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COMMENTARY

Maintenance of Certification: Where
We Are, Why We Are Here, and Where
We Need to Be

In this issue of the American Journal of Neuroradiology,
Yousem and Nidecker1 reports on their survey, which re-

vealed increased involvement in and compliance with the
American Board of Radiology (ABR) Maintenance of Certifi-
cation (MOC) process by members of the American Society of
Neuroradiology (ASNR). In addition, Dr Yousem has done an
excellent job of reviewing the MOC requirements themselves.
Over 80% of ASNR members are registered for MOC. There
has been an increase in the number of individuals who have
taken the recertification examination, and participation in
Self-Assessment Modules (SAMs) has dramatically increased
as well. On the other hand, only 35% of ASNR members have
started or completed Professional Quality Improvement
(PQI) projects; many individuals are unaware of the require-
ment or are at a loss as to how to fulfill it. This is not surprising
because this is the newest component of MOC to be defined. It
is different from the other requirements because the chosen
project must result in a change in clinical practice that cannot
be easily accomplished by a single individual.

Compared with other radiology subspecialties (in particu-
lar those without subspecialty certification examinations) and
other medical specialties (at least if anecdotal evidence is to be
believed), involvement in MOC by neuroradiologists is ex-
tremely high. We owe a debt of gratitude to the far-sighted and
politically savvy leaders of ASNR, who pushed for program
accreditation by the Residency Review Committee and indi-
vidual subspecialty certification by the ABR. There was con-
siderable controversy at that time about the wisdom of pursu-
ing this course and the value of subspecialty certification
relative to the requirements. By and large, neuroradiologists
now embrace the notion that we are a group of subspecialists
who strive to achieve the highest standards of clinical skill to
best serve our patients and referring physicians.

While the Yousem and Nidecker survey reveals that accep-
tance of the general principles of MOC is high, it also docu-
ments a growing dissatisfaction with the MOC process itself.
Issues of the cost of MOC and the limited accessibility of the
examination have been raised in the past and remain a source
of concern for many neuroradiologists. The addition of the
PQI requirement has produced consternation and confusion
among some. The whole process has been called burdensome
and bureaucratic. These issues have led some to question the
value of MOC.

In the remainder of this editorial, I will address the specific
and general complaints about MOC. I hope to convince you
that in the current and evolving health care environment, in-
volvement in subspecialty board certification and the MOC
process is both necessary and good.

In his article, Yousem and Nidecker1 note that it has not
been possible to reduce the cost of overseeing the MOC pro-
cess. Forbes and Yock (the neuroradiology trustees of the ABR
at the time the MOC process was developed)2 stated then that

costs would be “adjusted as the actual expenses are defined
more clearly.” Lack of change should not be construed as a lack
of attention to cost. During the past year, the ABR has under-
taken a careful and systematic review of its operations. Last
summer, the ABR held a financial staff retreat and the Board of
Directors has spent considerable time during the past year
developing a list of priorities, including eliminating activities
that were deemed too expensive or of too little value. However,
it is important to remember that the ABR has only 1 source of
income, the fees paid for certification and MOC. This income
must cover all ABR expenses including the development and
improvement of the MOC processes. It is not used to subsidize
other ABR programs. These projects involve considerable vol-
unteer effort; however, there are costs associated with infra-
structure, including strengthening IT support and hiring staff
with the necessary skills to carry out this mission. It is also
important to note that the ABR MOC fees are near the average
charged by all American Board of Medical Specialties (ABMS)
boards.

Accessibility of examination sites is an issue that has been
raised because test centers near Chicago and Tampa (run by
other medical groups) initially used for the MOC examination
are no longer available to the ABR. Commercial testing centers
such as Pearson VUE (Bethesda, Maryland) do not have the
technical ability to administer our case-based, image-rich
modular examinations. Because no commercial test sites can
currently meet the requirements of our examinations, the
ABR will provide, as an interim solution, 1 or more centrally
located testing centers. These centers will also be used for
MOC and initial subspecialty examinations (Certificate of
Added Qualification). The ABR will also continue to offer the
examination at its headquarters in Tucson as well as at both
ASNR and Radiological Society of North America annual
meetings.

