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It will no doubt take years to understand 
and address the profound repercussions of 
COVID-19 across different sectors of society. 
What we’re already seeing, however, is that 
the pandemic cast a sharp light on many of the 
problems confronting the healthcare industry. 

More specifically, we’ve had to face significant 
challenges in providing continuing medical 
education (CME) and related Maintenance of 
Certification (MOC) activities to physicians. And 
these difficulties weren’t simply the result of 
the pandemic. Instead, most of them predate 
COVID-19 — the traditional system has been 
broken for a long time.  

 
Traditional CME hasn’t worked 
for decades. Much of it has been 
process-oriented, with a check-
the-box approach to accreditation. 
Exit interviews show that learnings 
don’t stick and the programs fail 
to add value to the day-to-day 
practices of medical professionals. 
We’re in dire need of transformation 
in the technology and teaching 
methodologies that are provided.

— DR. DAVID NASH 

 
 

CME programs have traditionally had a large 
in-person component. Whether it was at grand 
rounds or during conferences, physicians at 
all stages of their careers were expected to 
gain critical skills and insights from direct 
interactions with peers, mentors and leaders.

Then came COVID, which made in-person 
engagements impossible. Nonetheless, CME 
providers swung into action and offered over 
170,000 educational activities in 2020. This 
represented more than 1 million hours of 
instruction and over 45 million interactions 
with healthcare professionals, with more 
than 3 million learner interactions specifically 
addressing the pandemic. 

It was a major demonstration of the CME 
industry’s deep commitment to its mission — 
and the agility and creativity of its providers — 
that these interactions even took place. But the 
pandemic also revealed just how out of  
date the continuing medical education model 
had become and how out of step it is with 
current technology. 

The question we now face is, What is the way 
forward for CME? How can we ensure that 
physicians receive higher quality, better targeted 
and more engaging educational experiences, as 
we move into a time when COVID-19 no longer 
controls our options? 

INTRODUCTION

Accreditation Council for Continuing Medical Education. 2021. 
ACCME Data Report: Rising to the Challenge in Accredited Continuing Education – 2020. 
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http://www.accme.org/2020datareport.https://www.accme.org/sites/default/files/2021-06/902_20210615_2020%
http://www.accme.org/2020datareport.https://www.accme.org/sites/default/files/2021-06/902_20210615_2020%
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The way forward for CME will reflect, to some degree, the 
new standards for continuing certification that were recently 
announced by the American Board of Medical Specialties. 
These new standards reconceive the way specialty physician 
recertification is conducted, with a shift from conventional high-
stakes exams every 10 years to frequent, flexible, online testing 
that offers immediate feedback and directs participants to 
resources for further study. 

There’s little question that healthcare providers will need 
continually updated learning to meet these new standards. It’s 
also clear that the current model of static CME “courses” will 
no longer serve the on-the-go needs of those on the frontline of 
healthcare. Continuing medical education needs to shift toward 
a dynamic curriculum that can be traversed independently, 
especially in a crisis like the pandemic. 

 
 
Traditional CME simply isn’t innovative. It 
focuses mostly on lectures that aren’t engaging. 
Furthermore, sitting in a lecture isn’t necessarily 
going to translate into the skills needed the next 
time the physician treats a patient. We have to keep 
in mind that physicians perform best when they can 
immediately apply what they’ve learned to their 
practice areas and to the care of their patients. This 
is the critical value of any learning, after all. 
 
— DR. GEOFF BARNES

American Board of Medical Specialties Announces New Standards for Continuing Certification2

WHERE WE ARE TODAY

https://www.abms.org/news-events/abms-announces-new-standards-for-continuing-certification/
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New medical knowledge doubles approximately every two months, making a commitment 
to lifelong learning an essential part of life for a physician. We must recognize that no one’s 
memory is capable of knowing and retaining the volume of knowledge that has amassed in 
health care and that continues to grow at an unprecedented pace. 

No matter where they practice, however, physicians are mostly left on their own to identify 
where they have mastery and where they lack it. It is up to them to determine how they can 
most effectively and efficiently meet their educational needs in a changing healthcare system, 
with constant demands to manage new metrics, data and technology. At the same time, they 
need site-appropriate training to respond to the actual conditions they face on the ground.

