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A 55-year-old physician, who graduated from
medical school in 1979, completed his internship
and junior residency in internal medicine in 1981.
He did 3 years of fellowship training in endocrinology, followed by a third year of residency in
internal medicine. He then completed and passed
the American Board of Internal Medicine (ABIM)
qualifying examinations in internal medicine and
endocrinology; the ABIM issued to him certificates of unlimited duration, specifying that he
held board certification in internal medicine and
endocrinology. For the past 24 years, he has been
in the practice of general internal medicine with
an emphasis on endocrinology. He estimates that
about half of his patients see him for endocrine
problems exclusively and the remainder see him
for issues regarding general internal medicine.
He is on the faculty of the medical school from
which he graduated, but he spends most of his
time caring for patients in an outpatient setting.
For 6 months of each year, he has third-year residents, training in internal medicine, shadowing
him at his outpatient practice. For one 3-week
block each year, he serves as an attending physician on the general medical service of the hospital where he has inpatient privileges, a minor
teaching hospital of his medical school at which
he trained. During this 3-week period, he has
two medical students, two interns, and a senior
medical resident under his direct supervision.
He attends the grand rounds lecture series
regularly. Once a year, he leaves his practice to
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attend a weeklong postgraduate course, alternating between internal medicine and general endocrinology. He has never considered enrolling in
the maintenance of certification (MOC) program
in either internal medicine or endocrinology. His
reasoning is that he is up to date in his practice,
that he makes frequent use of point-of-care
reference services to check on the latest diagnostic or therapeutics practices when he encounters a condition that he does not see frequently,
and that the money and time needed to undertake MOC would not be well spent. He has received a communication from the ABIM urging
him to undergo the MOC process. He consults
you, as a friend and colleague, for advice about
what to do.
Which one of the following recommendations, either of which could be considered correct, would you find most appropriate for this
physician? Base your choice on your own experience and other sources of information, as appropriate.
1. Enroll in the current MOC program.
2. Do not enroll in the current MOC program.
To aid in your decision making, each of these
recommendations is defended by experts in the
following short essays. Given your own knowledge and the points made by the experts, which
recommendation would you choose? Make your
choice at NEJM.org.

nejm.org

march 11, 2010

Downloaded from www.nejm.org at HHS LIBRARIES CONSORTIUM on March 11, 2010 .
Copyright © 2010 Massachusetts Medical Society. All rights reserved.

Clinical Decisions

R ec ommendat i on 1

Enroll in the MOC Program
as Currently Configured
Wendy Levinson, M.D.,
and Talmadge E. King, Jr., M.D.
Like our colleague in the vignette, approximate
ly 69,000 diplomates of the ABIM have time-
unlimited certification, often called “grandfather”
status. We are among the less than 1% of such
physicians who have chosen to become recertified by participating in the MOC program. As
members of the ABIM Board of Directors, we
were required to participate in MOC. We found
that participation in MOC fit with our commitment to lifelong learning and gave us more confidence (and tangible evidence) that we are up to
date in our fields.
Many physicians question the value of MOC,
and — we must confess — so did we. We used
to believe that years of practice build knowledge
and competence and that ongoing participation
in continuing medical education (CME) reinforces
a basic understanding of clinical concepts. But
the evidence does not bear that out.1,2
Considerable research shows that traditional
CME does not deliver when it comes to improved
physician performance and knowledge.1-3 However, MOC, as a structured assessment process,
is more likely to stop the decline over time in a
physician’s skills, knowledge, and performance4
than more passive CME. MOC requires physicians to complete a self-assessment of their
knowledge, participate in practice-based qualityimprovement activities, and pass a secure,
knowledge-based examination.
Initial ABIM certification and MOC have both
been associated with better care.5-10 Physicians
who are certified in their field provide higherquality care — such as in the management of
acute myocardial infarction7,8 and delivery of
preventive services9 — than noncertified physicians. Similarly, physicians who participate in
MOC have better clinical outcomes.5,6,10 For example, internists scoring in the top quartile on
the ABIM MOC examination were more likely to
provide better care for patients with diabetes
than physicians with scores in lower quartiles;
those who did not pass the examination performed least well in terms of benchmarks of
quality care.6
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What physicians think they know and do in
practice does not match what they actually know
and do. In fact, physicians are not good at assessing their own skills — fewer than 30% of
physicians examine their own performance
data,11 and physicians’ ability to independently
and accurately assess and evaluate themselves
has been shown to be poor.3 Furthermore, physicians typically overestimate their compliance
with quality standards.10,12
Physicians with grandfather status may need
the recertification process more than their younger peers do. A systematic review4 of 62 studies
showed that most found declines in physician
performance with greater numbers of years in
practice4: decreasing medical knowledge; less
adherence to the standards of appropriate diagnosis, screening, preventive care, and therapy;
and worse actual health care outcomes. Also,
clinical skills tend to decline over time, and more
clinical experience does not necessarily lead to
better outcomes or improvement of skills.3,4
Although participation in MOC is not required by the ABIM, physicians with grandfather
status are being called on to enroll in the program by external stakeholders. Patients are becoming more sophisticated in seeking information that will help them to select physicians who
provide high-quality care. Hospitals are required
by accreditation bodies, like the Joint Commission, to routinely attest to physicians’ competence. Payers are interested in assessing the quality of care so they can distinguish “high-quality
physicians.” We believe the MOC process, developed and continually refined by physicians, is a
better program than those developed by payers
or by the government.
The biggest concerns we hear from physicians about becoming recertified relate to cost,
time, relevance, and fear.13,14 The physician in
the vignette should understand that the ABIM
recommends that physicians maintain the certifications that best reflect their practice; in his
case, we would recommend that he maintain his
endocrinology certification. We believe that the
one-time fee, although considerable ($1,570 to
$1,720), is reasonable, since certification lasts
for 10 years, resulting in a cost of about $160 per
year. The cost of his annual weeklong postgraduate course is much more than that — approximately $1,000 per course per year. Enrollment in MOC provides CME credits for completion

