes that Diplomates can better
identify what they need to know and our education
partners can better develop educational programs.
KSAs will remain an important part of our strategy. Currently KSAs are very popular among Diplomates, with approximately 3 times as many Diplomates doing them as would be required in any
given year. We will continue to update KSAs annually; in addition, this year we will be reviewing
the list of topics and begin to add new topics addressing burning public health issues (such as opioid use disorders), population health (such as multimorbidity) or support broad scope of practice.
Regardless of topic, our intent is to provide addi-
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ences of pharmaceutical companies, device makers,
and other health care vendors is critical. This is also
what the public expects from certifying boards.
The right amount of time between external assessments is a matter of judgment; practical aspects
of cost and convenience are part of this consideration. At its founding, ABFM required reassessment of cognitive expertise every 7 years. In the
early 2000s, as we evolved into a maintenance of
certiﬁcation model with requirements to participate in knowledge self-assessments (KSAs) and performance improvement activities every 3 years, we
extended the maximal time between examinations
to every 10 years. In addition to an overall pass/fail
assessment, which compares an individual’s cognitive expertise to a common standard applied to all
Diplomates, ABFM also provides examinees a report highlighting strengths and areas in need of
improvement, according to an examination blueprint based on organ systems. Importantly, the statistical precision of these estimates of knowledge
gaps is only modest, as the ABFM examination is
powered for the assessment of overall cognitive
expertise. For example, the typical examination has
only 3 questions related to the male reproductive
system, based on the relative prevalence of these
types of problems in typical family physicians’ clinical practice. If a Diplomate misses all 3 questions,
it may be appropriate to address this perceived gap
with CME, but the small number of questions, as
compared with the vast number of conditions affecting the male reproductive system, cannot provide conclusive evidence that his or her knowledge
of such conditions is signiﬁcantly worse than the
average Diplomate.
The Family Medicine Certiﬁcation Longitudinal Assessment (FMCLA) pilot has the potential to
enhance Diplomates’ efforts to remain current in
their clinical knowledge.14 Pilot participants immediately receive the correct answer to each question,
along with explanations for correct and incorrect
answers in a summary critique and references that
can be used for further study. Participants will
receive interim reports with an estimated scaled
score after they complete 100 questions. These
reports will give Diplomates the opportunity to
forecast whether their knowledge level is likely to
be at or above passing the examination’s minimum
passing standard. The report will also include an
individualized list on knowledge gaps linked to organ systems similar to that currently provided after
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tional opportunities for self assessment—and to
provide Diplomates an opportunity to practice
their skills in self assessment.
Finally, following the lead of the American
Board of Obstetrics and Gynecology and other
American Board of Medical Specialties (ABMS)
Boards, we will be developing a pilot of an optional
national Family Medicine Journal Club, which will
provide practice changing articles selected for relevance and methodological rigor from 140 clinical
journals. Participating physicians will answer questions for each article selected to demonstrate understanding of the clinical application of the information and receive certiﬁcation credit. As with our
current self-assessment modules, we anticipate that
this offering will provide opportunities for the
AAFP, its chapters, or other interested CME providers to develop continuing education opportunities to meet the needs of our Diplomates.
Our work to improve the effectiveness of CME
will not stop there. ABFM is acutely aware of the
dramatic changes taking place in continuing education and, especially, in technology. We stand
ready to work with Diplomates, the AAFP, and our
other educational partners to optimize how family
physicians maintain the cognitive expertise to improve care continuously. With new methods of
providing continuing education will come new
challenges, including the need to evaluate their
effectiveness. Is novel necessarily better? Beyond
this, additional scrutiny will be needed with respect
to potentially new kinds of conﬂicts of interest
posed by health system consolidation, integration
of health systems with payers and the role of venture capital in clinical technology startups.
ABFM’s long-term focus continues to be continuous improvement in the quality of care family
physicians provide. Given that the continuing education of family physicians must play a central role
in this process, the American Board of Family
Medicine is committed to supporting its partners’
efforts to improve the effectiveness of CME in
improving clinical, outcomes.

