Physician Accountability for Physician Competence

Prior to the second summit on physician competence in December 2005, participants were requested to become familiar with the five scenarios developed in the first summit and to begin conversations with their associates in their organizations. As a result of those conversations, participants were asked to respond to an online survey soliciting their feedback on 5 questions about each scenario. 

There were ten total responses to the online survey plus 4 additional offline responses. Not every respondent answered every question. The following document contains those responses. Because the nature of the responses is varies widely from organization to organization we have left the attribution next to each response.  
	Online Responses
	

	ACGME
	3

	Providers
	1

	JCAHO
	1

	Iowa Board of Medical Examiners
	1

	Association of Academic Health Centers
	1

	American Board of Medical Specialties
	1

	Licensing Boards
	1

	ACCME
	1

	
	10

	Offline Responses
	

	AMA
	1

	AOA
	1

	NBME
	1

	NBOME
	1

	
	4


One of the questions asked about each scenario was about the plausibility of that scenario. The following graph shows the distribution of all the responses to that question:
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Scenario 1: Techno Community Alliance

The first scenario, Techno Community Alliance, depicts a health care system where information technology provides a platform for the provision of safe and effective health care. Using its collective resources, the health care community develops standards for the collection of data and for how those data are used to hold practitioners accountable for demonstrating competence. Data are collected and stored in a national database, and national standards for performance are developed.
Question: What would be the implications for your organization if this scenario were to come about?

Themes: a professional portfolio; the need to define the data to be collected, the reliability of the data and deciding who owns the data; need for assessment tools; the challenge of creating a consortium of health care providers and getting them aligned to create these standards; 

The Survey Responses:
1. [American Board of Medical Specialties] This scenario seems to mesh well with the ABMS MOC programs being developed by each of the Member Boards. It also speaks towards the need for the ABMS and the Boards to increase their efforts to collaborate and cooperate with others to address issues of mutual interest.

2. [ACGME] We would develop learning portfolios that would be owned by the individual resident learner, used for initial certification, compatible with maintenance of certification and portable as residents seek credentialing throughout their professional life.     Governance of such a portfolio would require a new consortium of regulators/oversight bodies/ provider groups to establish data standards and use.

3. [Iowa Board of Medical Examiners] We did not have time to review all of the scenarios but did review #4.

4. [ACGME] The basic premise that currently drives GME would have to change so as to allow for greater understanding of protocol medicine by the trainees.

5. [ACGME] A common portfolio that supports professional development and that connects to this database/information network, but that protects the privacy of each professional will be essential.  The portfolio should be 'owned' by the provider, but share a national common format with easy reporting functions so as to enable good participation by developing specialists and their development programs.

6. [Providers] Greater efficiency with potential loss of humanism.

7. [JCAHO] Most likely we would be major players in defining what data was being collected and how that data would be used in accreditation

8. [ACCME] The implications for CME would be the availability of robust sources of needs identification, as well as increased opportunities to monitor high-level outcomes by assessing the effectiveness of interventions and subsequent changes in behavior.  Given the availability of such needs identification, it was noted that the participation by physicians in this process would be a manifestation of their commitment to continuous quality improvement.  It was also noted that, if payers become providers, or contract with providers, conflicts of interest may develop between the payers' financial goals and the best interests of patients. 

9. [Association of Academic Health Centers] The nation's academic health centers would play a pivotal role in the development of the new IT and performance standards.  As 'safety net' institutions, they would be hard pressed to meet their budgets in an entrepreneurial pay-for-performance environment.
10. [AOA] The AOA must assist its members in solo and small group practices to prepare for electronic medical records (EHRs).  Due to data definition issues and lack of adequate EHRs to collect all the appropriate information, there will be tremendous problems with the uniformity, validity and reliability of the data so the AOA must devote more of its resources to advocating for members.  There will be even more problems with the credibility of the data analyses.  The AOA must go the next step and transform this technology from an assessment tool to an assistive tool.  The assistive tool would assist physicians by giving them suggestions but not over-ride clinical decision-making.

11. [AMA] A "best case scenario", where pay for performance and electronic health records are the norm and quality is up, as the result of standards of performance that were developed with physician input. Here, the AMA and physicians remained key players in the development of standards, and, strategically, would want to remain in this position. 

The AMA would have to meet challenge of engaging the "influx of techno-savvy professionals" and demonstrating that it can provide the best representation and support for these physicians as well as those with less experience with technology.  It should participate in preparing physicians to deal with technology and to use computer-based information to assist them in patient care. The scenario leaves hanging the matter of international outsourcing through telehealth and how quality of care will be ensured in this situation.  The AMA would have to take a leadership role to ensure that quality standards and pay for performance were “universal.”  The AMA has detailed policy related to how pay for performance systems should be structured, which may limit the organization’s flexibility in addressing emerging systems.  

The availability of electronic information would allow feedback to physicians on their patterns of care.  The AMA, through its ties to accreditation and certification, should work to ensure that physicians (and teaching institutions) are prepared for the new health care system demands (including teaching/modeling the use of evidence-based medicine and appropriate use of technology). Physicians also have to be prepared to interact with patients to assist them in understanding the information that is available, and the health care system must be prepared to reimburse this activity.   Finally, this scenario may be best suited to a large, integrated health system as compared to a small practice.  It is not clear if there is an assumption that small, independent practices will have disappeared by this time.

12. [NBOME] In this scenario, the primary driving force is technology, data gathering, and processing.  The standards for medical care are determined from data collected from various sources, both accurate and inaccurate, and stored in national or other data banks. 

The scenario does not depict accurately who is in control of the data or the national bank nor does it define the quality of the stored data Presumably, it is held by an ill-defined “healthcare community” (doctor, patient, government, third-party payer, health professionals, serial and public workers).

The purpose of the NBOME in this scenario is still to preserve the public safety in all health care relevant to osteopathic medicine.

The data shared or released by the healthcare community, as well as data generated by the NBOME from internal and external research, would form the basis for the blueprint and item formats utilized to create our examinations. Additionally, items such as the direct use, abuse, and other uses for the technology and data would be included in the exam process.  New ways of testing the application of the competencies defined by the ACGME, AOA and the Institute of Medicine could be incorporated into the testing portfolio.

Assessment begets curriculum and learning, improving  medical education  yielding better clinical outcomes and more cost effective health care. Based on the data generated from outcomes, the “bar” could be adjusted in accordance with desired outcomes and best practices.

Maintenance of currency, including an understanding of the use of the technology, will be important.  The NBOME would work with others, such as certifying boards, to assure that this happens. 

13.  [NBME] 

	1 – Techno Community

	Driving event
	Cost

Public dissatisfaction

Misaligned incentives

Over-utilization

CMS mandated  EHR 

	CONSEQUENCES

	Health Care
	More non-traditional care

Outsourcing

	Regulatory
	Consortium develops performance standards based on data in central repository 



	Data/

Standards
	Data available to public

	Physician role/ Assessment/
	Assessment tools  developed to evaluate performance of health  system


Question: Given the values of your organization, what is the right thing for you to do in this scenario? In other words, what might your strategic/tactical responses be in this scenario?
Themes: patient centered data; transparency; join in and go with the flow; change curriculum and styles of ‘teaching’ and create assessments to support these new modalities; build consensus about standards

Responses: 
1. [ABMS] The ABMS and the Member Boards will support the development and implementation of EHRs and will do all it can to enable moving the agenda for their adoption and dissemination forward in an expeditious, albeit thoughtful manner. It will also encourage the development of a system for the EHR based primarily on the needs of the patient rather than those which are technical appealing and/or financially beneficial to other parties. 

2. [ACGME] Transparency, truth-telling, accountability would inform our actions.

3. [ACGME] Do we have any choice but to go with the flow?

4. [ACGME] Begin to anticipate the need for common frameworks of academic curricula and developmentally appropriate assessments related to those curricula.

