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ABSTRACT. This report from the FOPE II Education of
the Pediatrician Workgroup assesses the current status
and future trends of pediatric education. The attributes
of each level of the education process (undergraduate,
residency, fellowship, continuing medical education
[CME]) are considered within the framework of lifelong
learning. The pediatric education of nonpediatrician pro-
viders is carefully considered. The Workgroup proposes
and describes a new model for pediatric education that
encompasses educational needs assessment, curriculum
development and outcomes evaluation. Particular atten-
tion is paid to CME, with a review of the strengths and
problems of the current system. The proposal for improv-
ing CME in the 21st century highlights the need for each
pediatrician to have a “CME home,” and several models
and scenarios are explored. Appendices summarize the
results of several surveys conducted on behalf of the
Workgroup, and list societal trends and advances in pe-
diatric health care that will influence pediatric education
in the future. Pediatrics 2000;106(suppl):1175-1198; pedi-
atric education, educational needs assessment, curriculum
development, outcomes evaluation.

ABBREVIATIONS. CME, continuing medical education; COM-
SEP, Committee of Medical School Educators in Pediatrics; AM-
SPDC, American Medical School Pediatric Department Chairmen;
APPD, Association of Pediatric Program Directors; APA, Ambu-
latory Pediatric Association; AAP-RS, American Academy of Pe-
diatrics Resident Section; RRC, Residency Review Committee;
ABP, American Board of Pediatrics; FOPO, Federation of Pediatric
Organizations; COPE, Council on Pediatric Education; GME,
graduate medical education; ACGME, Accreditation Council for
Graduate Medical Education; AMA, American Medical Associa-
tion; ABMS, American Board of Medical Specialties; AAFP, Amer-
ican Academy of Family Practitioners; HCG, Health Care Givers;
RDRB/CME, Research and Development Resource Base in Con-
tinuing Medical Education; PROS, Pediatric Research in Office
Settings; NICU, neonatal intensive care unit.

INTRODUCTION

Review of the Pediatric Medical Education Section of
the 1978 Report

T I The 1978 report focused primarily of the content

of pediatric medical education at the under-
graduate and graduate level. It emphasized an
appreciation for the unique nature of infants, chil-
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dren, adolescents, and young adults, and called for a
broadening of pediatric education to give the practi-
tioner a facility with the diagnosis and treatment of a
variety of behavioral and social issues that affect the
normative growth and development of the child.
Additionally, special emphasis was placed on the
importance of educational approaches that allowed
the pediatric resident to develop an appreciation for
the continuity of the developmental process of each
child. The report addressed continuing medical ed-
ucation (CME) briefly, recommending that pediatric
departments assume increasing responsibility for the
continuing education of local clinicians. During the
last 2 decades these content recommendations have
been key factors in the broadening of the scope of
pediatrics.

The 1978 report contained little discussion and
guidance about the process that should be used to
implement its recommendations and achieve the spe-
cific educational goals at each level. In this report our
focus will principally be on the process that faculties
and organizations should undertake to achieve these
objectives, and the structures that will enable them to
do so. Although we will comment on educational
content, that will change over time, the mechanisms
by which educational change can be developed, im-
plemented, and evaluated will have more lasting
influence.

Summary of the Workgroup Directives

The focus of the Education of the Pediatrician
Workgroup is the broad spectrum of education for
the pediatrician. In addition to considering the train-
ing provided during medical school, this Workgroup
has reviewed issues related to both the feasibility
and the implementation of guidelines for pediatric
residency training. Also, emphasis has been placed
on CME. The Workgroup has also focused on the
process by which educational change can be effected
at the undergraduate, residency, and continuing ed-
ucation levels. The Workgroup has also considered
the education of nonpediatric child health care pro-
viders.

CURRENT STATUS/FUTURE TRENDS
Current Status and Problems
Medical education has advanced considerably in
the last 20 years; there is a clearer understanding of
learning processes and components of effective edu-
cational systems. Specifically medical education is
viewed as a multidimensional process that includes:
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* Needs assessment of learners, faculty, and pro-
gram

e Competencies expected of the learner, defined
for learners and faculty

¢ Curricula designed to achieve these competen-
cies through a variety of learning opportunities (for-
mal and informal teaching sessions, clinical experi-
ences, self-directed learning)

® Faculty development to enhance educational
skills

e OQutcome measures for learners, curricular ele-
ments, and overall program

e Evaluation and feedback for learners, faculty,
and overall program

* Continuous improvement and adaptation
based on needs, outcomes, and timely feedback

Pediatric medical education has advanced with the
development of new curricula and new evaluation
methods. Currently, a broad array of organizations
play important roles in curriculum design and pro-
gram and trainee evaluation.