Densen, Peter. “Challenges and opportunities facing medical education.” Transactions of the 
American Clinical and Climatological Association vol. 122 (2011): 48-58
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WHERE WE ARE TODAY

 
 
Medical knowledge is increasing at a rate we’ve never seen before. COVID is a 
great example of rapid learning, given how quickly we were able to lower the high 
death rates from the beginning of the pandemic. Now, we need to teach people 
how to learn, how to use reliable information, how to search for it, and how to 
incorporate that into daily practice.

— DR. ROBERT HARRINGTON

 
 
Personally, I think the concepts of an exam blueprint and a national exam are not 
only dated, but are at the root of our lifelong learning problem. For example, a 
hospital in a very rural area and one like Johns Hopkins here in Baltimore require 
vastly different sets of competency. Competencies must reflect the spectrum of 
care delivery, as well as whether you are in an urban, suburban or rural setting.

— DR. KEVIN SOWERS

Physicians therefore confront a two-fold problem. First they have to recognize they have a gap in 
their knowledge in a specific area, identify where they need quick refreshers, and keep up with 
anything new or changing. Then they have to not only find that needed information but also find it in 
an easily accessible, time-effective format that enables them to translate knowledge into improved 
patient care. And even then, much of the actual learning that physicians do acquire is not captured 
as CME or accounted for in any way.

https://k2p.com/posts/medical-knowledge-lost-over-time/
https://k2p.com/posts/medical-knowledge-lost-over-time/


Adult Learning
A New Model for CME
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American Board of Medical Specialties Announces New Standards for Continuing Certification2

ADULT LEARNING

As physicians begin to regroup in their 
practices, they need access to different tools 
and new models of support to maximize their 
professional development. Younger physicians 
are especially attuned to using new technology 
and media to learn. In fact, many look to social 
media, podcasts and Twitter to discover the 
latest medical developments and to hear 
what their colleagues are saying in an easily 
accessible and digestible format.

In this new model, digital tools will 
complement face-to-face learning but they 
won’t substitute for it. Instead, blended 
learning as a component of overall CME 
programs will be essential in order to ensure 
resilience and knowledge continuity. But even 
the most engaging methodologies will fail if 
providers are too strapped for time to focus on 
their ongoing education. 

The ability to set aside the time 
to go to a meeting is a huge plus, 
but even virtual learnings require 
a balancing act with other 
demands of the job or the pull of 
family life. A lot of institutions 
don’t give dedicated CME time, 
so paid time to learn could be 
transformational. 
 
— DR. NICOLE BHAVE 

https://www.abms.org/news-events/abms-announces-new-standards-for-continuing-certification/
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Providers need efficient options for staying on top of their educational and 
professional development, and these won’t be captured by simply checking a CME/
MOC box. The learning will have to be personally relevant and accessible on the go. 
And it should integrate adult learning theory as opposed to the traditional faculty-
centric model in order to make CME effective for practitioners. 

We used to do standard Grand Rounds at Stanford but had to 
modernize it to make it accessible during the pandemic. Due to 
our COVID protocols, we’re now leaning into greater transparency 
in data exchange (internal infection rate, supplies, etc.) and 
a common knowledge database. We’re also using it as the 
opportunity to transition some patient care to video.

—  DR. ROBERT HARRINGTON

 
CME has traditionally been based on a top-down model, with senior faculty 
selecting curriculum topics, choosing the best teachers to present, building a 
course agenda, and coordinating with meeting planners to follow accreditation 
criteria and manage logistics. But as professional needs evolve, we need a 
transformation from this traditional faculty-centric model to a learner-centric 
model that is based on adult learning theory.

ADULT LEARNING
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What is Adult Learning Theory? 

Svein Loeng | Edith Omwami (Reviewing editor) (2018) Various ways of understanding the concept of andragogy, Cogent Education, 5:1, DOI: 
10.1080/2331186X.2018.1496643

1

Sourced from Designing Effective Online Instructor Training and Professional Development

Adult learners are characterized by a number of traits that make their educational needs different 
from those of children. This means that the methods used to teach children — known as pedagogy — 
are often not the most effective means of teaching adults. With pedagogy, the learner is dependent 
on the teacher for guidance, evaluation and the acquisition of knowledge. The methods best suited 
for adults — known as andragogy — are directed towards self-actualization, gaining experience and 
problem-solving. Developed by Malcolm Knowles, the principles of andragogy focus on the intrinsic 
value that learning brings to adults4. 