5. [Providers] Educate members

6. [JCAHO] We would join with the main players to support this direction

7. [ACCME] Scenario 1 is supportive of ACCME's emphasis on outcomes and facilitates more rigorous accreditation standards of a more qualitative nature as a result of the wealth of data that will be available.   A fully integrated response would (a) recognize the science of education, including the different styles of learning that are part of adult education and emphasizing the desirability and value of quick feedback; (b) demonstrate appreciation of the value of hands-on training that reflects the importance of judgment in medicine; (c) clarify ACCME's responsibility for measuring effectiveness of education; and (d) clarify the role of the accreditation system in the checks and balances required to address/minimize conflicts of interest.
8. [Association of Academic Health Centers] Take the lead in unifying provider performance by eschewing a discipline-specific focus.  Rather, the focus would be on meaningful team care.  
9. [AOA] Continue to develop the AOA Clinical Assessment Program. *  This will give us good information on the strengths and weaknesses of using abstracted data.

Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

The AOA will need to evaluate the electronic health record needs of physicians in small and medium practices.

The AOA needs to be part of the consortium to research credible, defensible ways to use the data.

*  The AOA Clinical Assessment Program is an Internet-based tool that measures and compares physicians’ current clinical practices with evidence-based practice guidelines representing state-of-the-art professional standards of care.   The Program analyzes data abstracted from patients’ records and can provide reports comparing previous performance, performance with other DOs, and performance with national standards. Participation is voluntary for practicing osteopathic physicians but mandatory for osteopathic family practice and internal medicine residency training programs. 

The AOA is currently negotiating the integration of this Program into pay-for-performance programs of several health plans.  The osteopathic certification process is considering the inclusion of the Program as part of the re-certification process.

10. [AMA] However, such a broad consortium of health care players is unlikely to come together to develop standards or to arrive at a mutually satisfactory set of standards unless there is a generally-held perception that not being part of the process is more damaging to the individual physician and to the profession, as well as to the well-being of patients. The AMA also would have to work to build consensus about the standards that were created.  This can be accomplished through the AMA Physician Consortium on Performance Improvement, a group of over 70 stakeholder organizations.  The Consortium is ideally positioned to play a central role in the creation and validation of standards.  Standards should focus on both quality and efficiency and should include a reasonable number of quality measures.

11. [NBOME] The mission of the NBOME is to protect the public.  Its vision is to be the testing organization for the osteopathic physician.  Its values include:  fairness, quality test construction, appropriate test formats, promoting best practices, using evidence-based medicine, supporting the “seven competencies” of the osteopathic profession, maintaining integrity and security, and being cost-effective.

Simply stated, the NBOME would have to adopt the most effective strategic plan and tactical responses in each scenario that would meet its mission, vision, and value structure. This would require that the NBOME adapt or respond to each scenario by addressing the needs of the dominant player. This would require supporting a standard of care that fosters recognized, accepted, and desired outcomes while keeping costs to an acceptable and appropriate level. In addressing implications for each scenario, a likely response has been described in the preceding paragraphs and is not repeated here.

12. [NBME] The immediate implications for the NBME for any scenario do not require large strategic shifts as long as physicians’ roles remain relatively similar and physicians are still required to meet minimal assessment standards set by individual states.   Under these conditions, NBME’s relationships with the academic medical and licensing communities would remain primary, and its current strategic directions would remain true.  However, implications are profound if states no longer issue licenses and/or primary care is no longer delivered by physicians.  

Question: Who will be your strongest partners/allies in this response?

Themes:

Responses: 

1. [American Board of Medical Specialties] CMSS and its constitutent societies, FSMB, AHRQ, JCAHO, NCQA and several funding agencies-Commonwealth, RWJ 

2. [ACGME] ABMS, Specialty Societies, hospital credentialing bodies, FSMB

3. [ACGME] The other educationally oriented medical organizations

4. [ACGME] ABMS, maybe NBME, FSMB

5. [Providers] Individuals with expertise in these matters (i.e., knowledgeable providers.)

6. [JCAHO] CMS/ NQF/ IHI

7. [ACCME] Federation of State Medical Boards, American Board of Medical Specialties, other accreditors of CME, other accreditors of CE, public, AARP, and the technology information sector.

8. [Licensing boards] Other medical boards; other national organizations; the public; other health regulatory boards.
9. [AOA] Other medical associations.
10. [AMA] The AMA also would have to work to build consensus about the standards that were created.  This can be accomplished through the AMA Physician Consortium on Performance Improvement, a group of over 70 stakeholder organizations. 

11. [NBOME] However, the most effective strategy would be to work with those in emerging positions and to develop effective working relations with those groups.  In all likelihood, the NBOME would plan to be in a position to work in varying degrees in any scenario with the following interested or effected parties. AAOE, AOA, Colleges of Osteopathic Medicine, Consumer Groups, DMEs, Federal Government, FSMB, IAMRA, International governments, Medical Societies, Paraprofessional Healthcare Groups, Physicians, Public, State Medical Boards, Students, Third Party Payers

12. [NBME] In all scenarios, NBME would maintain strong ties with organizations involved with physician certification and licensure, and program and institutional accreditation.
Question: What would you do to improve patient care in this scenario?

Themes: Educate patients; learn and continually improve over time; link patient care outcomes to the portfolio; make sure all patients have access; integrate this data into the accreditation process; continuous certification; rethink the ‘duty’ of state medical boards

Responses:

1. [American Board of medical Specialties] Make MOC a meaningful part of the quality agenda and the contribution of the medical profession to that agenda while recognizing and accepting the roles and goals and the inputs of other players.   Push the time line forward to expedite adoption recognizing that this is a work in progress and will require course adjustments as it moves forward.  

2. [ACGME] Inform and empower patients about the use of data. 

3. [ACGME] Make sure there is constant feedback of outcomes and that the system has a ready mechanism to implement changes when the evidence for a change is there.

4. [ACGME] Link patient care outcomes to the portfolio and use the portfolio to prompt connections between patient care outcomes and PBLI and SBP.

5. [Providers] Be certain that ALL patients had access - even those with no health insurance.

6. [JCAHO] We would integrate this data into accreditation process

7. [ACCME] The ACCME would maintain rigorous standards and require providers to demonstrate the impact of their interventions (education) and assess whether those interventions were consistent with the stated objectives.  Consideration would be given to limiting accredited educational activities to those that demonstrated behavior change, although there was recognition of the importance of educational activities that validate current practice.

8. [Licensing Boards] Be more of a player in educating patients/consumers. Reevaluate structure of patient/physician relationship. Work with appropriate parties to encourage 'early identification of and intervention with physicians whose competence is slipping below acceptable standards. Educate licensees about changing healthcare standards, possibly changing medical practices and competencies. Rethink 'duty' of state medical boards -- may extend beyond current jurisdictional boundaries to citizens in other states.
9. [AOA] Continue the development of the AOA Clinical Assessment Program. * Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

10. [NBOME] The NBOME’s role in improved patient care has previously been alluded to in the implications section of this report.  The NBOME has an indirect impact on patient care.

The NBOME periodically surveys national data on patient care, reviews osteopathic medical school curricula, and surveys practitioners of osteopathic medicine to determine what constitutes best practices and the current standard of care.  This information, plus the expertise of physicians from all across the country and, to some extent the world, is incorporated into the substance and structure of the assessment tools that are used to assist regulatory authorities in making appropriate decisions relative to granting a practitioner the privilege to practice in their community.

Although it is not the intent of the NBOME to dictate or formulate the curriculum of the osteopathic medical schools or GME, it is commonly believed that testing drives curriculum, and people teach what they will have their students tested upon.  This is practical pedagogical thinking.  Nonetheless, meeting the recognized needs created by each scenario would require a strategy to assess the physician for initial licensure for competence and accountability in accordance with the dominant political, social and economic environment of the times.  The NBOME would do this by creating an appropriate blueprint to meet these requirements while assuring patient safety and providing quality tools for measurement.  The content, format of the test items and the use of interactive test items as well as entirely different types of testing (clinical skills. procedural testing. informatics testing for example) would help to establish a pattern of improved patient care and better patient outcomes over time by introducing new trends and thinking into the measurement tools.