¢ At the undergraduate level, the Committee of
Medical School Educators in Pediatrics (COMSEP)
has become an effective coordinating group for pe-
diatric educators in medical schools, serving as a
forum for presenting educational innovations and
developing model curricula. COMSEP is financed by
and reports to the American Medical School Pediat-
ric Department Chairmen (AMSPDC).

¢ At the residency level, the Association of Pedi-
atric Program Directors (APPD) now serves a valu-
able coordinating role for residency directors in all
accredited university and community-sponsored
programs. It has evolved into an important forum for
sharing ideas about educational curricula, program
structure, and the role of the program director. The
Ambulatory Pediatric Association (APA) and the
American Academy of Pediatrics Resident Section
(AAP-RS) have also been influential in residency
curriculum development. All 3 organizations pro-
vided valuable input to the Residency Review Com-
mittee (RRC) for pediatrics in its 1996 revision of the
program requirements.

¢ At the fellowship level many new subspecialty
boards have been established, with new curricula
and board examinations, each under the auspices of
its own subspecialty board. A standard duration of 3
years has been established for most programs, to
emphasize and encourage research and scholarly ac-
tivity within the discipline.

¢ At the CME level, the AAP has developed
extensive and sophisticated education programs
both regionally and nationally. Through publications
like PREP it has utilized the core content material
developed by the American Board of Pediatrics
(ABP) to guide practitioners in their own continuing
education. Academic medical centers are increas-
ingly active in providing continuing education as
well. Faculty development has become recognized as
an important component of CME for academic and
community pediatricians, but as yet has not been a
coordinated process under the auspices of either the
AAP or the academic community. Of particular im-
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portance, the 7-year recertification requirement es-
tablished by the ABP provides the structure to en-
sure that pediatricians are cognizant of their need for
continuing education.

Unfortunately, despite progress in many areas, pe-
diatric educational programs continue to suffer from
several important shortcomings:

® Many programs lack to resources to incorporate
state-of-the-art medical education concepts and tech-
nologies.

¢ There have been few evaluations of the effective-
ness of many innovations.

® There is no organizational structure charged
with the responsibility to define the core competen-
cies required of pediatricians at all educational lev-
els.

e There is no coordinated process to ensure that:

¢ curricula are designed and adopted to achieve
these competencies,

4 faculty are trained to teach these competencies,
and

¢ program accreditation and certification is
closely linked to acquisition of these competencies.

An Educational Framework for Pediatric Education:
Proposal for a New Model

Medical education is properly viewed as a contin-
uum, from medical school through residency, fellow-
ship, and continuing education, with variations both
in the content and the level at which that content is
taught. Therefore, a coordinated and continuous
oversight process needs to be established that will
involve educators at all levels. The development of
core competencies should logically derive from an
assessment of the current health status and needs of
children within the context of their families and com-
munities. This process should take into account ad-
vances in the biomedical and psychosocial sciences
and the structure of the medical system in which
health care is provided. In turn, these competencies
should inform and guide the development of curric-
ula for medical students, pediatric residents, fellows,
and the continuing education of generalists and spe-
cialists in academics and community practice.

The framework we propose is outlined in Fig 1.
Model of Educational Needs Assessment, Curriculum De-
velopment and Outcomes Evaluation. The model de-
scribes a competency-based educational system that
is derived from the health care needs of the child,
family, and community. In turn, those needs shape
educational programs at medical school, residency,
fellowship and CME levels. The structure of the
health care system and advances in the biomedical
and psychosocial sciences and technology will influ-
ence how those child health needs are translated into
roles for pediatricians and other health care profes-
sionals.