The angst created by the ABMS PQI requirement is under-
standable. PQI is newly defined and, at first glance (okay, at
second and third glance), it appears daunting. PQI projects
have 9 steps carried out over several years. They involve issues
of study design, data collection, change in behavior of many
individuals (eg, technologists, nurses etc), and documentation
that the project has produced a measurable improvement. The
good news is that PQI projects can be shared by all or most
radiologists in a practice or academic department. Templates
for projects have been developed by the ASNR to allow radi-
ologists to fulfill the PQI requirement. For instance, Dr Pina
Sanelli has developed a PQI project concerning radiation dose
reduction for CT scanning that can be used by all neuroradi-
ologists.3 As we move forward, the ASNR will work with the
ABR and other organizations such as the American College of
Radiology to provide the necessary support for individuals
and groups to meet this requirement. In addition, the ABMS
and its member boards are working to develop institutional
and group processes for creating, reviewing, and approving
PQI projects. It is clear that we will need to develop central
repositories or registries for PQI projects. While completion of
PQI projects is burdensome, it seems to me that of all the
MOC requirements, PQI is the most likely to yield measurable
improvements in patient care. It may be hard to document
that a radiologist who completes 10 SAMs provides better care
than a radiologist who completes only 4 SAMs, but it would be
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difficult to ignore the direct benefit to patients of a project that
improves communication with referring physicians or re-
duces contrast reactions.

The dissatisfaction with MOC, however, transcends these
specific issues and our specialty. One of my friends com-
plained to me that it is unfair for us to have to enroll in such a
time-consuming process while other physicians do not. His
colleagues in other specialties may not be complaining to him
about MOC, but they are just as unhappy about the process.
The ABMS and its 24 member boards have all agreed on the
element of MOC. So why are doctors so upset about this? It is
true that involvement in MOC takes time and costs money,
though, to be honest, I am surprised that the relatively modest
cost of approximately $300 per year is really an issue when the
annual income of radiologists is relatively high.

One source of unhappiness for younger physicians is that
more senior individuals with non-time-limited certification
(eg, radiologists who became certified before 2002 who do not
also hold subspecialty certification) are not required to enroll
or participate in MOC. This seems unfair in particular in light
of evidence that indicates (contrary to popular belief) that
after the first few years of practice when performance peaks,
the longer a physician is in practice the poorer his or her clin-
ical skills/knowledge/judgment become.4 This issue recently
received national attention when it was revealed that Rand
Paul, Republican candidate for the Senate from Kentucky and
a practicing ophthalmologist, was not certified by the Ameri-
can Board of Ophthalmology (an ABMS member board) but
rather by the National Board of Ophthalmology (NBO). His
explicit reason for not taking the ABO recertification exami-
nation was that older ophthalmologists did not have to enroll
in MOC and take a recertification examination.5 One of my
younger colleagues asked me why “The Board” does not force
all radiologists to enroll in MOC. The reason is simple. Board
certification is a voluntary process. Because virtually all radi-
ology residents sign up and take the “Boards,” we tend to think
of this as mandatory, but board certification is not required (at
least for the moment—more on this later) for state licensure.
Because the ABR cannot force someone to take the certifying
examination in the first place, it cannot force anyone with a
time-unlimited certificate to enroll in MOC. Until recently,
radiologists with time-unlimited certificates showed little in-
terest in enrolling in MOC. One bit of encouraging news: In
the past 2 years, we have witnessed a definite increase in inter-
est in the enrollment of entire practices of radiologists (includ-
ing all those with time-unlimited certification) in MOC. Once
again, this is not just a radiology issue. Only 1% of physicians
with time-unlimited certificates from the American Board of
Internal Medicine (ABIM) have signed up for MOC.

This problem of dual standards and low enrollment of
time-unlimited diplomates is deemed of such importance that
it was given a public airing in the New England Journal of
Medicine (NEJM), where arguments for and against enrolling
in MOC were presented.6,7 All authors agreed that in the in-
terest of patient safety and health care quality, physicians must
maintain a high level of knowledge and expertise. They argued
about whether the MOC process achieved this goal. Those
opposed to MOC in its current form believe that the process
does not test the skills required for their specific practices and
that to pass the MOC recertification examination, they would

have to familiarize themselves with aspects of medicine that
were not germane to them. While this may be a problem in
other specialties, the ABR has taken steps to ensure that our
MOC process will be geared to the practice patterns of indi-
vidual radiologists. There are general content requirements
for all radiologists (eg, patient safety, contrast reactions). Once
these requirements are satisfied, radiologists can choose Con-
tinuing Medical Education (CME) and SAM activities that
meet their needs, and the MOC examination is structured
such that the radiologist will be tested in those areas that are
relevant to their practices. For neuroradiologists, the entire
process is already in place. Because we have been at this for
longer than other subspecialties, the ASNR has been able to
provide our members with extensive CME and SAM content
at our annual meeting and on our Web site. The neuroradiol-
ogy MOC examination has been given for 5 years, and it has
matured into an accurate tool for assessing our cognitive skills.