The NBOME would work with other groups involved in education, learning and assessment to help assure a continuum of effective measurement that would provide self-assessment and self-enhancement tools to the healthcare arena both nationally and internationally.  The NBOME would work with others on remedial assessment and physician improvement programs.

The combination of these efforts would indirectly lead to improved patient care when properly applied in each of the scenarios.  Follow up research on the predictive argument by comparing outcomes to assessment early in the practitioner’s professional career would help in reshaping the testing tools used to determine and maintain competency for future practitioners.

How this might be accomplished is suggested earlier in the implications section of this response.

11. [NBME] To improve patient care, NBME would continue to facilitate the development and refinement of definitions of professional competence constructs and state-of-the-art assessment tools, provide and promote best measurement practices, and maintain the highest standards suiting the needs of the licensing, certification, medical education and credentialing communities.

Question: How plausible is this scenario?

Responses: 13 total responses

	4 Very plausible
	3

	3
	6

	2
	3

	1 Not Plausible
	1
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Scenario 2: Data Cacophony

Data Cacophony, depicts a world where the health care community is unwilling to face realities. Public demand for change in the way health care is delivered generates much discussion but little coordinated response. Chaos emerges. Legislation fills the void – feds takeover.

Question: What would be the implications for your organization if this scenario were to come about?

Themes: Collaboration would be necessary; medicine becomes less attractive as a career; professional development becomes isolated; healthcare is worse; fragmentation; worst case scenario; medicine becomes individualistic and opportunistic; improvement becomes isolated and local rather then systemic; no collaboration on data standards

The Survey Responses:
1. [ABMS] It would provide the ABMS with an opportunity to be one of the lead professional organizations in establishing standards and criteria for quality medical specialty care and practice.

2. [ACGME] We would seek collaboration and partners to preserve professional values. We would use our leverage to accredit institutions that have transparent data that is verified as truthful.     Resident data would be verified as to both learning and patient outcomes.

3. [ACGME] We would go out of business! The attraction of medicine as a career would significantly reduce interest and with no or very few students in medical schools there would be few to no MDs to train in GME. This is a disaster scenario!!

4. [ACGME] Professional development efforts will become more 'socially isolated' and 'society' will want more data to continue to support the development of specialist physicians.  ACGME will encounter a dispirited lot of institutions and program directors--all of whom will feel themselves to be very 'lonely.'

5. [Providers] Health care is worse than it was before there were attempts to improve it.

6. [JCAHO] We would look towards the data to determine the major issues related to quality and safety. Depending on the outcome of that analysis, we would develop partners

7. [ACCME] There would be an opportunity for the ACCME to (a) manage the gathering of data related to outcomes across practices and health care organizations, (b) manage the development of a coordinated response to that data, (c) become involved in education of the public, and (d) assess the quality of interventions and their outcomes.  There is the potential that those organizations developing Maintenance of Competence Part IV models might be asked to develop them in such a way that the collection of the data that the client uses to gauge their own process could be aggregated.  This could be an educational activity for ACCME accredited providers to produce, and the PRA could be altered to award credit for such activities.  A new set of professional and organizational relationships would evolve to shift the focus of the ACCME from a provider-focused system to a learner-focused system, the goal of which would be to teach the learners (health care professionals) how to learn.  ACCME providers would serve the needs of the medical profession by providing resources to the learners to meet the new expectations. 

8. [Association of Academic Health Centers] The loss of focus for the health care system would negatively affect all missions of the academic health center, including research and teaching.
9. [Licensing Boards] Medical boards would be overwhelmed by the minutia of physicians' practice rather than being able to focus on quality issues. Legislature would probably fill the void left by organizations unable to develop collaborative solutions. Feds would probably take over, perhaps contract with FSMB to carry out regulation at state level?
10. [AOA] Continue to develop the AOA Clinical Assessment Program. *

11. [AMA] This would be a worst case scenario from attempts to introduce performance assessment, in that the profession is fragmented instead of unified by the process. While EHRs are largely unfunded right now, there is federal momentum for standardization of measures, and whatever Medicare adopts could become a de facto national model, making it unlikely that the system will ever be quite this chaotic. The potential for informal standardization would be negatively impacted by any lack of standardization across specialties, and by inconsistent standards where they do exist.

12. [NBOME] In this scenario, the physician community remains blind to public demands for better and more cost-effective health care.  Data is utilized in untoward ways.  Data misuse and an inflexible physician community leads to a lack of clarity of direction and chaos ensues.

This is a scenario that the NBOME would hope would not occur.  There are significant markers present in the healthcare arena that speak of the willingness of physicians to be patient advocates, pursue best practices, employ evidence-based medicine, and maintain currency and competency.  This milieu should deter the course from one of chaos

The NBOME would see itself as a leader by establishing and upholding standards.  It would foster test content that would drive medical school curricula and GME indirectly to include evidence-based, effective and reasonable care as the norm.

13.  [NBME]

	2 – Data Cacaphony

	Driving event
	Cost 

Cost burden shifted to patients 

Value-driven consumer

EHRs fail

Erosion of trust

	CONSEQUENCES

	Health Care
	More non-traditional care 

Outsourcing

	Regulatory
	Health care orgs collect performance data – but no one will collaborate on national standards. 

Legislators make it worse

	Data/

Standards
	Data and standards conflicts result


Question: Given the values of your organization, what is the right thing for you to do in this scenario? In other words, what might your strategic/tactical responses be in this scenario?
Themes: try to move to a coordinated response and promote collaboration; reduce chaos; educate the profession; try to balance conflicting goals; develop curricula to resolve some of these issues
Responses: 

1. [ABMS] Become proactive in our efforts to help educate and move the profession to develop a coordinated response and reduce chaos. 

2. [ACGME] Try to make order out of disorder. Use clarity of purpose and principles to foster social cohesion

3. [ACGME] Join with others to see that whatever is done maintains the attractiveness of a career as a Physican.

4. [ACGME] Create even more extensive forms of community across institutions, programs, specialties, even disciplines.  A common learning portfolio could advance that language of interaction.

5. [Providers] Education of members - learn from them what the failures are in the system.  Respond to their needs.

6. [JCAHO] Most likely we would attempt to stay involved with all of the major stakeholders - on both side of the argument and attempt to understand the clinical and safety issues

7. [ACCME] The ACCME would need to have safeguards in place to ensure patient privacy and to protect the data and decisions from payers or other proprietary organizations.  Gathering data in the aggregate would facilitate this protection.  In this scenario the ACCME and its providers would act as brokers of information among the various parties.

8. [Association of Academic Health Centers] Create 'mini health systems' within our operational environments.
9. [Licensing boards] Do what we are doing -- try to bring parties together in a cooperative fashion to find common ground. Pursue agreements with federal government to play role in regulatory process, if in fact licensure is federalized.

10. [AOA] Continue to develop the AOA Clinical Assessment Program. * Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

11. [AMA] If the discord and resulting distrust depicted in this scenario occur, AMA would find it difficult to assert that it speaks for organized medicine, as medicine would become more individualistic and opportunistic.  Physicians would turn even more strongly to their specialty societies, rather than to the AMA.  However, the AMA should be a force to balance conflicting goals and to bring specialties and individual physicians together.

12. [NBOME] The NBOME would see itself  as a leader by establishing and upholding standards.  It would foster test content that would drive medical school curricula and GME indirectly to include evidence-based, effective and reasonable care as the norm.

Question: Who will be your strongest partners/allies in this response?

Themes:

Responses: 

1. [ABMS] CMSS and its constituents, FSMB, State Medical Boards

2. [ACGME] ABMS/FSMB/Specialty Societies/JCAHO

3. [ACGME] All educationally oriented medical groups

4. [ACGME] Maybe nurses, other professions--if a focus on the frontline microsystems could be an attractor.  Short of that, the ABMS and NBME might be helpful.