The roles of health professionals at each level are
defined by the set of core competencies required
to address child health needs. These competencies
should enable the professional to accomplish the spe-
cific tasks and functions required for that role. Be-
cause medical education is a complex, multistep pro-
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Fig 1. Model of educational needs assessment, curriculum development, and outcomes evaluation.

cess, competencies for each level of education are
needed (medical school, residency, fellowship, and
continuing education). Level-specific competencies
help to define the outcomes expected of the learner at
each stage of learning. Competencies also serve as
performance standards for programs—a successful
program is designed to foster the acquisition of com-
petencies by its learners.

Educational programs should be designed to teach
these competencies. Curricula should derive from
them, goals and objectives should be congruent with
them, clinical and nonclinical learning experiences
should encourage their attainment, and faculty
should be adequately trained and supported to teach
those competencies. They should also be used at the
continuing education level to establish standards for
credentialing pediatricians and nonpediatric provid-
ers of care to children.

At the national level, model curricula and faculty
development programs should be developed to as-
sist local educational planning. At the local level,
curricula should be adopted to meet the specific
strengths and resources of the individual program
and its learners.

Finally, there must be program and learner evalu-
ation. These evaluations should assess the program’s
ability to implement curricula effectively and the
ability of trainees to achieve the required core com-
petencies. The results of the evaluation process are
important in redefining educational standards and,
in turn, influencing educational needs assessments.
It can be expected that each of those elements will
change over time, and therefore the process needs to
be an iterative and ongoing one, incorporating new
information and refashioning educational programs
so that they reflect current child health needs, soci-
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etal and scientific information, and advances in med-
ical education techniques.

In order that the structure and process have the
imprimatur of the entire pediatric community, we
recommend that the Federation of Pediatric Organi-
zations (FOPO) initiate and provide oversight to its
implementation. We further recommend that FOPO
designate the Council on Pediatric Education (COPE)
of the AAP as the operational body responsible to
create the administrative structure and identify or-
ganizations that will participate. The lead organiza-
tions responsible for defining core competencies, de-
veloping curricula, and providing evaluation at each
educational level are summarized in Table 1. These
organizations would initially work together to define
roles for pediatricians and then chair the process at
their individual level, with active involvement of
regulatory bodies, learners affected by these curric-
ula, and other health professionals who provide care
to children.

MEDICAL STUDENT EDUCATION

Review of the Current Status of Medical Student
Education in Pediatrics

At the beginning of this century American medical
education had made a transition from the apprentice
model common in the early 19th century to a didactic
model that involved little patient contact.! After an
extensive review of the outcomes of this method
Abraham Flexner proposed a model of medical ed-
ucation that combined and systematized the basic
science and clinical education aspects of medical ed-
ucation. This model has changed little since the be-
ginning of this century. The curriculum in the first 2
years of medical school usually consists of a mixture
of basic and clinical sciences that are prerequisite to
the study of clinical medicine. This curriculum in-
cludes: anatomy, biochemistry, physiology, microbi-
ology, pharmacology, behavioral science, pathology,
and introduction to clinical medicine and clinical
science topics such as, genetics, immunology, molec-
ular biology, cell biology, and neuroscience. In most
schools there are also courses and seminars in public
health/preventive medicine, epidemiology, geriat-

TABLE 1.

rics, and biomedical ethics. Lectures are the primary
method of instruction in the first 2 years.

In the third and fourth years lectures are replaced
by supervised clinical clerkships in teaching hospital
inpatient services and affiliated ambulatory clinics.
In these settings medical students observe, discuss,
and participate in diagnostic and therapeutic activi-
ties under the supervision of residents and faculty
preceptors. Traditionally the patient’s availability
throughout the period of hospitalization has facili-
tated the efficiency and effectiveness of this method
of clinical education.

According to the Association of American Medical
Colleges (AAMC) all schools require clinical clerk-
ships in internal medicine, surgery obstetrics/gyne-
cology, pediatrics, and psychiatry, and more than
half require a clerkship in family practice or some
other primary care experience. Students generally
have the option to elect additional training opportu-
nities.

Ambulatory training is part of the clinical educa-
tion program in all American medical schools. In-
creasingly this exposure to patients is a component
of a primary care experience that begins in the first
year of medical school. These preclinical ambulatory
primary care experiences may include pediatric prac-
tices however the curricular supervision of these ex-
periences is not always controlled within the aca-
demic pediatric department.

