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Few physicians enter the practice of medicine with their intended specialty area being 
continuing medical education (CME). How, then, is it that many physicians choose 
CME as a profession? Let me suggest a case study: Drowning in tertiary care referrals, 
young Dr. X began to search for his escape mechanism. When a position was advertised 
at his medical school for a director of CME, he applied, thinking that having won house 
staff teaching awards would qualify him to lead the CME program. Three years later, 
when relieved of his duties as CME director, he ascribed his demise to a lack of political 
and leadership skills, not to core competencies on his part in the areas of adult educa-
tion or educational design. After all, he was leading change in the CME office, had 
hired the program’s first full-time staff member and had great aspirations to build a qual-
ity CME unit. Why, then, did he fail? The Alliance for CME has identified leadership 
competencies for CME professionals which apply to physician leaders in CME.1

Key components of leadership in CME:

1.		�  Understand your constituency. George Mejicano, MD, associate dean for CME 
at the University of Wisconsin, advised attendees at the Alliance for CME’s annual 
conference in January 2007 to “Say goodbye to anonymous learners!” Physician 
leaders in CME must have a finger on the pulse of their prospective learners, 
understand organizational relationships to the CME unit and ensure the activities 
meet the physicians’ professional development needs. Also, CME programs should 
develop systems to assess individual, group and/or organizational gaps in knowledge 
or performance, and develop relationships with other institutional physician leader-
ship, especially chief medical or safety officers and quality improvement staff.

 
2.		�  Assist physicians in continued professional development. A quality CME 

program must distinguish physicians’ needs from wants and know when to pro-
vide opportunities for physicians to receive both.2 For example, physicians may 
claim to be excellent providers of diabetes care until they are unable to meet the 
requirements for National Committee for Quality Assurance certification. Use 
new criteria implemented by the Accreditation Council for Continuing Medical 
Education (ACCME) to your CME program’s advantage: (a) integrate CME into 
processes for improving professional practice; (b) explore use of noneducational 
strategies in practice environments; (c) partner with others who are addressing  
institutional or system barriers to improvement; (d) identify stakeholders and 
mold partnerships to enhance outcomes; and most importantly, (e) position your  
CME unit to influence the scope and content of your organization’s activities/ 
educational interventions, whether they be large annual meetings, recurring grand 
rounds in hospitals or performance improvement (PI) CME activities.
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Director’s column
By Alejandro Aparicio, MD

In this issue of the CPPD Report we 
continue our series of articles by CME 
providers that are implementing perfor-
mance improvement (PI) CME in their 
organizations. We appreciate the will-
ingness of the University of Wisconsin 
and the American College of Physicians 
to share their experiences with us. We 
are also grateful to Harry A. Gallis, MD, 
for his insightful lead article, “Physician 
leadership in CME.” As immediate past 
president of the Alliance for CME, Dr. 
Gallis exemplifies the role of a physician 
leader, and his work in CME in North 
Carolina speaks volumes as to what 
physicians can do, through their  
involvement in CME, to help doctors 
help patients. Please make sure you 
read what this expert in physician lead-
ership in CME has to say—his article’s 
reference list alone can serve as a great 
tool for all of us. 
	
I know you may have heard me express 
this sentiment on previous occasions, 
but it truly is a great time to be involved 
in CME. I find this sentiment reinforced 
on a daily basis. It is reinforced by 
the honor of working each day with 
the outstanding group of persons that 
make up the Division of Continuing 
Physician Professional Development 
(CPPD) and the medical education 
group of the AMA, as well as the rest 
of the AMA staff. It is reinforced when 
I witness the dedication of the profes-
sionals—whether volunteers, part- or 
full-time employees—working in the 
CME community to help physicians help 
patients by providing the educational 
activities that “maintain, develop, or 
increase the knowledge, skills, and 
professional performance and relation-
ships that a physician uses to provide 
services for patients, the public or the 
profession” (from the definition of CME 
adopted by the AMA House of Delegates 
in 1982). It is reinforced when I attend 
meetings or conferences and have the 
opportunity to exchange ideas, renew 
old friendships and begin new ones 
with others in the CME field. Recent 

3.	� Develop a model learning organization. Adopt the notion that organizations 
learn only through individuals who learn, a theory set forth by Peter Michael 
Senge, MIT Sloan School of Management senior lecturer.3 Building on the 
commonly asked question of a CFO to an educator, “What if we train them 
and they leave?” and the educator’s quick-witted answer, “What if we don’t 
and they stay?” physician leaders must possess the insight to comprehend the 
big picture. Systems thinking, personal mastery and team learning have been 
incorporated into the core competency areas for medical residents. Whether 
in ambulatory practices, inpatient hospital units, health departments or spe-
cialty organizations, continual improvement in performance through learning 
must be addressed systematically. Physicians leading CME units should gain a 
thorough understanding of principles of learning and change in the develop-
ment of educational activities and of staff within the CME office. 