5. [Providers] Other professional societies and patient advocate organizations with like goals

6. [JCAHO] All of the major players on both side of the debate

7. [ACCME] As the owners of PRA credit, the AMA would be one of our strongest allies in scenario 2, and the opportunity to work with the AMA to identify new formats of CME would be an important step in acknowledging the changing world of continuing medical education and enhancing the current system to effect change in physician performance.  Other allies would include the Centers for Medicare and Medicaid Services, the FSMB, the AARP, Chambers of Commerce, employers, quality improvement organizations, and public and private organizations that produce guidelines such as Agency for Healthcare Research and Quality, National Quality Forum, Centers for Medicare and Medicaid Services.  FCC and other media organizations might be good partners to develop standards for computer information if the medical community cannot monitor this themselves. 

8. [Licensing Boards] National healthcare organizations, consumers, physician community,  
9. [AOA] Other medical associations.

10. [AMA] However, the AMA should be a force to balance conflicting goals and to bring specialties and individual physicians together.  

Question: What would you do to improve patient care in this scenario?

Themes: publish standards; be more transparent; educate the public; develop a learning portfolio; try to get parties together to reach consensus; educate and implement Quality Improvement; 

Responses:

1. [ABMS] Develop and publicize standards which are transparent, credible and accountable for all stakeholders.

2. [ACGME] Become more transparent with accreditation data.

3. [ACGME] Not sure but perhaps keeping the public aware of how bad it has become

4. [ACGME] PBLI and SBP initiatives documented in a learning portfolio could really help.  Shared evaluation strategies would be potentially more believable and would potentially have more 'power.'

5. [Providers] Reconvene the involved parties to reach consensus.

6. [JCAHO] Bring the parties together in a chance to debate issues - with the hope of separating quality issues from political ones

7. [ACCME] ACCME's role would be one of ensuring that health care providers understand the role and process of quality improvement (QI) and how to implement QI processes in individual practices.  This, in conjunction with the use of evidence-based medicine, could greatly improve care.  With the emphasis on patient choice, the need for patient education emerges.  The ACCME could be involved in recognizing or certifying websites available for patient education.

8. [Licensing Boards] Again, engage in more aggressive public outreach to educate patients and consumers about the role of state medical boards.
9. [AOA] Continue to develop the AOA Clinical Assessment Program. * Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

10. [AMA] Lack of data with proven validity (and the unwillingness to share data) would make performance improvement activities for health systems and for individual physicians very difficult (MOC is an issue here, as performance data for individual physicians is needed).  Is there really evidence that improved health practices lead to reductions in health care expenditures?  In such a fragmented system, it could be difficult to validate this proposition.  Also, the “value conscious” purchaser may be a myth.  It is not clear that even the most “health savvy” consumer is able to make these distinctions.  Even if this does occur, it likely will be generational.  The information vacuum described in the scenario could result in unproven modes of care (quackery) and in discontent in and with the profession. The statement about a shortage of health care professionals in this scenario seems to be an afterthought, and could apply in any of the scenarios.

Question: How plausible is this scenario?

Responses: 13 total responses

	4 Very plausible
	2

	3
	4

	2
	5

	1 Not Plausible
	2
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Scenario 3: The Federal Tar Baby 

The Federal Tar Baby, increasing health care costs and medical errors lead to government-mandated reporting of performance data. In response to a national economic crisis and a shifting of the burden of health care costs to employees, the public, government and medical profession collaborate and implement a plan for universal health care coverage. National standards for health care are developed based on data collected by the government, and changes in the delivery and reimbursement of care lead to new alliances within the health care system.

Question: What would be the implications for your organization if this scenario were to come about?

Themes: quality standards; restructure GME; use residency education to test data systems; common professional development portfolio; adverse impacts on healthcare; educate about the use of EMR and data bases; physicians as team leaders; training changes; certifying non-physician health professionals; position for Government Contracts; National Licensure but State regulation; 

The Survey Responses:
1. [ABMS] We will still be a player in helping to develop and to implement quality standards and criteria for the medical profession and by extension to involvement in collaborations with other health professions to enable the quality movement.  We will also ramp up our abilities to provide data regarding professional quality (certification and MOC)as an information resource for all stakeholders.

2. [ACGME] We would partner with CMS and use residency education to test potential data systems

3. [ACGME] This, as would all the scenarios, impose great a change on the ACGME. This one would require a complete restructure of GME.

4. [ACGME] Clear evidence that professional development efforts matter will be necessary.  Attention to the content of academic curricula and a common professional development portfolio would really strengthen the hand of those concerned about defending the portfolio of professional development/learning.

5. [Providers] Since I care for children, this scenario has grave implications because they are at the bottom of the totem pole. The healthcare of children and ultimately of the nation would be adversely affected.

6. [JCAHO] This would be a scenario that pulls in a lot of or interests and expertise

7. [ACCME] The implications for CME would be a change in focus so that the ACCME would encourage its providers to educate physicians about the use of medical electronic records and data bases.  This scenario establishes (a) the physician as a team leader (no longer the sole decision-maker) who coordinates with the other disciplines, and (b) the patient as a target for education.  It presents an opportunity for the ACCME to consider becoming a 'stamp of approval' for those providers offering educational activities for non-physician health professionals as well as for patients.  Scenario 3 could change the role of commercial supporters while also giving third party payers and the government a prominent role in identifying needs and the kind of CME that is sought and delivered.  The data available in this scenario would be clear needs data that would dictate that the CME curriculum shift to address those needs.  The entire CME enterprise would become more data driven.  It was also noted that, if payers become providers, or contract with providers, conflicts of interest may develop between the payers' financial goals and the best interests of patients. 

8. [Association of Academic Health Centers] I'm not sure what is meant by a 'coalition of medical organizations representing all the health professions.'  It could mean a major reorganization/restructuring of my organization.
9. [Licensing Boards] Role of SMBs would change dramatically. Licensing would be done at national level. Physicians might be required to register with the state, and then discipline/regulation would be carried out at state level using data that are collected nationally.
10. [AOA] The AOA might need to change its role from an Educational 501(c)3 organization to professional 501(c)6 organization in order to more vigorously represent the perspectives of osteopathic physicians.

11. [AMA] The likelihood of either universal health insurance or the abolition of the tort system is low in this country.  However, if it comes to pass and physicians are positioned as "team leaders" instead of individual practitioners, training would need to change.  The AMA should play a role in ensuring that medical school and graduate medical education (content and methods) are appropriate for the desired outcomes.

12. [NBOME] In this scenario, the primary driving force is government control of the manner in which data is collected and used to determine the standard of health care.

In fairness, there are some situations where the government is entitled to know what good care is and what is a fair price to have it rendered.  However, government regulation may lead to misguided medical care, additional paper work with less attention to patient needs and increased cost.

If government domination of medical care were to occur, such as universal health care, the NBOME would want to be positioned to obtain government contracts to help with national licensure, and to assure portability. Technology, data, robotics and medicine will, de facto, cross state lines.  Care may be better delivered when considered from a national or even global perspective.

11. [NBME] 

	
	3 – Federal 

     Tarbaby 

	Driving event
	Cost and errors

Gov’t mandated data reporting

Universal health coverage

No-fault system

Mandated EHR

	CONSEQUENCES

	Health Care
	More non-traditional care 

Emphasis on disease prevention

	Regulatory
	National office of the Secretary of Health 

Oversight of accreditation and licensure is nationalized

	Data/

Standards
	

	Physician role/ Assessment/ Other
	Team leader Regional integrated delivery systems employ all,  and monitor competence of individuals and teams


Question: Given the values of your organization, what is the right thing for you to do in this scenario? In other words, what might your strategic/tactical responses be in this scenario?
Themes: make data meaningful and transparent; shadow systems; common learning portfolio; advocate for all individuals; align strategies with available data; education of physicians to work within this system; develop advocacy and protest nationalization of healthcare; lobby for common standards; unionization of physicians; government control over where someone practices;

Responses: 
1. [ABMS] To make our data meaningful, transparent and useful and to do so for many intended audiences especially the public especially as regards patient safety and informed choice about health care options.