Specific pediatric medical education is restricted to
a 6- to 8-week rotation during the third and fourth
year of medical school. Invariably these clinical
clerkships are under the academic supervision of the
pediatric department. During these clerkships clini-
cal exposure is generally divided between inpatient
and outpatient experiences which are enhanced by a
specific didactic sessions. Subspecialty rotations in
areas such as neonatology and adolescent medicine
may be included as aspects of the experience. In
keeping with trends noted in the other primary med-
ical specialties increasing amounts of time may be
devoted to ambulatory experiences.

During the pediatric clerkship students are ex-
pected to gain an appreciation for the processes of

Responsible Organizations at Specific Educational Level

Task Medical School

Residency Fellowship Continuing
Medical

Education

Roles, core competencies for
pediatricians
Educational standards: core
competencies at training level
Resources
« Innovative methods
« Model curricula
« Faculty

operations
COMSEP, AMSPDC

COMSEP

APA

AAP Committee of Pediatric
Workforce and Medical
Student

Development Section
Evaluation

« Individual learner National Board of Medical

Examiners (NBME)

Liaison Committee on
Medical Education
(LCME)

e Program

FOPO for oversight; AAP-COPE and AAP-Committee on Pediatric Workforce (COPW) for

APPD, AMSPDC, RRC AMSPDC, PAS, ACCME, AAP,
RRC AMSPDC
APPD PAS AAP
APA AAP Sections
AAP Committee of Pediatric
Workforce and Resident
Section
ABP ABP ABP
RRC (ACGME) RRC (ACGME) AAP
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human growth and development and their influence
on health and disease. Students should also gain an
understanding of the uniqueness of the health prob-
lems of infants, children, adolescents and young
adults. Additionally they should acquire experiences
in the management of health problems throughout
the pediatric age group.

In most medical schools the content of the pediat-
ric clerkships places special emphasis on the follow-
ing pediatric skills and knowledge domains which
were suggested in the 1978 Report on the Future of
Pediatric Education and developed by a joint project
of the APA and the Council on Medical Student
Education in Pediatrics:

Skills
Taking a detailed history from
pediatric patients (infants,
children, adolescents and
young adults) and members
of their families
Physical examination of

Clinical problem
solving

Clinical diagnostic

infants, children, adolescents procedures
and young adults
Communication
Knowledge
Health supervision Behavior
Growth and development Nutrition
Prevention and treatment of Issues unique to the
illness and injury adolescent
Medical genetics and Issues unique to the
congenital malformations newborn
Common pediatric illnesses Therapeutics
Fluid and electrolyte Poisoning/prevention

and treatment
Child abuse
Child advocacy

management
Pediatric emergencies
Normal growth and
development from
conception to adulthood

Although these curricular elements fulfills several
components of the medical education model we have
proposed above, there is currently no continuous
process of update based on national and local eval-
uations. Nor is there a method to ensure that specific
pediatric clerkship programs will use the curriculum
or engage in a process of local evaluation and pro-
gram modification. Unlike pediatric residency pro-
grams, the pediatric clerkship is not regulated by any
national body that regularly evaluates and accredits
curricula and educational programs.

Future Trends in Medical Student Education in
Pediatrics

As discussed in Chapter II, several trends are forc-
ing medical schools to review and revise their cur-
ricula. Today only the most severely ill children who
require the highest levels of care tend to be admitted
to hospitals and those who are admitted rarely re-
main in the hospital through the whole course of
their illness. This same phenomenon, which has been
attributed to the effects of managed care, changing
patterns of disease, and advances in medical technol-
ogies and therapeutics has also been experienced in
the other primary care specialties. As a result medi-
cal students who are trained primarily in teaching
hospitals learn a great deal about a limited range of

the most complex pathologies. Undoubtedly they are
also apt to be exposed to a broad array of complex
procedures and medical technologies, which are
more common in hospital settings.?

Medical schools are responding to these forces
with revisions in the curriculum content and en-
hancements of education methods3:

Learning Objectives and Educational Goals

In 1932 the AAMC through the report of the Rap-
peleye Commission—Final Report of the Commission
on Medical Education called for all medical schools to
develop learning objectives for their curricula.# Dur-
ing the last 6 decades several reports have supported
this recommendation and the LCME has added an
accreditation requirement that specifically requires
medical schools to “define its objectives and make
them known to faculty and students.” However, a
recent AAMC review of the status of medical school
specific learning objectives and educational goals
(Assessing Change in Medical Education: The Road to
Implementation) found that few medical schools had
“delineated a coherent and comprehensive set of
learning objectives for the medical student education
program.”