While the discussion in the NEJM was very high-minded (it
is the NEJM after all), the debate elsewhere has been more
emotional. It is only natural to believe that we are all practicing
at a high level of competence and skill, and we see little need to
spend time and money to document what we know to be
“true.” But unless we measure what we are doing with an eye
toward improvement, nothing will change. In the ABIM Prac-
tice Improvement Modules (PIMs) development and imple-
mentation (now ongoing for 11 years), physicians did baseline
measures of activities in their practices that they were confi-
dent about. They felt their performance in these areas was
excellent. Once they saw their baseline measures, they were
shocked at the gaps in care and opportunities for improve-
ment.8 Approximately three-fourths of internists completing
PIMs claim that the experience changed their practices for the
better. Many individuals fear that they will fail a high-stakes
recertification examination, especially if it requires knowledge
of esoteric facts or areas of medicine that are not part of their
practices. In a survey conducted after the NEJM article was
released, two-thirds of internists polled were against enrolling
in MOC.9 In 2008, the Young Physicians Section of the Amer-
ican Medical Association put forward a resolution opposing
MOC in its current form on the grounds that it is “burden-
some for physicians in terms of cost, inconvenience and time
away from their practices.” They wished to roll back or elimi-
nate aspects of MOC.10 The discontent with the MOC process
has led some physicians, including radiologists, to consider
looking elsewhere for certification if the ABMS boards will not
change their policies. Why not do what Rand Paul did and
become certified by another board not affiliated with ABMS?
The problem is that these non-ABMS boards lack the very
things that ABMS provides, transparency and accountability.
It did not take much research to reveal that the NBO was
founded by Paul, that he is its president and director, and that
the other members of the board are his wife and her parents.
The NBO does not explain its certification process, and the
number of certificate holders is unknown.5

Given the current public interest in physician qualifica-
tions, it is unlikely that certification by the NBO or similar
boards in other specialties would be deemed equivalent to
ABMS certification; this is the crux of the issue. The arguments
of groups like the Young Physicians are striking in that they
miss the important point that we are no longer free agents, able
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to do whatever we want. The public, the government, payers,
and health care organizations have made it clear that they will
have a say in how physicians are judged, and they are not
overly concerned about the inconvenience this will cause us.
While physicians may dislike MOC, 80% of the public is in
favor of it.9 The recent health care bill (Patient Protection and
Affordable Care Act) contains measures that are meant to in-
centivize quality improvement and patient safety.11 In the
past, board certification was not needed to practice medicine,
but this is no longer the case in many circumstances. The gov-
ernment and third-party payers are looking for measures of
quality to improve patient safety and control costs. Numerous
studies have documented that board-certified physicians have
better outcomes than noncertified physicians.12 There have
been active discussions at the Federation of State Medical Li-
censing Boards about using participation in MOC as a proxy
for Maintenance of Licensure (MOL).13 Some health care or-
ganizations now require that all of their physicians be ABMS
board-certified, and in some circumstances, they are unwilling
to accept unlimited certificates. At the ABR, we have seen an
increase in the number of requests to take the subspecialty
certification examinations from older fellowship-trained pe-
diatric and neuroradiologists, who never bothered to take the
examination. In the past, many of these individuals argued
that subspecialty certification was of no value to them. So what
accounts for this sudden change in attitude? It is likely that
these individuals now understand that subspecialty certifica-
tion and enrollment in MOC are or may become necessary
conditions for their continued employment and/or for favor-
able reimbursement for their services. Increasingly, institu-
tions, payers, and the government are looking for documen-
tation of continuing educational activity and clinical
accomplishment as a means of ensuring quality and safety.
Evidence of participation in MOC is perhaps the easiest and
most credible way to document these activities.

