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RESPONSE TO “REFORM OF CME”

PuBLISHED IN JAMA
By Todd Dorman, MD

I would like to thank Dr. Campbell for his important piece on
“Reform of CME” published in the October 28 issue of the
Journal of the American Medical Association.' It is in fact,
for many of the reasons or implications cited in this editorial
that CME has already begun the very reform for which it
calls. As all good professions should do, CME had examined
itself, begun an improvement project of its own, and moved
toward a new CME well in advance of this publication, a
fact seemingly missed by Campbell and Rosenthal.

CME wasn’t created to change patient outcomes in a direct
effect model. It was believed that physicians, once they
finished medical school and residency training were no
longer novices, but experts or masters in the craft of health
care practice and that all they would require was continued
exposure to information. The specific aim was simply to
reinforce their knowledge or to add to that knowledge. Thus,
the published literature demonstrates that CME is indeed
most effective at advancing knowledge. The implication
that the reason there is scant evidence of improved patient
outcomes is because CME isn’t effective at improving
outcomes is a hypothesis that is unlikely correct. In fact, the
more likely reason is that CME wasn’t historically crafted to
accomplish this end point and, as such, this end point has not
been rigorously evaluated. There is a significant difference
in evidence that demonstrates through high-quality research
that there is no change in outcomes as compared to simply
a lack of evidence.” Proof that an educational activity in
and of itself improved patient outcomes implies that one
believes that physicians practice in a vacuum and that
their only source of improvement is from standard CME.
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Physicians learn and improve
through discussions with
colleagues, reading journal
articles, attending professional
society meetings and during
the course of care. Teasing out
the impact of each piece will
be difficult and may never be achievable at the level of a
causal pathway.

That being said, CME has already risen to the challenge

of a need for a change. Performance Improvement
continued on page 2 ...
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REspoNse 1O “REForRM OF CME”

continued from page 1 ...

CME already exists and 1s growing 1 1ts adoption and

implementation.*® Several projects have already been

launched and completed and these to date have shown

beneficial outcomes. Pomt of care CME 1s being utilized

by many physicians so that they can learn 1n the process

of care and directly impact patient care decisions.

Simulation-based CME 1s just begimning but also holds
great promise.

In addition to these important changes in CME, funding
has already started to recede. 2008 saw a decrease
commercial funding of almost $200 million dollars
and the expectation 1s that the 2009 data will show an
even larger fall. Commercial funding for CME was on a
steady increase until 2004 when the revised Standards for
Commercial Support were released by the ACCME. Since
then, growth has erther been flat or as stated declined Thus
this call for a change 1n funding 1gnores what is already at
play It also ignores the fact the growth in industry funding
for research has occurred at approximately the same
pace between 1998 and 2004 and that industry funding
by some estimates approaches 65% of all funding for
research at academic centers. Thus the rate of rise or the
percent contribution of industry funding to CME should
be taken m the context of the entire medical landscape
and not 1n 1solation.

It should also be pointed out that the goal 1s not a system
of no funding, but a system of no influence that improves
practice and patient outcomes. This goal was established
by the CME profession 1tself, 1s in concert with the IOM
and 1s distinctly different than the view proposed 1n the
Journal of the American Medical Association article
requesting reform * It simply cannot be 1gnored that
point-of-care CME, performance improvement CME
and simulation-based CME are much more expensive to
conduct and that given the steady advance of knowledge
1n healthcare, unlike many professions that can recoup
the cost of continuing education over many years, the
costs for physician-oriented CME recur 1n full each
and every year Finally, the cost of training within
one’s practice team may require closing one’s practice,
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adding additional costs and concerns regarding access
to care

It 1s a shame that the piece presented by Drs Campbell
and Rosenthal did not recognize these 1ssues 1n
general and simply 1gnored the significant amount of
change created by CME 1tself. Importantly, regulated
change comes and goes, a lesson best exemplified by
prohibition Self-induced performance improvement
1s indeed the pathway to substantial and sustainable
change and this 1s a path that CME has already begun.
In this, the 100™ anniversary year of the Flexner report,
CME 1s honored to have seen the need to change and to
have begun that process Now 1s the time for watchful
waiting, a period of time designed to assess the sea of
change that has already taken place so that the correct
tactical changes can occur through a logical continuous
mprovement process These calls for more change
without any assessment of the state of the art today are
unjustified and may, 1n fact, be harmful
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