In response to the deficit the AAMC developed the
Medical School Objectives Project. This effort is in-
tended to develop a national set of goals and objec-
tives that could guide individual medical schools in
the development of objectives for their own pro-
grams. If adopted these objectives will for the first
time establish a set of national (and potentially local)
competencies that are the expected outcomes of med-
ical school education.

Lectures

Lectures continue to be the primary educational
method used in the first 2 years of medical school.
Increasingly, however, medical schools are decreas-
ing lecture time and replacing it with small group
discussions that connect the basic science lectures to
clinical applications. Often these clinical applications
are related to child health care. The participation of
academic pediatric departments in the design of this
curriculum component is variable.

Computer-Assisted Instructional Programs

Increasingly computers are used to supplement
teaching of basic and clinical science topics. This
method has become so popular that the AAMC has
produced a catalog that lists and critiques the vari-
ous software available for teaching in medicine. One
of the most exciting aspects of this technology is the
ability to simulate clinical encounters with patients
and teach diagnostic skills and medical decision-
making with a focus on treatment costs and out-
comes.

Problem-Based Learning

Problem-based education is a unique approach in
which basic and clinical science topics are introduced
within the context of patient problems. Students are
divided into small groups led by a faculty preceptor.
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Discussions center around of illustrative cases that
are supplemented by independent research, reading
materials, and occasional lectures and demonstra-
tions. Problem-based learning has proven to be an
effective method of teaching skills such as hypothesis
development, deductive reasoning, and intraprofes-
sional group communication skills. According to the
AAMC, approximately 10% of medical schools cur-
rently use problem-based learning as an organizing
principle for their medical education programs,
many others are using it to supplement and enhance
traditional modes of instruction.

Clinical Education in Community-Based Settings

Clinical training in community settings is an excit-
ing addition to clinical medical education in primary
care specialties such as pediatrics. Traditionally, in-
patient services hospitals have been the primary sites
for the clinical education of medical students. Teach-
ing at the bedside provided an excellent opportunity
for clinical observation and discussion. In addition,
student had ample time to learn diagnostic and ther-
apeutic techniques under the supervision of resi-
dents and faculty.

Although the benefits of “bedside” medical edu-
cation have not diminished, several trends have sig-
nificantly limited its efficiency and effectiveness:

* Advances in medical therapeutics and technolo-
gies as well as the patient management systems im-
posed by managed care organizations have signifi-
cantly narrowed the scope of medical conditions to
which medical students are exposed in teaching hos-
pitals.

¢ Increasingly, patients who are admitted to teach-
ing hospitals are there for the treatment of uncom-
mon illnesses that require the highest acuity of care.
Clinical clerks learn a great deal about the care of
important conditions that nevertheless affects a small
portion of the total patient population.

e To further shorten the time in hospital and save
cost, the initial diagnostic work-up and posttreat-
ment care occurs in ambulatory, community, or
home care settings. The inpatient care has been nar-
rowed the aspect of care that requires the most in-
tensive intervention. Clinical clerks therefore have
little time to get to know hospitalized patients, to
study their medical conditions, and to follow the
course of treatment and care.

Medical schools have responded to this trend with
the increasing use of ambulatory and community-
based clinical settings as a primary or secondary site
for clinical education. In pediatrics this has included
hospital-related primary care pediatric practices,
physician offices, community health centers, school-
based clinics, and county health departments.

These settings have been found to provide several
additional educational benefits:

¢ The patient population, care management issues,
and the scope of illness are more representative of
the nature of practice that the clinical clerk will en-
counter in the real world.

¢ The student learns a method of patient care that
is more responsive to the patient management re-
quirements of managed care organizations.
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e The students learn more about the community
and its interrelationship with health care.

® The students gain a greater appreciation for the
principles of public health.

Although the use of community education settings
in a promising medical educational trend, it has pro-
duced several management supervision challenges:

® The presence of medical students often impedes
the efficiency and productivity of the practitioner
who is working a full schedule. Proper teaching of-
ten requires the clinician to see fewer patients, thus
sacrificing both time and revenue.

