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climate is hostile to the ACA in
nearly all of them. Just seven of
them will be led by Democratic
governors in 2015; of those gov-
ernors, all but Delaware’s Jack
Markell will face a Republican-
controlled legislature. Not all Re-
publican governors oppose state-
based insurance exchanges: both
Rick Snyder of Michigan and Rick
Scott of Florida have lent their
support to state exchanges. In the
November elections, however, the
states that would have been con-
sidered most likely to establish
their own exchanges (in particular,
those that expanded Medicaid) ei-
ther sent Republican governors to
the statehouse or saw Republicans
increase their margins in the leg-
islature. Many of those Republi-
cans campaigned on their ardent
opposition to Obamacare.
Unquestionably, state officials
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would face enormous pressure —
from taxpayers, health plans, and
hospitals — to set up exchanges.
In a volatile political environ-
ment, some states might well do
so. But ACA opponents’ commit-
ment to resisting the temptation
of federal money should not be
underestimated: witness the re-
fusal of nearly two dozen states
to expand Medicaid even though
the federal government would cov-
er almost all the costs.

ACA supporters thus have good
reason to worry. For at least sev-
eral years, and perhaps for much
longer, the outcome in King could
determine whether millions of
people continue to have access to
affordable, comprehensive health
insurance.

Disclosure forms provided by the au-

thors are available with the full text of this
article at NEJM.org.

From the University of Michigan Law
School, Ann Arbor (N.B.); Boston Universi-
ty School of Public Health, Boston (D.K.J.);
and Washington and Lee University School
of Law, Lexington, VA (T.S.).).

This article was published on December 10,
2014, at NEJM.org.

1. Levitt L, Claxton G. The potential side ef-
fects of Halbig. Kaiser Family Foundation
(http://kff.org/health-reform/perspective/
the-potential-side-effects-of-halbig/).

2. Your Health Idaho. About us (http://
www.yourhealthidaho.org/about-us/).

3. Centers for Medicaid and Medicaid Ser-
vices. Blueprint for approval of affordable
state-based and state partnership insurance
exchanges  (https://www.cms.gov/CCIIO/
Resources/Files/Downloads/hie-blueprint
-11162012.pdf).

4. National Conference of State Legisla-
tures. State laws and actions challenging
certain health reforms (http://www.ncsl
.org/research/health/state-laws-and-actions
-challenging-ppaca.aspx).

5. Stateside Associates. 2015 State legisla-
tive session dates (http://www.stateside
.com/state-information/2015-state
-legislative-session-dates/).

DOI: 10.1056/NEJMp1414191
Copyright © 2014 Massachusetts Medical Society.

Maintenance of Certification 2.0 — Strong Start,

Continued Evolution
Mira B. Irons, M.D., and Lois M. Nora, M.D., J.D., M.B.A.

104

Downloaded from ngjm.org at UNIVERSITY OF MINNESOTA LIBRARIES on January 21, 2015. For personal use only. No other uses without permission.

n anesthesiologist inserts an

intraosseous line to admin-
ister lifesaving medication, as he
learned to do during a simula-
tion exercise; office-based pedia-
tricians collaborate to improve
the care of children with asth-
ma; family-medicine physicians
improve the care of their diabetic
patients. These are examples of
why we became physicians and
the types of outcomes we hope
to see in our patients. They’re
also improvements in care and
skills that have resulted from
participation in maintenance of
certification (MOC) activities. So
why is MOC so controversial?
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Some older physicians resent
MOC’s new requirements associ-
ated with the board certification
they worked hard to earn years
ago; some younger physicians
can’t understand why the re-
quirement to prove current com-
petence doesn’t apply to col-
leagues who are further removed
from training than they are. Some
physicians argue that MOC’s bur-
dens, including time and cost,
are unjustified in an era when
other regulatory requirements are
already unmanageable and are
pulling us away from our pa-
tients. Many physicians who find
value in the MOC program never-
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theless propose potential im-
provements to its structure and
delivery. There’s also broad under-
standing that the member boards
of the American Board of Medi-
cal Specialties (ABMS), in collabo-
ration with external researchers,
must ensure that the program’s
research base expands and its
quality is continuously improved.

For many years, board certifi-
cation was granted at a single
point in a physician’s career. Cer-
tification by one of the ABMS
member boards was meant to
uphold the trust-based relation-
ship between medical profession-
als and patients: the profession

Copyright © 2015 Massachusetts Medical Society. All rights reserved.



PERSPECTIVE

commits to using its knowledge
and skills for the good of society,
and society grants it substantial
autonomy to determine its own
educational standards and the
right of self-regulation through
external assessment holding it to
high standards.

But by the mid-1970s, it was
widely recognized that with sci-
entific knowledge growing expo-
nentially and research revealing
the extent to which skills declined
with age, the medical profession
would need a more consistent
way to ensure each physician’s
continued expertise, judgment,
and skills if we wanted to retain
our privilege of self-regulation.
Information regarding certifica-
tion processes in other high-
stakes fields, such as the airline
and nuclear power industries,
also became more readily avail-
able. Studies indicating that phy-
sicians can’t always assess them-
selves accurately® provided further
impetus for a more continuous
process of ensuring physician
competence — one that included
traditional accredited continuing
medical education (CME) and a
high-stakes secure examination,
in addition to a focus on practice
assessment and improvement.