4.	 �Promote and support change and improvement in the practice environment. 
Changes made by physicians have been categorized as accommodations, 
adjustments, redirections or transformations.4 When applying these terms and 
concepts to PI CME, we ask physicians, through making incremental changes 
in patient care, to effect the redirection or transformation of clinical systems. 
In his best-selling book, Leading Change, Harvard business school professor 
John Kotter outlines eight steps for implementing effective organizational 
change. In particular, he suggests that establishing a sense of urgency, form-
ing guiding coalitions through leadership, developing and communicating 
a vision, planning for and creating short term wins, and institutionalizing 
newly learned behaviors are all essential to execute such widespread changes.5 
These steps are also promulgated by the Institute for Healthcare Improvement 
(IHI). Therefore, it is recommended that CME leaders broker these techniques 
between their larger systems or institutions and their physician constituencies.

5.	� Advocate for the CME program, its mission and its activities. Remind 
organizational leadership that the CME function has value and that CME is 
a strategic asset. In short, strategically align the CME unit’s mission with that of 
the larger organization. Initiatives from the IHI provide opportunities for CME 
units to lead change and improvement efforts. IHI has also proposed seven 
leverage points for system-level improvement including aligning system meas-
ures, strategy and projects in a leadership learning system, as well as engaging 
physicians and building improvement capability.6 While these leverage points 
should involve CME leadership, CME leaders are frequently excluded. Effec-
tive advocacy also may require balancing the role CME plays in promoting the 
clinical services of the health care organization vs. promoting quality education.

Most physicians in leadership positions, whether in CME or in other health care 
venues, must learn a skill set that in many ways is as complex as those used in 
clinical medicine. These skills are acquired either through practical experience or 
by seeking out educational opportunities specific to one’s administrative venue. 
Physicians in CME leadership positions should seek out formal opportunities for 
professional enhancement in areas of administrative and educational leadership as 
well as informal networking within the profession.
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Building on the growing interest 
throughout the CME community in 
the performance improvement (PI) 
CME learning format, we continue 
our series exploring examples of PI 
CME in practice. In the spring 2007 
CPPD Report, this section detailed two 
CME providers’ experiences with PI 
CME’s “Stage A: Learning from current 
practice performance assessment.” Now, 
these same providers share their experi-
ences with “Stage B: Learning from the 
application of PI to patient care.”

American College of Physicians
Vincenza Snow, MD, FACP
Director, clinical programs  
and quality of care 
Member, American Medical Association

Closing the Gap (CtG) is a practice-
based, team-oriented quality improve-
ment program that trains teams of 
physicians, nurses, other allied health 
professionals and office administrators 
on how to improve the quality of their 
care for patients with chronic disease. 
CtG consists of three training sessions 
over a six- to nine-month period and 
two to three cycles of practice data 
measurements on clinical conditions 
such as type 2 diabetes mellitus or 
cardiovascular risk. 

Based on our experience running this 
program for the past four years, we’ve 
found that physician practices are most 
successful in creating change within 
their practice if they first implement 
simple improvement plans and apply 
them to a targeted number of patients 
before widely adopting a new process  
or instrument. Widely implemented 
applications of performance improve-
ment to patient care have included: 

•	� Using a flow sheet to remind physi-
cians and staff of the measures that 
are being targeted

•	� Instituting a sticker system on all 
charts to identify patients who need 
specific services

•	� Using registries (electronic and 
paper-based) and standing orders 
for more consistent patient care  

Interestingly, we’ve observed that those 
physician practices using electronic 
health records (EHRs) have sometimes 
found it more challenging to institute 
these kinds of changes than have 
practices using paper-based records. For 
example, an EHR-enabled practice that 
wanted to add new fields to its record 
template discovered that this could 
only be done centrally by its Informa-
tion Services office. Hence the practice 
had to abandon that project idea. 

Sometimes within a physician practice, 
more than one intervention may be 
used effectively. For example, in one 
physician practice a partner adopted a 
flow sheet for diabetic care that served 
as a reminder and tracking system for 
key performance measures. The other 
partner implemented an index card  
system that allowed him to track 
performance measures on all of his 
diabetic patients. In this particular 
practice, although two different inter-
ventions were used, both were successful 
and improved patient care. 

University of Wisconsin Office  
of Continuing Professional 
Development in Medicine and 
Public Health
Elizabeth Mullikin, MS, chief,  
regional educational programs

The University of Wisconsin Office 
of Continuing Professional Develop-
ment in Medicine and Public Health 
(OCPD) collaborated with a Wisconsin 
community clinic on a PI CME  
activity addressing the identification, 
assessment and treatment of hyperten-
sion to reduce morbidity and mortality.