® The students and the clinical setting may incur
unanticipated and unreimbursed cost. These include
items such as transportation and living cost for stu-
dents, and the time and the faculty development cost
for the clinical preceptors.

® The academic department has to develop tech-
niques that allow it to supervise and evaluate the
quality and content of teaching experiences that are
geographically dispersed and outside of the depart-
ment’s direct control.

PEDIATRIC GRADUATE MEDICAL EDUCATION
(GME)

Review of the Current Status of the Pediatric GME

The 1978 Task Force on the Future of Pediatric
Education emphasized the goal of residency educa-
tion to train general pediatricians. This goal has been
reemphasized in the Accreditation Council for Grad-
uate Medical Education (ACGME) Pediatrics RRC
requirements® and the APA’s Educational Guidelines
for Residency Training in General Pediatrics.® The RRC
program requirements state that “The goal of resi-
dency training in pediatrics is to provide educational
experiences that prepare residents to be competent
general pediatricians able to provide comprehensive,
coordinated care to a broad range of pediatric pa-
tients.” Residency education should lay the founda-
tion for general pediatric practice and for subspe-
cialty practice.

Although the main goal of residency education has
not changed, the content, methodologies, and tech-
nologies in training have evolved over time. The
ACGME Pediatrics RRC requirements were revised
in 1996 (implementation in 1997) with the next revi-
sion scheduled for 2002. Curriculum content and
clinical skills necessary for residency training are
outlined in detail for general pediatrics and subspe-
cialty pediatrics. Through a graduated 3-year expe-
rience it is expected that residents gain “a broad
exposure to the health care of children and substan-
tial experience in the management of diverse patho-
logic conditions.”

While the RRC evaluates programs, the ABP eval-
uates and certifies individuals. The ABP was estab-
lished in 1933 and is one of the 24 certifying boards
of the American Board of Medical Specialties
(ABMS). The ABP awards certificates in general pe-
diatrics and in pediatric subspecialty areas. Program
directors must certify that each applicant who has
received training under his/her supervision is pre-
pared for independent responsibility as a general



pediatrician. In addition, program directors must
evaluate their residents in the areas of interpersonal
relationships with patients, families, and members of
the health care team, work habits and personal qual-
ities, and ethical and moral behavior. The ABP has
developed core content statements that detail spe-
cific knowledge on which individuals will be tested.

The APA’s Educational Guidelines for Residency
Training in General Pediatrics® was completed in 1996
with the aim of helping programs improve the way
they prepare all residents for the practice of general
pediatrics. The Guidelines outline educational goals
and sample objectives for pediatric residency pro-
grams and offers suggestions about how to use these
goals and objectives in planning and conducting ed-
ucational programs.

Since the 1978 Task Force report 2 important edu-
cational organizations have been formed, the APPD
and the AAP-Resident Section (RS). The APPD was
formed in 1986 with the purpose to advance medical
education by benefiting and aiding the medical ed-
ucation programs. The mission statement lists 4 ob-
jectives: 1) to provide a national forum for dialogue
among residency program directors concerning is-
sues, controversies, and curriculum; 2) to enhance
the continued growth and development of pediatric
postgraduate education; 3) to support pediatric pro-
gram directors; and 4) to provide a forum for edu-
cation interchange with med/pediatrics programs,
medicine and family practice programs, and repre-
sentation of pediatric residency program directors at
the national level.

The AAP-RS was organized in 1989 with 3 objec-
tives: 1) to provide an educational forum for the
discussion of issues and problems relating to pediat-
ric residency and fellowship training; 2) to dissemi-
nate information about training issues; and 3) to
stimulate interest and involvement in child advocacy
issues. The AAP-RS has representation on many pe-
diatric organizations including APPD and other
AAP committees and has become recognized as a
voice for pediatricians in training.

Future Trends in the Pediatric GME

Educational Needs Assessment and Continuous Improvement

The RRC requirements and the APA’s Educational
Guidelines for Residency Training in General Pediatrics
are the primary guides used by pediatric residency
program directors for the development of residency
curricula. New methodologies and technologies for
residency education are constantly being developed
and evaluated. As inevitable changes occur in child-
hood diseases, sociodemographics, health care deliv-
ery, and technology, the competencies, curricula,
methodologies, and technologies of residency educa-
tion must be reevaluated and revised.