nejm.org

march 11, 2010

Downloaded from www.nejm.org at HHS LIBRARIES CONSORTIUM on March 11, 2010 .
Copyright © 2010 Massachusetts Medical Society. All rights reserved.

949

The

n e w e ng l a n d j o u r na l

of the knowledge self-assessment modules and
gives access to performance-improvement modules throughout the 10-year period — at no additional cost.
The ABIM currently has 19 subspecialties and
continues to get requests to create more focus
areas; this is reflected in the cost. The process of
producing, maintaining, and administering the
examinations and modules is expensive. Teams of
physicians in practice and academia create the
examinations and approve all MOC products.
Furthermore, to ensure quality, accuracy, relevance, and security, questions for the secure examination and self-assessment modules are updated continually.
In our experience, MOC requires a time commitment, to prepare for the examination and to
complete the performance-improvement modules. The fact that the assessment is meaningful
to patients, physicians, and other stakeholders
requires the ABIM to create a program that is
rigorous and robust and that requires real effort
by the participant. Indeed, completing the performance-improvement modules can take hours,
because the test taker has to gather data, develop and implement a quality-improvement plan,
and remeasure performance. For us, preparing
for the examination had the added value of providing a means of continuous learning.
Physicians express concern that the examination is about recall but does not give them the
chance to use the resources they would use in
their practice. The questions in the examination
are designed to test diagnostic reasoning and
clinical judgment — that is, to test what the
certified internist or subspecialist is expected to
know without access to medical resources. The
examination is continually revised by internists,
who select the most relevant questions; in the
future, the ABIM may provide resources in which
test takers can look up information during the
examination.
Finally, fear of failure is a hurdle for physicians
with time-unlimited certification. The examination is a high-stakes one, and failure can affect a
physician’s practice (although physicians with
grandfather status do not lose their certification
if they fail the examination). It is worth noting
that 84% of first-time test takers pass and that
the ultimate pass rate is around 95% — evidence
that learning and feedback are effective.
The ABIM’s MOC program is not perfect, and
we on the Board of Directors have been working
950
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with input from our diplomates to address many
shortcomings of the program. We share the
topic areas of the examination questions so that
physicians know what will be covered. Given
physicians’ concerns that the secure examination be relevant to their practices, especially for
those who are very specialized, the ABIM is exploring plans to implement a MOC track of focused practice. This track will consist of a program that better aligns with what physicians are
doing in practice.
In addition, the ABIM is working to make
sure that, if appropriate, multiple resources can
be used to complete the MOC process. Many tools
are being developed to assist physicians in assessing their performance in practice. Physicians can
often use the work they are doing within the MOC
program to get credit for other programs important to their practice, thereby reducing redundant
effort.
We recommend to our colleague that he take
up the ABIM challenge and enroll in MOC. In
doing so, he can show his patients, peers, and
himself that he is up to date in medical knowledge, participates in quality improvement in his
practice, and has met a rigorous, external standard. As a faculty member, he can serve as a role
model to students and residents, all of whom
will be required to participate in MOC throughout their careers. As public expectations increase
and as self-regulation is challenged on the basis
of high costs of care and gaps in quality,15 it is
time for all “grandfathers” to participate in MOC.
Disclosure forms provided by the authors are available with
the full text of this article at NEJM.org.
From the Department of Medicine, University of Toronto, Toronto (W.L.); and the Department of Medicine, University of
California, San Francisco, San Francisco (T.E.K.).