2. [ACGME] Accountability - we would report to the public through the government which would violate some of our values and lead to shadow systems

3. [ACGME] Demand to be a primary player

4. [ACGME] Attend to the content of the academic curriculum and the development of a common learning portfolio.

5. [Providers] Advocate for all individuals, not just those with high cost insurance.

6. [JCAHO] The issue of quality of care become very important using the data. We would align our strategies with the availability of the data

7. [ACCME] The ACCME would need to facilitate the education of physicians to focus on learning to successfully work within the system described. The role of non-traditional providers would need clarification.  

8. [Association of Academic Health Centers] Take a lead role in working with the government.
9. [Licensing Boards] Align with consumers groups, physician groups, other medical boards. Lobby other state medical boards to move towards common licensing standards/language/resources.
10. [AOA] Develop a strong advocacy activity with other medical associations to protest the nationalization of the healthcare system. This would not help physicians to practice more efficiently or effectively.  It would just keep adding on more administrative burdens. The movement towards unionization of physicians would gain renewed momentum.

11. [AMA] The statement in the scenario that only those who can afford private health insurance will receive high quality care is, hopefully, misleading.  The scenario states that the new system will cover basic necessities of health care, including preventive care.  Why is this not “quality?”  The AMA (as a representative of the profession) should participate in what is included in the “minimum coverage,” and the system should be based on evidence and data.  Physicians also must be involved in developing the standards by which health teams are evaluated and in interpreting the outcome data collected on teams.  The integrated delivery systems must rely on information systems that can communicate internally and externally, to allow the flow of patient information across the country.

12. [NBOME] The NBOME would use accurate and unbiased data to create standards that would foster competent medical care for a reasonable cost.  Appropriate test content and format would be developed.

Physicians holding an NBOME certificate could practice wherever they are needed or wherever they desire to practice.  However, in the strictest sense, the government may actually control where and how one practices. The government could require on-site assessment in the office and hospital.  The government could insist on the maintenance of currency and competency, and NBOME would unite with other stakeholders to insure this would occur.

Question: Who will be your strongest partners/allies in this response?

Themes:

Responses: 

1. [ABMS] Patients, physician organizations and governments.

2. [ACGME] CMS, other oversight bodies

3. [ACGME] The same as in the others

4. [ACGME] ABMS, CMSS, Maybe the nurses, if the right ground work could be laid around the common interests in highly functional clinical microsystems.

5. [Providers] Child advocacy groups and organizations dealing with socuial responsibility.

6. [JCAHO] Government would be the strongest ally

7. [ACCME] Third party payers and government would become our strongest partners.

8. [Licensing Boards] Other medical boards; public.
9. [AOA] Other medical associations and patients.

Question: What would you do to improve patient care in this scenario?

Themes: advocate for the patient; foster professionalism; demand outcome studies; common professional development portfolio; provide patient education; argue against government collected data; focus on outcomes as well as process of care; 

Responses:

1. [ABMS] Foster professionalism and professional behavior and at all times be an advocate for the patient.

2. [ACGME] Link access with accreditation

3. [ACGME] Demand that outcome studies are part of the action. Do we know that we are getting what we want?

4. [ACGME] Work on PBLI and SBP, documented in a common professional development portfolio.

5. [Providers] Bringing together political candidates and advocacy groups.

6. [JCAHO] Make accreditation decisions based more on data

7. [ACCME] The ACCME could enhance patient care by providing avenues for patient education.

8. [Licensing Boards] Move to more standardized processes across jurisdictions. Redefine how competence is determined, particularly as physicians embrace concept of team-based care.
9. [AOA] Argue vehemently that standards for care cannot be developed by data collected by the government.

10. [AMA] Assessment of patient care would have to focus on outcomes as well as process of care, as measurement of process could be difficult and complex in a team environment.  The AMA should take a leadership role in coalition building within medicine, as it is the organization that cuts across specialties.  Ethical guidelines will be important to ensure that there is not underutilization or over-utilization of resources.  Physicians will experience tension between responsibilities to individual patients and responsibilities to the system/population (in the context of finite health care resources).  While standards may help address this tension, they will not be the sole answer. 

Question: How plausible is this scenario?

Responses: 13 total responses

	4 Very plausible
	3

	3
	2

	2
	6

	1 Not Plausible
	2
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Scenario 4: Brave New World 

Brave New World, depicts a world where technology plays a significant role in how patients access providers and health care and in how providers manage care. Access to care is increased, but questions remain regarding monitoring of physicians and responsibility for licensure and investigation of all players in the health care system.

Question: What would be the implications for your organization if this scenario were to come about?

Themes: International standards and regulation; focus on what’s best for patient care; collect and display accurate data on residents; quality control of GME; define common requirements for competence; professional portfolio; quality comes into question; a better educated physician population; loss of personal care (depersonalizing care); a very different physician/patient relationship

The Survey Responses:
1. [ABMS] Look into how our knowledge and expertise might become more global in outlook. How might certification standards serve the international community?  Be aware of the implications of this scenario to drive health care towards a technological delivery system using non-MD's to deliver care and the implication for professionalism, and the workforce needs to deliver health care on a global basis.  We need to try to come to some agreements internally about what will be best for patient care and not to protect professional turf.

2. [ACGME] Collection and display of accurate performance data about residents.

3. [Iowa Board of Medical Examiners] The Board believes that it is already seeing many aspects of this scenario already.  The Board needs to determine who needs Iowa licensure and be sure that that message gets out.  Determining who is responsible for what aspects of care and which health care providers are issues we already face.  

4. [ACGME] Quality control of GME!! It really has not changed from scenario to scenario

5. [ACGME] Common requirements for 'competent' across programs.  Operationally defined in practice.  Documented and monitored over time in professional portfolio.  ACGME would foster education that led to 'success' in this life.

6. [Providers] The individuality of patient care and the uniqueness of each patient are deleted in this system. Medicine loses its healing ability.

7. [JCAHO] Much greater questions of quality would arise. We would be asked to assist in evaluating the providers of care

8. [ACCME] Scenario 4 depicts an intensely market-driven health care system.  The implications for CME would include a physician population that is much better educated about its own needs because of the availability of robust sources of needs identification that would then facilitate their ability to compete with their peers in what will be an intensely competitive environment.  In addition, there would be increased opportunities to monitor high-level outcomes by assessing the effectiveness of interventions and subsequent changes in behavior.  Given the availability of such needs identification, it was noted that the participation by physicians in this process would be a manifestation of their commitment to continuous quality improvement.  Care would tend to be episodic, and it would be challenging to assess outcomes for patients with chronic illness.

9. [Association of Academic Health Centers] Unclear.

10. [Licensing Boards] Medical regulation would need to be international; definition of practice of medicine, what competencies are required, and determining accountability would be significantly altered. 'Humans would be optional' in this system; physician/patient relationship will change markedly.
11. [AOA] Continue to develop the AOA Clinical Assessment Program. *

12. [AMA] The plausibility of this scenario in 2020 is very low. Such an automated health care delivery system would likely take much longer to develop, especially as it requires significant modifications not only of technology but also of financing. There also is no mention of who will pay the bill in the new system (for example, private insurers, a federal system).  

The patient-physician relationship, while efficient and of high technical quality, is no longer personal, and healthcare has become a “piece-work” commodity. 

13. [NBOME] In this scenario, data and technology are important, but the driver for health care would be industry; insurance companies, employers, or both.  Access to care may be improved, but physician accountability would be to the market place.

· In this case, the NBOME would be positioned to obtain contracts from the purveyors of health plans.  The NBOME could, in its testing standards, develop content that would meet the needs of the purveyors while preserving best practices and maintaining an appropriate standard of care.