An analysis of the clinic’s systolic 
blood pressure data was performed 
by the clinic’s Quality and Education 
Committee and the university’s OCPD. 

These collaborating teams then 
selected PI CME as the appropriate 
approach for changing physicians’ be-
havior in the identification, assessment 
and treatment of hypertension in order 
to reduce morbidity and mortality. 
Stage B was planned using the results 
of the Stage A baseline assessment. As 
a group, the PI CME participants iden-
tified and implemented the following 
organizational changes:

•	� Agreed to adopt recommendations 
from the “Seventh Report of the 
Joint National Committee on  
Prevention, Detection, Evaluation, 
and Treatment of High Blood  
Pressure” (JNC 7 guidelines)

•	� Attended a presentation by a 
leading nephrologist to enhance 
knowledge and offer strategies for 
adopting and implementing the 
guidelines

•	� Mandated that the clinic’s entire 
nursing staff attend an in-service 
training on how to appropriately 
measure blood pressure under the 
adopted protocol

•	� Calibrated measuring cuffs and  
replaced malfunctioning sphyg-
mometers with new ones

•	� Over six months, three nephrolo-
gists made eight half-day visits to 
the clinic to meet with PI CME 
participants to discuss patient 
cases and see selected hypertensive 
patients 

Individually, PI CME participants iden-
tified and implemented several practice 
changes as a result of what they learned 
from Stage A. These included:

•	� Treating patients more aggressively
•	� Following the guidelines for iden-

tifying, diagnosing and treating 
hypertension

•	� Obtaining other baseline studies 
(e.g., EKG, chest X-ray, urinalysis)

•	� Encouraging more patients to use 
the clinic’s free blood pressure 
checking service 
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examples of these “reaffirming” meet-
ings of commitment and leadership in 
action include those held by the Alliance 
for CME, MedBiquitous, the Federation 
of State Medical Boards, and the Global 
Alliance for Medical Education, to name 
just a few. I encourage you to look at this 
issue’s “Calendar of events” to identify 
those meetings that you find valuable. 
In the current environment of increased 
discussion and debate about pharmaceu-
tical support for CME, the meeting of the 
National Task Force on CME Provider/In-
dustry Collaboration in October may be of 
particular interest to you. 
	
Another reason to feel energized about our 
roles—and the role of CME overall—in the 
current health care environment is the 
increased recognition that the education 
of physicians must be viewed as a con-
tinuum. That continuum, which begins 
even before the premedical education 
years, stretches through medical school 
and specialty training, and underpins our 
commitment as physicians to lifelong 
learning. By fully engaging in our own 
continued professional development, by 
identifying our educational needs and 
seeking educational activities that will  
address these needs, we demonstrate how 
a profession evolves. On this point you will 
find an article by Barbara Barzansky, PhD, 
secretary of the AMA Council on Medical 
Education, that provides a summary of 
the current work being done through the 
AMA Initiative to Transform Medical  
Education (ITME). The CME community 
has been well represented in the various 
ITME meetings, and I invite all CPPD  
Report readers to review the complete 
June 2007 ITME report on our Web site.
	
Finally, closer to home, I am very happy 
to announce that Kevin Heffernan, an 
outstanding contributor to our division for 
more than two years, has been promoted 
to the position of director, AMA accredita-
tion and CPPD educational activities.  
We look forward to Kevin’s continued 
contributions to the CME community.

•	� Learning about new/updated therapeutic options to increase physicians’ comfort 
level with administering multiple medications 

•	� Improving the scheduling of follow-up visits
•	�� E�ducating patients on the importance of lifestyle changes

Planning and implementation of the third and final stage of PI CME will be presented 
in the next issue of the CPPD Report. We hope that our sharing of these organizations’ 
insights, as well as the practical suggestions outlined in our series of articles, will encour-
age and assist other CME providers in developing their PI CME activities.
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Measuring and teaching medical professionalism will be the theme for the  
Oct. 11–12 meeting of the Coalition for Physician Enhancement, hosted by  
the University of California, San Diego, Physician Assessment and Clinical 
Education (PACE) Program, in San Diego. Featured speakers will include Richard 
Cruess, MD, and Sylvia Cruess, MD, from McGill University’s Centre for Medical 
Education, in Montreal, who will discuss “Professionalism and medicine’s social 
contract with society.” Be sure to register early—discounts available! Visit www.
paceprogram.ucsd.edu for complete program information or to download a brochure.  

Fall conference on measuring professionalism

The AMA-convened Physician Consortium for Performance Improvement® 
recently made its physician performance measures available to CME providers to 
use in developing performance improvement CME activities. The consortium is 
pleased to make these measures available through a new, simple permission process.

To obtain permission online, visit www.physicianconsortium.org and click the 
“Distribution license application and CME permission” link. After completing 
the online form, CME providers may then, without further action, incorporate 
performance measures into their CME activities. 