R ec ommendat ion 2

Do Not Enroll in the Current
MOC Program
Lee Goldman, M.D., Allan H. Goroll, M.D.,
and Bruce Kessler, M.D.
We three “grandfathers,” despite having substantially different backgrounds and current roles,
strongly support the concept of recertification
but cannot advise the physician in the vignette to
engage in the ABIM’s MOC program as currently
constituted. We express this view with a sense of
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disappointment but also with hope and expectation that the process will be greatly improved.
From a variety of perspectives, we would be
pleased to endorse a recertification process that
reasonably and cost-effectively assessed a physician’s competence, in terms of knowledge and
professionalism, in the skills and tasks appropriate to the physician’s specific medical practice. We would be even more confident in this
recommendation if there were definitive evidence to show that the actual process of recertification benefitted those who became recertified, as well as their patients. The fact that so
few physicians with grandfather status voluntarily choose to be recertified shows that most
older, experienced internists do not believe the
current recertification process to be a worthwhile method of helping them maintain their
competence to care for their patients.13
Although nonrandomized data show an association between initial board certification and
improved performance,8,9,16 there are little or no
data showing improved outcomes of care related
to recertification. Unfortunately, the logical belief that continuing education will improve a
physician’s knowledge (and hence, performance)
has not been confirmed in randomized trials.1,2
Board recertification in internal medicine relies
heavily on, and culminates with, physicians’ passing a secure examination of knowledge. This strategy is used by many professional boards because
of the inconsistency of oral examinations and the
psychometric validity ascribed to the written examination.
We do not dispute the correlation of performance on a written examination with other
process-performance measures, but we wonder
whether the correlation is based on examination
scores being a surrogate marker, rather than a
definition, of competency. Medicine is replete
with surrogate markers that correlate well with
an outcome but either are not truly causal or,
even if they are causal, may represent misplaced
therapeutic targets. Similarly, even if scores on a
secure examination are a useful surrogate for
overall competence, do the outcomes justify
spending tens, if not hundreds, of hours studying to pass an examination that may have little
to do with one’s practice? Physicians do need a
solid knowledge base, but much more importantly, physicians must have a well-developed
ability to access and use relevant information
resources to support decision making. The quesn engl j med 362;10

tion of whether heavy emphasis on increasing
personal knowledge will improve outcomes of
care can be tested, but so can the question of
whether improving one’s ability to utilize available information will improve care. In the absence of relevant data, the current approach to
recertification relies more on the logical assumption that it may be beneficial than on demonstrated outcomes.
Even if the current approach by the ABIM is
correct, we believe that the MOC process falls
short in terms of relevance and the time, effort,
and expense it requires of candidates. The onesize-fits-all secure examination, which requires
many hours of preparation and the review of
volumes of material, much of which may be irrelevant to one’s daily practice, is a key component of the MOC program. If you fail the examination, you fail to become recertified.
The relevance of MOC should and could be
enhanced by customizing the process — by having the candidates identify the most common
problems and diagnoses encountered in their
practice (e.g., through the review of electronic
medical records or billing data) and focusing the
study, practice-improvement, and testing materials on the customized practice (presumably from
a bank of available material). The customized
learning agenda could be supplemented by a limited amount of core material focusing on a small
set of must-not-miss diagnoses and management
priorities pertinent to all internists, rather than
requiring all candidates to reread about all of internal medicine in an unfocused fashion. The
“final examination” (which could still be used, if
data could show its relevance) should allow candidates to access the information typically available to a practitioner so that real-world skills, not
factual recall, are assessed.
We do not oppose tests. Rather, we fear that
continued overreliance on factual recall runs the
risk that physicians will be inappropriately encouraged to trust their “recertified memories”
rather than reminded that they should always
consult easily accessible, authoritative resources
to make sure they are doing the right thing.
In an ABIM survey of board-certified internists
whose certification was expiring, only 38% of
respondents felt that the requirements for recertification were appropriate; 41% did not.8 Among
the respondents, only 53% had completed the
requirements for MOC. The major reasons for not
participating in the process were the time re-
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quired, the lack of relevance to their practice,
the expense of the process, and the fact that
recertification was not required for employment.
These results suggest that it might be better for
the ABIM to address these issues definitively so
as to enhance the legitimacy of recertification
for those who must participate, before embarking on a campaign to convince physicians with
time-unlimited certification to participate voluntarily.
The ABIM has had, for all intents and purposes, an absolute monopoly on certification
and recertification in internal medicine and its
subspecialties. Since the advent of recertification, the financial reserves of the ABIM and the
ABIM Foundation have increased substantially;
in 2006 and 2007, the ABIM transferred $13 million to its foundation.17 Reserves of this magnitude create a responsibility both to reduce the
costs of recertification and to fund research and
development to improve the certification and
recertification processes. We contend that this
goal should become the stated priority of the
ABIM, pursued explicitly and aggressively in a
manner that the public can trust and the profession should endorse.
It can be argued that recertification captures
the high ground and helps forestall more onerous and capricious external regulation; we hope
this can be made the case. However, the low rate
of voluntary recertification confirms that physicians with grandfather status are not convinced
of the value of the process. We believe that the
true success of recertification will be defined
not by whether physicians with time-limited
certification maintain their certification but by
whether the ABIM can improve and reform the
process of recertification sufficiently so that all
physicians will choose to become recertified in
a truly voluntary fashion. Our view is that the
entire internal medical community would be
delighted to work with the ABIM to make recertification a more relevant, evidence-based, costeffective process.
In its current form, recertification is great in
theory but disappointing in practice. As a result,
we would reluctantly advise our colleague to
spend his time and money elsewhere.
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Disclosure forms provided by the authors are available with
the full text of this article at NEJM.org.
From the Columbia University Medical Center, New York (L.G.);
Harvard Medical School and Massachusetts General Hospital
— both in Boston (A.H.G.); and Eureka Internal Medicine, Eureka, CA (B.K.).
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