ASSUMPTIONS PEDAGOGY ANDRAGOGY

Need to Know Teachers decide what learners 
need to know

Learners expect to know what 
they will learn, how they will learn 
and why they should learn

Learner’s Self-Concept Dependent Self-directed and competent

Role of Experience Little
Relevant experiences provide 
context and scaffolding for 
understanding what is being taught

Readiness to Learn Teachers determine when the 
learner is ready Learners choose when to learn

Orientation to Learning Subject-centered Life- or task-centered

Motivation External Intrinsic and personal

ADULT LEARNING

https://www.igi-global.com/gateway/chapter/105275


CME, Transformed
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• Digital learning and in-person activities are no longer characterized by “either/
or” but will instead feature a hybrid, “yes/and’’ approach. Technology is 
embraced to push past traditional live coursework and allow for genuine on-
the-go learning.

• The physician’s needs come first, working from the knowledge, skills and 
patient population they come with. This personal focus makes it easier for 
learners to understand and retain knowledge. Effective teaching becomes a two-
way street, with shared knowledge opportunities between faculty and peers.

• Individualized learning plans are encouraged. Being able to identify 
knowledge and skill gaps allows learners to create specialized plans that are 
designed with their needs in mind. 

• Learner needs are regularly assessed, using data from surveys and ongoing 
evaluations; results are then incorporated into the learning process.

• The impact of physician burn-out on knowledge retention is taken seriously, 
and a commitment is made to limit administrative tasks and the number of 
hours spent at work. 

What does a transformed CME look like in practice?

Transforming the traditional approach to CME begins with a commitment to 
learning that serves adults. New programs must feature easily accessible activities 
that support the integration of knowledge and facilitate clinical problem-solving. 
Teachers will need to focus on concepts and skills that are relevant to the learner’s 
specific goals, with a curriculum that is defined by learners, rather than by faculty.

 
 
Learning can be done well or poorly, regardless of whether you 
are in person or remote or in a hybrid environment. From a 
purely educational standpoint, there’s nothing more beneficial 
to being in person but the differences in retention have to do 
with what you’re doing with your mind during that time. 
 
— DR. JULIE DAMP

CME, TRANSFORMED
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The Future of CME

Addressing the costs — and risks — of 
maintaining the status quo in CME has been 
delayed for far too long. We must jettison 
outdated tools and learning models, and 
embrace next-generation technologies to 
ensure physicians can manage the firehose 
of medical information coming their way. It 
is time for transformational change, which 
by necessity means it’s time to seize new 
approaches and opportunities. And as part 
of this process, we need to ensure that 
access to quality training and mentoring is 
shared equitably.

Only by making these impactful decisions will we be able to support the extraordinary physicians 
who rose to the challenges of COVID-19, and ensure they are equipped to handle whatever the 
future holds next.

CME, TRANSFORMED

We’ve instituted purposeful leadership development programs for people who 
haven’t been in real leadership roles, whether that’s staff, faculty or nurses. We’re 
reaching out to develop more leaders among women and people of color, and this 
includes a mentorship training program where we train people to be mentors — 
we’re teaching people to teach people as part of their career development. 
 
—DR. PAUL ROTHMAN

Professional development in 
healthcare is siloed, with each 
speciality’s educational approach 
basically only accountable to its 
own audience. The patient gets 
stuck in the middle of all those 
silos. What matters in the final 
analysis is that if we’re able 
to cross over these silos, it will 
benefit patient care. 
 
— LEAH BINDER

In the post-pandemic era, we must refocus our attention on performance 
improvement and organizational change at a level that we have never collectively 
experienced before. 
 
— DR. DAVID NASH



Knowledge to Practice delivers personalized, 
virtual, perennially current, competency-
based and emerging medicine curriculum for 
healthcare providers.  
 
The subscription-based approach is highly accessible in 
bite-sized chunks, wherever and whenever providers want 
it. Grounded in adult learning theory, Knowledge to Practice 
is committed to providing a comprehensive curriculum that 
is vigilantly kept up to date. This includes the distillation of 
emerging medicine at its rate of development, enabling providers 
to treat patients with confidence. 

Knowledge to Practice is proven to reduce the time physicians 
spend searching and engaging in continuing education by 75%, 
with 5x the boost in knowledge retention of traditional CME/MOC.

To learn how contemporary providers keep pace 
while on the go, visit k2p.com 

https://k2p.com/