The one thing that unites supporters and detractors of
MOC is a desire to keep physician certification out of the
hands of the government or other third-party organizations. If
you want a taste of what government control might be like, just
look at the Institute of Medicine’s (IOM) recommendations
on resident duty hours.14 The rules were so onerous and im-
practical that had they been accepted, resident training (and as
a consequence patient safety) would have been seriously im-
paired. It was the Accreditation Council for Graduate Medical
Education (ACGME) (not known to most of us as a champion
of less oversight or decreased bureaucracy) that responded to
the IOM with a series of recommendations that addressed the
issues raised by the IOM report in a manner that preserved our
primacy in the training of our own residents.15 The ACGME
shares many characteristics with the ABMS. It is a physician-
run nongovernment organization. The response to the IOM
was crafted by physicians who work for the Residency Review
Committees and who, therefore, have intimate knowledge of
issues involved in resident training. The ABMS is also physi-
cian-run, and its policies are determined by physicians who
serve on the various member boards of the ABMS. Like the
ACGME, its actions are transparent and it is accountable to its
entire membership and to the public. Many of the recent
ABMS-mandated changes in MOC, such as increasing the per-
centage of CME activity that must be SAMs and increasing the

number of PQI projects, are meant to demonstrate to all par-
ties and the public that physicians can be trusted to certify and
regulate themselves. It is the goal of the ABMS to obtain
“deemed status” such that certification by an ABMS member
board will be all that is needed for medical organization ap-
pointment and MOL, regardless of where one practices. At
least in theory, this might eventually reduce some of the pa-
perwork that most of us find so intrusive.

I have discussed why we need to be involved in MOC, but
before concluding, I want to discuss why we should embrace
the MOC process. For the past several decades, we as physi-
cians have been granted the privilege to regulate ourselves.
With this privilege comes the responsibility to strive to provide
the best possible patient care. Physicians in general and radi-
ologists in particular should be justifiably proud of our record
in this regard. Being a doctor means more than just having a
high-paying job. Our goal is to help people. Other professions
have not maintained the same self-imposed high ethical stan-
dards. One need only read any of a number of books or articles
about the actions of bankers in creating the recent financial
crisis to see the gulf between groups that maintain core ethical
values and police themselves and those that do not. At a time
when we face new challenges and when the public is skeptical
of any group’s claim to be able to regulate itself, we must push
for rigorous transparent measures of excellence. We must
constantly increase our knowledge base, strive to improve our
clinical skills, and work to enhance our practice environment.
We must be able to demonstrate excellence not only to third
parties but to ourselves. This is the essence of what it means to
be a professional. Engagement in the MOC process is a means
to this end.

It is easy to think of “The Board” as some abstract entity
that is deciding our fate without our input, but nothing could
be further from the truth. The Trustees of the ABR are all
practicing radiologists. Gary Becker, the Executive Director of
the ABR, is an internationally renowned interventional radi-
ologist. We all have intimate personal knowledge of the chal-
lenges and frustrations facing radiologists. I have struggled
just as much as you in trying to understand and fulfill the
ever-changing MOC requirements. This knowledge drives the
members of the Board of Trustees to improve the MOC pro-
cess for all radiologists. Of course, we are constrained by the
rules and policies of the ABMS, which is in turn constrained by
public opinion as well as national political and economic re-
alities. Within these constraints, it is important to understand
that we do have a voice and it is and will continue to be heard.
There are 2 neuroradiologists who are trustees of the board,
and we also sit on the ASNR executive committee. It is our job
to explain board policies to the ASNR and to transmit and
champion ASNR positions to the ABR. The leaders of the ABR
are completely supportive of this level of cooperation and
communication.

So what should we be doing? The first priority is to provide
neuroradiologists with the tools to make the PQI process as
efficient as possible. This is the source of the greatest discon-
tent with MOC and it must be addressed. The good news is
that the ABR is well aware of this problem. PQI is just as new to
the ABR as it is to you and me, and the ABR will be turning to
organizations like the ASNR to help find solutions to the prob-
lems associated with PQI. Second, we must continue to ensure
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that other components of MOC continue to reflect our prac-
tice patterns. The ABR has set up an MOC advisory committee
to deal with this issue. At the outset of this editorial, I said that
the leaders of ASNR who successfully pushed for fellowship
accreditation and subspecialty certification were visionary. As
a result of their efforts, ASNR and its members have been fully
engaged in the MOC process for many years. Our society pro-
vides the bulk of the CME and SAM content in neuroradiol-
ogy, and it is our members who produce the certifying and
MOC examinations in neuroradiology. While we have done
well, this is no time for complacency. Medical care in the
United States is in flux to a degree not seen since the change in
medical education and training that occurred following pub-
lication of the Flexner Report in 1910. Changes in our system
will inevitably affect and produce changes in the MOC pro-
cess. I would ask, rather than rant about the problems, that we
all become part of the solution. Volunteer to work for the
ABR. MOC is a complex process that has dramatically in-
creased the work of the ABR, and we need all the help we can
get from practicing radiologists. Contact ASNR leadership or
me with issues that arise as you try to satisfy the requirements
of MOC. We welcome input and will continue to seek
improvements.
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