· This action would have a trickle effect down to medical schools and up into GME and the practitioners in the field.  The NBOME could work with agencies in developing surveys and assessments of practitioners in the filed using distance learning and maintenance of currency by using modular formative programs to promote competency.

· Again, portability would be an important issue as economies of scale would call for a more global approach to cost-effective health care while maintaining the standard of care. Maintenance of competency is important here.  The NBOME would work in conjunction with certifying boards and others to assure this occurs.

12. [NBME]

	4 – Brave New World

	Driving event
	Technology

	CONSEQUENCES

	Health Care
	Web-based triage

Self-serve care (Health Depot)

Outsourcing

	Regulatory
	International certification


Question: Given the values of your organization, what is the right thing for you to do in this scenario? In other words, what might your strategic/tactical responses be in this scenario?
Themes: Centers of Excellence; develop patient satisfaction and patient experience surveys; truth-telling; nationwide licensure; Federal legislation; common learning portfolio; collaboration; increased variation in quality; physician as coach; increased fragmentation; medical boards more passive; align with technology companies;

Responses: 
1. [ABMS] Help to collaborate with others in developing Centers of Excellence and standards by which they are measure and benchmarks to continuously improve.   Develop good patient satisfaction and patient experience survey tools which allow for QI efforts by the profession and the systems in which they work.

2. [ACGME] Truth-telling

3. [Iowa Board of Medical Examiners] The Board sees that some type of universal licensure is necessary, beginning with some form of licensure that is acceptable nationwide in the U.S. in the next 15 years.  FSMB has a significant role to play in studying the issues and establishing standards that all states could begin to accept in preparation for this type of licensure in the U.S.  Eventually, FSMB would have a role in facilitating Federal legislation that is necessary.  The Board should assist in identifying acceptable standards, acceptable methods of sharing information, etc. 

4. [ACGME] Demand to be a player from the start.

5. [ACGME] Get the academic curricular content set in the residency programs and get on with a common learning portfolio to permit new levels of conversation across programs/health care operations.

6. [Providers] Align with other practitioners to delineate the need for qualifications, training and person, rather than computer generated decision making.

7. [JCAHO] Attempt to slow down this trend. While it would increase choice and possibly decrease costs, it could have serious problems in increasing the variation of quality

8. [ACCME] Scenario 4 could potentially result in a drastic change in physicians' roles to that of coach, which would significantly impact the role ACCME and what its accredited providers would be teaching physicians.  A fully integrated response would (a) recognize the science of education, including the different styles of learning that are part of adult education and emphasizing the desirability and value of quick feedback; (b) demonstrate appreciation of the value of hands-on training that reflects the importance of judgment in medicine; (c) clarify ACCME's responsibility for measuring effectiveness of education; and (d) clarify the role of the accreditation system in the checks and balances required to address/minimize conflicts of interest.

9. [Licensing Boards] SMBs might be more passive in this environment; continue to position themselves as keepers of public trust, responsible for removing physicians from practice for boundary issues, moral turpitude, etc. From a different vantage point, might also want to align with technology industry to influence how technologies are used/developed.
10. [AOA] Continue to develop the AOA Clinical Assessment Program. * Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

11. [AMA] The "soul" of the profession being gone, AMA would struggle to hold the interests of members in a personal way, and the organization could become essentially a trade group concerned with payment and technology issues.  The growth of technology is a factor in the other scenarios as well.  As medical care becomes more technical, more individuals (with technical functions) participate in the care of patients.  This has the potential to increase fragmentation, unless someone (such as the physician) holds the patient’s care together.  For example, the electronic medical record requires interpretation for the patient and for others involved in care.  This was the original “gatekeeper”/care manager role, until co-opted by managed care.  The ability to function in this type of health system would be generational, with older physicians and older patients at a disadvantage.  Both groups would need assistance from the AMA and others.

Question: Who will be your strongest partners/allies in this response?

Themes:

Responses: 

1. [ABMS] AHC, CMSS and its constituents, ECFMG, FSMB

2. [ACGME] ABMS

3. [Iowa Board of Medical Examiners] FSMB

4. [ACGME] Same as before - All educationally oriented medical groups
5. [ACGME] IT providers and health care operations folks.

6. [Providers] Providers and humanists.

7. [JCAHO] Major professional organizations and payers

8. [ACCME] The international scope of Scenario 4 would engender global collaboration and alliances that would include international CME bodies, Federation of State Medical Boards, American Board of Medical Specialties, other accreditors of CME, other accreditors of CE, public, AARP, and the technology information sector.

9. [Licensing Boards] legisltures, public, international regulatory agencies, other medical boards
10. [AOA] Other medical associations.

Question: What would you do to improve patient care in this scenario?

Themes: establish standards for quality care; encourage partnership behavior; increase data accuracy; educate the public; continuous monitoring of outcomes; encourage communication; develop tools for patients to use; focus on behavior changes; depersonalized medicine;

Responses:
1. [ABMS] Establish standards for quality care and equate them with the processes and outcomes of MOC. Make sure that with in the desired outcomes are to develop excellent professional communicators for and with patients and those who can enable patient care in partnership rather than paternalistically.

2. [ACGME] Increase accuracy of data.

3. [Iowa Board of Medical Examiners] Not discussed

4. [ACGME] Outcome measures at each and every step

5. [ACGME] Continuous monitoring of outcomes, performance suggests that care could be better, could identify best practices.  People would benefit from knowing how to move from data to improved practice.

6. [Providers] Allow for direct and early face-to-face communication.

7. [JCAHO] Set standards that would be easy to assess including tools for use by patients

8. [ACCME] The ACCME would maintain rigorous standards and require providers to demonstrate the impact of their interventions (education) and assess whether those interventions were consistent with the stated objectives.  Consideration would be given to limiting accredited educational activities to those that demonstrated behavior change, although there was recognition of the importance of educational activities that validate current practice.

9. [Licensing Boards] Work with other organizations to clearly define how the 'system' works and where accountability for bad outcomes (at any point) resides. Educate patients on these issues. Work with international regulatory agencies to develop standards for medical/health professions education, regulation.
10. [AOA] Continue to develop the AOA Clinical Assessment Program. * Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

11. [AMA] The personal side of medicine and the professionalism that has characterized the medical profession would be lost.  While the scenario is the most extreme example of the increasing use of technology, the issues of depersonalization and de-professionalization are relevant in other scenarios as well.

Question: How plausible is this scenario?

Responses: 13 total responses

	4 Very plausible
	3

	3
	1

	2
	9

	1 Not plausible
	0
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Scenario 5: Happyhealthcare.com 

Happyhealthcare.com, skyrocketing health care costs combine with increased public dissatisfaction with the system to prompt dramatic change in control of the health care dollars. Patients become true consumers of health care services, basing buying decisions on value and cost. In response, the health care community turns to continuous quality improvement as the basis for how they deliver care.

Question: What would be the implications for your organization if this scenario were to come about?

Themes: become advocates for standards; collaborate; accreditation based on improvement not minimal standards; align with stated societal aims; become a ‘healthcare information organization’; accreditation based on outcomes; individualized CME; pay for performance; physicians lose autonomy; involve professionals in developing standards; patient/consumer in the drivers seat; regional partnerships; medical boards would be more proactive and have influence on education;

The Survey Responses:
1. [ABMS] Advocates for physician standards for safe, efficient, effective, patient centered, timely quality medical care. Continue efforts of ABMS to collaborate and cooperate with others to bring these aspirations to fruition.

2. [ACGME] We would develop an accreditation system based on improvement rather than minimal standards

3. [ACGME] Not different than in the other scenarios

4. [ACGME] ACGME would need to network the learning community and connect their efforts at PBLI and SBP with the stated societal aims.  Extensive faculty development would be needed.  These could be catalyzed by common evaluative frameworks.

5. [Providers] Have a leading role in physician education

6. [JCAHO] Become more of a 'healthcare information' organization, to inform public state of organizations

7. [ACCME] Scenario 5 would allow the ACCME , through the collection of data, to base accreditation on outcomes and its providers to develop individualized CME for physicians in their role as life long learners.  Additional funding for CME might be available from liability carriers.