To address these changing
needs and expectations, in 2000,
the U.S. medical specialty boards
adopted MOC, a program ground-
ed in educational and assessment
research and implemented as part
of an integrated quality-improve-
ment framework that recognized
physician performance as a cru-
cial contributor to health out-
comes. MOC focused on the six
core competencies embraced by
the ABMS and the Accreditation
Council for Graduate Medical
Education (ACGME) and included
elements of professional standing
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and licensure, lifelong learning
and self-assessment, cognitive ex-
pertise, and performance in prac-
tice. The program was not meant
to replace CME; rather, it added
practice assessment that could
guide both the choice of prac-
tice-relevant CME and practice
improvement.

As the boards’ MOC programs
matured, many partners in the
health care system began devel-
oping educational, assessment,
and performance-measurement
activities to support physicians in
achieving MOC and using the
MOC process to support quality-
improvement activities. Examples
include CME activities developed
by specialty societies for which
physicians can receive MOC
credit and performance-improve-
ment modules using recognized
performance measures or evi-
dence-based practice guidelines
to address requirements for mea-
suring performance in practice.
Some boards develop reading lists
of articles on recent advances in
their specialty to facilitate life-
long learning and self-assessment.
And the ABMS Multi-Specialty
Portfolio Approval Program grants
MOC credits for institutional,
multispecialty-team—based quality-
improvement projects. That pro-
gram addresses physicians’ con-
cerns about MOC’s relevance to
practice and the work it adds to
their burden, since it provides
credit for activities that are part
of physicians’ daily practice.

There’s growing evidence that
MOC can improve physicians’
performance and patients’ out-
comes. For example, a prospec-
tive validation study, performed
at the Mayo Clinic, of a measure
of the extent of physicians’ critical
reflection on their MOC quality-
improvement activities demon-
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strated a positive association be-
tween their reflection scores and
the quality-improvement project’s
impact, including its effects on
physician engagement and prac-
tice improvement.? An analysis of
the results of nearly 8000 perfor-
mance-in-practice modules for dia-
betes care completed by family
physicians revealed improvements
in glycated hemoglobin levels and
blood-pressure control and in-
creased regularity of foot and eye
exams for their diabetic patients.?
Both asthma care and recruit-
ment of pediatric practices for
practice-based research were im-
proved through MOC perfor-
mance-improvement projects for
pediatricians.*>

As with any new and evolving
program, periodic reevaluation is
necessary to ensure that the
MOC program meets the needs
of patients, physicians, and the
greater community. During a
2-year review of the program, it
became clear that both the pub-
lic and the profession valued a
rigorous program of assessment
and self-regulation and that many
physicians saw value in the con-
cept and philosophy of MOC.
However, valid concerns and
even anger were expressed about
program elements, including the
breadth and scope of the period-
ic secure examination for physi-
cians whose practices have nar-
rowed over time, the experience
of testing in secure computer-
based testing facilities, the finan-
cial and emotional costs of pre-
paring for and taking the
examination, and the challenges
of finding performance-improve-
ment activities that are relevant
to physicians’ practice and easily
integrated into their clinical en-
vironments. The results of this
review process indicated that MOC
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|::] =] An audio interview
on MOC with Steven
Weinberger of the American
College of Physicians is
available at NEJM.org

standards could be further refined
to reflect the changing education-
al and practice environments and
address the needs of the physi-
cians it is intended to support.
The recently approved 2015
ABMS standards for MOC are the
result of this refinement process.
These standards (available at www
.abms.org) include general stan-
dards pertaining to the member
boards themselves, outlining ex-
pectations for them to incorpo-
rate all six ABMS-ACGME core
competencies throughout their
MOC programs, to enhance the
value and relevance of their MOC
programs for their diplomates by
being sensitive to time, adminis-
trative burden, and cost, and to
engage in continuous quality im-
provement of their MOC pro-
grams, in part through regular
review incorporating input from
diplomates and the public. The
new standards place greater em-
phasis on profes-
sionalism and pa-
tient safety, and
they include a re-
quirement that ex-
aminations assess physicians’
judgment as well as knowledge.
The 2015 standards retain pro-
gram elements that incorporate
both physician self-assessment

and assessment by the boards.
They also encourage innovation.
In the area of lifelong learning,
for example, some boards are
e-mailing “questions of the week”
to stimulate learning through
self-assessment activities. Thanks
to technological advances, some
boards are investigating the pos-
sibility of developing a secure ex-
amination that can be delivered
in various settings and for ex-
panding access to approved refer-
ence materials during the exami-
nation process. Under the new
standards, boards are also ex-
pected to provide feedback from
the examination to guide physi-
cians’ self-assessment and indi-
vidual learning; they are also
expected to provide MOC credit
for meaningful participation in
system- and team-based quality-
improvement activities in physi-
cians’ practice settings.

We see the 2015 MOC stan-
dards as providing the medical
community, the member boards,
and ABMS with an opportunity
to work together to positively af-
fect the care of patients and
communities, to support the so-
cial compact between the public
and the profession, and thereby
to help maintain medicine as a
profession and support physicians
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throughout their careers. We be-
lieve that high standards of spe-
cialty certification are important
to health care, and we hope our
medical-community partners will
work with us to continue to
evolve our certification systems
to ensure that the standards they
set continue to be highly valued
in the future.

Disclosure forms provided by the au-
thors are available with the full text of this
article at NEJM.org.

From the American Board of Medical Spe-
cialties, Chicago.
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n January 2014, the American
Board of Internal Medicine
(ABIM) changed its certification
policies for physicians. Instead
of being listed by the ABIM as
“certified,” physicians are now
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listed as “certified, meeting main-
tenance of certification (MOC)
requirements” or “certified, not
meeting MOC requirements.”
MOC requirements include ongo-
ing engagement in various medical
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knowledge, practice-assessment,
and patient-safety activities, on
which physicians are assessed
every 2 years, and passage of a
secure exam in one’s specialty
every 10 years.
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