Educational needs assessment and continuous im-
provement must be an ongoing deliberate process
organized by the pediatric community. The compo-
nents of this process are previously described. De-
fining roles of pediatricians and core competencies
should be the first steps in development of curricula
and implementation in residency programs. Pro-

grams must tailor curricula to their local circum-
stances driven by competency attainment as opposed
to service needs. Evaluation efforts should include
several components:

¢ Local internal program evaluation that includes
program self evaluation and learner evaluation.

 External evaluation of the program through RRC
accreditation.

e Learner evaluation through ABP certification.

Surveys of learners regarding their preparedness
for practice have been useful for guiding individual
programs,” and national recommendations includ-
ing the 1978 report. Finally organizations involved in
educational needs assessment, development of core
competencies and curricula, implementation of cur-
riculum, and program and learner evaluation need to
develop a mechanism to achieve integration and con-
sensus of their individual content and procedural
inputs.

Length of Residency and Tracking

The RRC and the ABP currently require 33 months
of pediatric residency training usually completed in
3 years. With the advances in medical and psycho-
social science and technology, some have suggested
increasing the length of GME training for pediatri-
cians. Those against increasing the length of training
greater than 3 years raise concerns about financing
additional training time and possible decreases in
numbers of medical students entering the field be-
cause other primary care disciplines require 3 years
of training. Currently, there is little evidence on
which to suggest changing the length of pediatric
training.

In Chapter II, Educational Needs Assessment—A
Model Response to the Evolution of Pediatrics, we
discussed the practice roles that have evolved as a
result of the changing needs and composition of
child health care (primary care practitioner, primary
care team leader, consultant, hospitalist, subspecial-
ist). Some have advocated “tracking” of trainees dur-
ing residency to one of the roles outlined above:
primary care practitioner, primary care team leader,
consultant, hospitalist, and subspecialist. The pur-
pose would be to streamline pediatric education and
potentially shorten the length of training. Those op-
posed to tracking argue that pediatricians have de-
veloped a distinct discipline and identity in the
health care delivery system that may be threatened
by tracking. Others feel that residents need time to
determine which track to take, may combine roles,
and currently self-select programs that enhance their
educational goals.

It is likely that the above roles will evolve over
time and new roles may emerge. The goal of resi-
dency training, therefore, should be to emphasize the
knowledge, skills, and attitudes necessary for a firm
foundation in general pediatrics for all possible roles.
Residency programs cannot teach all there is to know
for pediatricians in each of these roles. Programs
must emphasize that medical education is a continu-
ing process and teach skills that equip residents to
continue their own education.

As roles have evolved, so have career opportuni-
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ties and choices. Residency programs should there-
fore develop a process to assess resident priorities,
personal and professional goals, strengths and weak-
nesses, and counsel trainees about the career choices
available.

Education Sites

Consistent with the needs of children and families
and changes in the health care system, health care is
increasingly delivered in the ambulatory and com-
munity settings. Early in this century the Flexner
report emphasized that medical education is a pro-
cess that should be centered in universities and hos-
pitals. Today, fewer children are hospitalized and
many are being seen in ambulatory and community
settings such as outpatient clinics, primary care prac-
tices, schools, and community health agencies. The
report entitled Pediatric Education in Community-Based
Settings: A Manual'® outlines the philosophy and
goals of community-based education. Transferring
the achievement of educational goals to ambulatory
and community setting requires a shift in current
curriculum and objectives and the recruitment, selec-
tion, and development of ambulatory/community
sites and faculty.

Since the days of William Osler, the inpatient ward
has been the centerpiece of medical education. Today
medical students and residents still spend the major-
ity of their time in inpatient settings, usually in a
tertiary care hospital. According to the 1984 GPEP
report entitled Physicians for the Twenty-First Century,
although less than 5% of all physician/patient con-
tacts result in hospitalization, clinical clerkships are
predominantly based on hospital inpatient settings.
Clerkships in ambulatory/community settings are
relatively uncommon.!!

GME for most specialties is a hospital-sponsored
activity and residents are hospital employees. The
underlying assumption has been that work in the
hospital is similar to or generalizable to practice, thus
making the hospital setting the appropriate principal
learning environment. This assumption may be rea-
sonable for subspecialty training, however, it is less
true for primary care. This assumption is probably
least true for pediatrics creating a residency-practice
training mismatch.!? The hospital may be the most
appropriate site for learning certain skills needed for
practice, however, educational experiences must
provide a balance.