8. [Licensing Boards] SMBs would flourish in this scenario; SMBs would be actively reviewing practice outcomes, i.e., would be more proactive in identifying physicians whose competence is slipping, rather than being a complaint driven entity. Much more patient education/transparency of system. Medical boards potentially would have more influence in the educational system, since performance monitoring takes place across continuum of practice.
9. [AOA] Continue to develop the AOA Clinical Assessment Program * program with an eye towards public disclosure of appropriate information.

10. [AMA] This scenario is potentially feasible, and could be a phase in the evolution of pay for performance.  In this scenario, physicians lose autonomy and are held to meeting certain (hopefully, professionally-defined) benchmarks. 

As suggested, long time practitioners may find such an adjustment difficult, and the AMA should assist in preparing all physicians for this scenario. The profession must be involved in developing quality standards and in creating mechanisms for their use (as in scenario #1).  

11. [NBOME] This scenario places the patient, as a consumer, in the driver’s seat.  While demanding quality care, the public will require the biggest bang for their shrinking healthcare dollar.  A disorganized consumer effort could be disastrous, leading to a .com collapse.  However, organized and educated consumers would be more efficiently dealt with.

· The NBOME would need to identify the consumer’s actual as well as perceived needs.  Healthcare experts sensitive to both cost and quality would assist the NBOME in developing an appropriate blueprint and test format that meet preferred outcomes rather than unrealistic expectations.

· The consumer will demand both portability and maintenance of currency and competency of the physician.  The NBOME would work with consumer groups and others to develop programs and assessment tools to assure continuing competency.

11. [NBME] 

	5 – happy healthcare.com

	Driving event
	Cost

Public dissatisfaction

Value-driven consumer 

Demand for better data 

CQI model

Health savings accounts 

	CONSEQUENCES

	Health Care
	

	Regulatory
	Federally funded regional partnerships manage perf data used in licensure

Watchdog industry emerges 

Licensing boards hold docs accountable for outcomes (rather than min standards)

	Data/

Standards
	Performance standards developed regionally, monitored nationally

	Physician role/ Assessment/ Other
	Teaching institutions benefit from downstream information


Question: Given the values of your organization, what is the right thing for you to do in this scenario? In other words, what might your strategic/tactical responses be in this scenario?
Themes: enable evaluation of specialty care; make data on quality of care meaningful and useful and transparent; innovate; common portfolio; define appropriate measures; make data publicly available; raise the bar; new test items and format; team based accountability; collaboration would be necessary

Responses: 
1. [ABMS] Educate others about appropriate specialty medical care.  Enable the appropriate and meaningful evaluation of physician specialty care taking into account the context in which it is delivered. Develop new and improve old methods and systems to make the data on quality of care meaningful and useful for all.

2. [ACGME] Innovation

3. [ACGME] As before - Demand to be a player from the start.
4. [ACGME] Get specific in the relation of the academic curriculum and the common portfolio supporting it so that all can see the connections between learning, practice and improvement.  Grow the sophistication of measurement.

5. [Providers] Participate in the program and help define the appropriate measures.

6. [JCAHO] Collect data on quality and make it publicly available

7. [ACCME] Scenario 5 would facilitate ACCME's move to being an accreditor of providers who tailor individualized CME activities to the specific needs of individual physicians, in a transparent process that promotes the public's faith in the system.  The availability of new data would result in ACCME developing new criteria and the bar being raised. 

8. [Licensing Boards] Continue to foster competence-based licensure. Explore moving away from regulatory system that licenses individuals to one that holds 'team' or 'system' accountable for outcome. SMBs would need to break out of their 'silo' mentality and recognize need to collaborate with other organizations.
9. [AOA] Continue to develop the AOA Clinical Assessment Program. * Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

10. [AMA] Programs for all physicians (from medical education to continuing physician professional development) should be created to address gaps in knowledge across the physician’s professional lifespan and to support physicians whose performance is not optimal.  One potential concern is that regional, instead of national, performance monitoring could promote disparities and fragmentation of the profession across the country, though quality overall improves.

11. [NBOME] New and appropriate test items and format not presently utilized may become the norm.  Different populations of consumers with varying needs would make it difficult to create a universal target.

Question: Who will be your strongest partners/allies in this response?

Themes:

Responses: 

1. [ABMS] AHC's and teaching institutions, Media to educate the public and FSMB

2. [ACGME] The institutions we accredit

3. [ACGME] As before - ABMS, maybe NBME, FSMB
4. [ACGME] ABMS, Nurses could be, Health care operations executives could be.

5. [Providers] Others interested in quality improvement

6. [JCAHO] Payer and orgs that collect data

7. [ACCME] The public, the Federation of State Medical Boards, American Board of Medical Specialties, American Hospital Association, and physicians.

8. [Licensing Boards] regional partnerships, consumers, national medical organizations, legislatures, physicians, other health professions regulatory agencies.
9. [AOA] The osteopathic community.

10. [NBOME] The NBOME would work with consumer groups and others to develop programs and assessment tools to assure continuing competency.
Question: What would you do to improve patient care in this scenario?

Themes: develop good outcome measures; common learning portfolio; evidence-based measurement; make data available to the public; performance standards developed regionally and monitored nationally; transparency; 

Responses:

1. [ABMS] Develop and implement evidence to allow critical evaluation of physician quality performance.

2. [ACGME] Develop good outcome measures

3. [ACGME] As before - Outcome measures at each and every step
4. [ACGME] Very significantly different involvement of program leaders in the improvement of patient care.  Fostering curricular design, real work to improve care and evaluative strategies that are enabled with a common learning portfolio could really make programs and program directors a very important local resource.

5. [Providers] Measure and provide feedback using truly validated and evidence-based measurement, but not getting trapped in omitting the important just because it is not measurable.

6. [JCAHO] Collect data and make it available

7. [ACCME] The ACCME would facilitate the shift in focus for its providers that will now be responsible for specifically tailored CME activities, with outcomes being available to the public for accountability purposes.

8. [Licensing Boards] Support transparency of system so patients have access to information in order to make good purchasing decisions. Define role/responsibility for educating targeted stakeholders (i.e., public, physicians, legislators).
9. [AOA] Continue to develop the AOA Clinical Assessment Program. * Continue to evolve the process of continuous certification, which AOA certification boards are moving toward with the Clinical Assessment Program and other projects.

10. [AMA] The consumer will demand both portability and maintenance of currency and competency of the physician.

11. [NBOME] Performance standards developed regionally, monitored nationally

Question: How plausible is this scenario?

Responses: 11 total responses

	4 Very plausible
	1

	3
	6

	2
	2

	1 Not plausible
	4


[image: image6.wmf]bgonzip &
WA =1 Wa

Tnortbpon=2ipil e







Question: What critical trends or factors are not reflected in any of the scenarios that should be?

1. [ABMS] Scenario 1- Needs to address globalization more than it does and needs to also look at the part the internet may play world wide.  Scenario 3- Some of the language is inciting of passion and emotion rather than  rational discussions-i. e use of the terms -epidemic of medical errors.  Scenario 4- Who will pay is not really discussed? Who will certify practitioners and in accord with what standards? Who ( or what) will provide primary care-Our group felt that the human element was missing in this scenario.  We saw little role for the ABMs should this scenario develop.  Scenario 5- Thought to be too internally inconsistent.

2. [ACGME] Fragmentation of professional organizations - either effects of increasing or decreasing.    Lack of an adequate public health system e.g. Katrina may result in Medicare coverage for victims independent of age or financial status (proposed bill) that it turn may nationalize health care.

3. [Iowa Board of Medical Examiners] None noted

4. [ACGME] Recruitment of practitioners

5. [ACGME] Definition of what is supportable by Medicare in GME is essential to all these responses.  Current trends toward limited federal dollars, coupled with naive federal program staff could really hamper proactive responses.