Consortium measures now available  
through an easy online link

18th annual National Task Force conference
Be sure to attend “CME Collaboration to Improve Patient Care: A Call to  
Action,” this year’s annual conference on CME provider/industry collaboration, 
scheduled for Oct. 17–19 in Arlington, Va. In addition to providing an exciting 
opportunity to network and participate in dynamic sessions with leading experts, 
this conference will offer interactive plenary and breakout sessions specifically 
geared toward collaboration among CME providers, the regulated industry, the 
Food and Drug Administration, and accrediting agencies.

Featured speakers this year will include Jeffrey Drazen, MD, editor of the  
New England Journal of Medicine, Robert Fox, EdD, of the University of Okla-
homa, and Murray Kopelow, MD, of the Accreditation Council for Continuing 
Medical Education.

The 18th annual Conference of the National Task Force on CME Provider/ 
Industry Collaboration will be held at the Hyatt Regency Crystal City, 2799  
Jefferson Davis Highway, Arlington, Va. Visit www.ama-assn.org/go/cmetaskforce 
or e-mail cmetaskforce@ama-assn.org for more information.

(continued from page 2)



The AMA Initiative to Transform Medical Education  
The goal of the American Medical Association (AMA) Initiative to Transform Medical 
Education (ITME) is to promote excellence in patient care by implementing reform 
in the medical education and training system across the continuum, from premedical 
preparation and medical school admission through continuing physician professional 
development. Begun in 2005, ITME consists of three phases.

•	� Phase 1 (2005–2006) identified strengths in the preparation of physicians, as well as 
gaps and opportunities for improvement.

•	� Phase 2 (2006–2007) created strategies within the medical education system to 
address specific gaps in preparation, and also identified barriers to be overcome and 
stakeholders to involve in bringing about change.

•	� Phase 3 (2007–2010) involves working with appropriate collaborators in imple-
menting the recommendations for change, including identifying best practices and 
creating model programs.

Several gaps and recommendations for change have specific relevance for the practicing 
physician community.

•	 �Lack of preparation to identify one’s own learning needs and to design an individualized 
learning plan addressing these needs.

	� Recommendations included the creation of self-assessment tools to help physicians 
identify their learning needs. In selection of medical school and throughout train-
ing, education should provide and encourage the skills of lifelong learning.

•	� Lack of preparation to rapidly acquire, evaluate and synthesize information in the context 
of the care of individual patients.

	� Recommendations included the creation of information support systems for physi-
cians and care teams. Physicians should be taught to use these systems, which should 
be designed so that information can be shared.

•	 �Lack of opportunities to make midcareer adjustments (such as re-entry to practice).
��	� Recommendations included the creation of competency-based methods for  

assessment, including self-assessment. Cost-effective educational opportunities for 
midcareer physicians to remedy learning deficits and to update their knowledge  
and skills should be developed. 

ITME strongly believes that the end product of medical education should be a physician 
who is prepared to function in and provide direction for the changing health care 
system. The continuum of medical education should be structured to allow the acquisi-
tion and application of necessary knowledge, skills, attitudes and values in a logical 
sequence. There must be increased communication among all phases of the medical 
education continuum, so that the desired endpoint—the competent physician— 
is achieved.

Visit www.ama-assn.org/go/itme to view the June 2007 ITME report.

Updated licensure book available online
Looking for the most current information on every facet of medical licensure? Updated 
annually, the AMA’s State Medical Licensure Requirements and Statistics includes data 
on CME reporting requirements by state, the required number of CME hours per year, 
specific state-mandated CME content and more.

To order, visit www.ama-assn.org/go/licensure or call (800) 621-8335 today!
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Oct. 11–12
Coalition for Physician Enhancement (CPE) Fall Conference:
On Teaching and Measuring Medical Professionalism
San Diego
www.paceprogram.ucsd.edu

Oct. 17–19
18th Annual Conference of the National Task Force  
on CME Provider/Industry Collaboration:
CME Collaboration to Improve Patient Care— 
A Call to Action
Arlington, Va.
www.ama-assn.org/go/cmetaskforce

Nov. 9
Illinois Alliance for Continuing Medical Education (IACME) 
Fall 2007 Educational Meeting
Hoffman Estates, Ill.
www.iacmeonline.org

Nov. 15
Council of Medical Specialty Societies 2007 CME Summit:
CME as a Strategic Asset for Improving Quality
Rosemont, Ill.
www.cmss.org

Dec. 12–14
“Understanding ACCME Accreditation” Workshop
Chicago
www.accme.org

Have you moved? Changed your name? New employer? 
Send your contact information changes to cppd@ama-assn.org  
to continue to receive your copy of the AMA CPPD Report.  
If you would like to receive CPPD Report electronically and 
other updates, please provide your e-mail address.
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