6. [JCAHO] Most have been talked about, but they may occur in different combinations.    Also an increasing concern of public health, food quality, air quality, issues might come to dominate health issues

7. [ACCME] The ACCME finds scenario 1 plausible, noting that the gap between the haves and have nots, as well as the inherent conflict of interest represented by a universal payer may be under-emphasized.  There was also concern that this scenario oversimplified the diagnosis process.  The ACCME thinks Scenario 2 closely mirrors the current situation.  The feasibility of comparing standards of care across all practices is questionable.  All scenarios must take into account the health literacy, cultural diversity, and economic means of the patient population, recognizing that sizeable portion of the population that does not have internet access or regularly utilize electronic means of communication.  Finally, it is unlikely that international medical community would consistently provide less costly services than U. S. physicians. The ACCME finds scenario 4 slightly plausible, noting that the sophistication required of the public is potentially unrealistic, or at least very far in the future.  In addition, the credibility of the international collaboration would be tested by the widely varying health care systems of the countries involved.  It was noted that the management of chronic disease would represent a challenge to the health care system described in Scenario 4, which seems to address health care in an episodic fashion.  The ACCME finds scenario 5 rather implausible because of the challenge of obtaining public support for health savings accounts.  It was also noted that the public would not accept the growing divide between the haves and have nots.  Public demand for physicians to continue to be life long learners will couple with the public's desire for data on physicians' efforts in this regard.

8. [Licensing Boards] Possibility of influenza pandemic and impact on health delivery systems worldwide.  Continued decreases in funding for healthcare, medical education in this country, and impact on availability of competently trained health professionals.
9. [AOA] New studies will highlight the inadequacy of the data collection processes and place the credibility of studies into question.  There will be no uniform set of data that will measure competence of all physicians.

10. [AMA] For all the scenarios there is an issue related to the use of outcomes to assess physician performance.  This may not be problematic in acute care for single conditions.  However, patients may have multiple conditions where the optimal treatment for one condition is contraindicated or not appropriate in the context of the others.  How are quality standards to be developed and assessments to be made in these cases?  How will patients be assisted to understand such “trade-offs” in care?  

Also, the information available to patients has the potential to fragment care.  If patients choose the “best” physician or hospital (based on outcomes) for specific conditions, how will his/her total care be coordinated?  Physicians must play a role in such coordination and should be prepared educationally to do so.

11. [NBOME] Additional Trends:

· Maintenance of competency through a vigorous certification process  and a strong initial licensure program is essential.

· Physician competency transcends all scenarios – a competent physician is a competent physician.

· Accountability varies by scenario and may be “driver” dependent

· Testing agencies must continually adapt to the needs, and demand of desired clinical outcomes in order to assure currency and competency

·  Testing today will look quite different from testing tomorrow

· Preventive medicine and health promotion are effective cost reducing measures and should be promoted more so in the future.

· For physicians identified as being in need of remediation, and willing and able to benefit from remediation or reeducation, every attempt should be made to return these individuals to productive practices.

· Appropriate incorporation of technology into the practice arena that improves patient care and facilitates physician practices should be encouraged and supported.  This includes, but is not limited to, electronic medical records, systems improvements to reduce error, and record portability for patient safety

· Today there are seven competencies, tomorrow there may be others

· Think regional, think national, and think international when thinking about health care and health care delivery.

· There is a growing consideration for the portability of licensure on both an national and international scale.

12. [AMA] Drivers of Change (additions and revisions)

· Add "insufficient number of physicians/insufficient number of certain specialists."

· Add “Increasing number of individuals with chronic disease, especially as more diseases (such as HIV) become chronic.”

· Revise Driver #1 to read:  “Increasing gap between patients who are prepared to participate/be involved in their own care and patients with health literacy gaps who are not able to be actively involved.”

Question: Who else should be included in our ongoing discussion about evaluating and measuring competence? (Name and organization or just organization.)

1. [ACGME] Insurance industry

2. [Iowa Board of Medical Examiners] Insurance companies

3. [ACGME] Maybe Medicare and the Congress.

4. [JCAHO] Are public members included?

5. [ACCME] For scenario 1, the ACCME thinks (a) this scenario would result in strong collaboration between physicians and the public; (b) consideration should be given to identifying who might not be included, and (c) that the contributions of all participants should be weighted to reflect their potential for conflict of interest.  Those that do not have the best interests of patients as their prime motivator must have their input weighted accordingly.  For scenario 2, the ACCME could serve as the cornerstone of the process by which skills and competency are tested by developing the process of the testing and the initial collection of results as well as interaction with the quality improvement and/or remediation process.  Medical specialty societies should be involved in the content, while the AMA and ABMS could serve as watchdogs.  The AMA could also utilize its PRA credit system as an inducement to monitor and improve one's practice with the NBME and FSMB collecting data for dissemination to the appropriate bodies.  For scenario 3, the ACCME would offer support to its providers who measure and evaluate competence.  For scenario 4, the ACCME thinks (a) this scenario would result in strong collaboration between physicians and the public; (b) consideration should be given to identifying who might not be included, and (c) that the contributions of all participants should be weighted to reflect their potential for conflict of interest.  Those that do not have the best interests of patients as their prime motivator must have their input weighted accordingly.  For scenario 5, the ACCME thinks that everyone would need to be involved in this discussion.

6. [Licensing Boards] Organizations that are involved in physician performance measurement activities; technology firms.
7. [AOA] Osteopathic medicine has a philosophy and approach to medical care that should be reflected in data collection efforts.  Thus, the osteopathic specialty colleges and certification boards should be involved in any process that measures competence. The osteopathic specialty colleges and certification boards.

8. [AOA] An army of statisticians.

9. [NBOME] AAMC/AACOM, AAOE, Academy of Osteopathy, ACGME, AMA, American Association of Psychological and Educational Testing, AOA, AOCA, AODME, Certifying boards, Consumer organizations, COPT, advocates, Ethicists, ETS, FSMB, Government representatives, Insurance companies, Lawyers, NBME, Physicians, Specialty colleges, Student groups, Time study and efficiency experts

Question: If you have any other comments or feedback, please enter it here.

1. [ACGME] Outstanding scenarios and process

2. [ACGME] Nice work.  Need to think about roadblocks in these scenarios.

3. [Providers] I think it is always important to have people on the frontlines involved in these exercises and not just pundits who create hyperbole and forecast disasters.

4. [JCAHO] The further out the scenarios play, the less useful they are.     I do think the first 5 years of the scenario are the best

5. [ACCME] The following themes were identified by the ACCME as common to all scenarios discussed:  1.  None of the scenarios addressed cost, which will be the driver in any realistic future scenario.  While the driver should be medical care, it will probably be cost.  2. Each scenario described a patient-centered system focused on patient choice.  A coordinated educational effort must equip patients with the information necessary to make informed choices about their medical care.  3.  There must be recognition of the homeless population when discussing the future of health care.  4. How do you translate quality parameters into physician practice?  ACCME can be one of those translating organizations.

6. [NBOME] In reviewing the five scenarios, the least likely is scenario two.  There is already movement in government, the practice environment, the reporting of data at state level, the national data bank, and activity in the provider circles that make this scenario unlikely.

In fact, none of the scenarios actually address physician competency. Four of the scenarios do consider accountability.  It is more likely that some combination of scenarios 1, 3, 4 and 5 will eventually surface.  It is likely that, regardless of individual or collective physician accountability efforts, the government will see fit to impose some hurdles to physician control of healthcare. The government is already deeply involved with regulation dealing with reimbursement and pay-for-performance programs.  Technology and data management is already here.  The scenarios that were developed speak to retrospective regulation and monitoring. 

To address the issue of competency, it is necessary to define what behaviors and expectations are reflective of competency.  Outcome is one measure of competency when the expected outcome represents realistic and achievable results that benefit the patient and the community.  Competent cost-effective care will help to control the price of health care in the marketplace.  
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