A 1991 American Medical Association (AMA) sur-
vey found that 87.4% of pediatricians who have com-
pleted training and are involved in patient care as
office-based primary care providers.!3 The 1992 Gen-
eral Pediatrics Certifying Examination of the ABP
found that among first-time takers of the examina-
tion, 60% intended to enter general pediatrics;
among the 30% who intended to enter pediatric sub-
specialty training a substantial portion planed to
practice in ambulatory settings (ABP, personal cor-
respondence, 1998). It is appropriate, therefore, to
ensure that the educational preparation of pediatri-
cians includes a well thought-out experience in am-
bulatory and community settings, where the major-
ity will eventually work.
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PEDIATRIC SUBSPECIALTY EDUCATION

Future trends for pediatric subspecialist are cov-
ered in detail in the Subspecialist Workgroup Report.
Broad educational trends that will impact all educa-
tion, including fellowship training, are discussed in
this report, under the headings “Educational Model”
and “Educational Methods.” To summarize, pediat-
ric subspecialty training occurs in academic centers,
under the general supervision of department chairs,
and the direct supervision of subspecialist in the
same field. Some fellowship programs share curric-
ula and resources with other subspecialties, espe-
cially in the area of research training. Because of the
heterogeneous organization of subspecialties, pedi-
atric training programs occur in departments of pe-
diatrics, surgery, radiology, psychiatry, and some are
jointly sponsored (eg, allergy, genetics, infectious
disease). The majority of subspecialties are board-
certified (by discipline-specific boards within the
ACGME) or have a certificate of added qualifica-
tions, but some specialties do not yet offer boards or
certification.

In addition, training occurs in academic medical
centers for pediatricians who will become academic
educators and researchers but not subspecialists. Ex-
amples of this type of postgraduate training include
general academic fellowships (not currently board-
ed), master degree programs and PhD programs (eg,
public health, epidemiology, education).

These postresidency training programs are heter-
ogeneous, with varying pediatric input, yet all pro-
duce future academicians who will provide care for
children in referral centers, play a major role in pe-
diatric research and direct a significant percent of the
teaching for pediatric learners (students, residents,
fellows, and practitioners).

Because the heterogeneity of fellowship training
programs is likely to endure, pediatricians will not
have direct influence over all of the fellowship pro-
grams training these physicians. Because fellowships
will continue to exist without board certification,
there will continue to be programs that are not in-
volved with the formal RRC accreditation process (to
ensure compliance with certain educational stan-
dards) and there will be no ABP certification process
(to measure competency of the learner at completion
of training).

Despite these organizational limitations, it is im-
portant to attain a certain level of competency for all
pediatric subspecialty clinicians and researchers, and
to ensure that subspecialists involved in our educa-
tional processes are skilled educators, able to use
modern technologies and methods, and cognizant of
the needs of our learners. Strategies to ensure this
goal will vary, depending on the nature of the sub-
specialty and fellowship program. The Educational
Model proposed in this Workgroup report applies
most directly to fellowship training under the aus-
pices of departments of pediatrics, accredited by
RRC for subspecialties of pediatrics, whose gradu-
ates are subject to ABP certification processes. For
other fellowships, pediatric educational oversight
must be advisory, rather than directive.



CME

Because the body of medical knowledge is con-
stantly expanding, clinicians must accept the chal-
lenge of lifelong learning; consequently, teaching
mechanisms to achieve this goal of CME must be in
place and readily available. Since the first FOPE Re-
port the human learning process has become an in-
tense area of research, and we have broadened our
understanding of how adults in general and physi-
cians in particular learn. The intricate system for
educating postresidency physicians that exists today
has many strengths but requires improvement and
innovation to meet the challenges of 21st century
pediatric care.

Ways of Delivering CME
Teaching Options: General Principles

Traditional tools for teaching physicians are lec-
tures, seminars, workshops, and similar didactic mo-
dalities, as well as medical journals and other written
materials. These methods still represent the major
components of CME. Alternative systems have been
devised, some relying on newer technology, that go
far beyond the classic lecture or seminar format.

In planning CME, certain basic principles should
be kept in mind:

* Learning styles differ, as do preferences for ways
of learning. There must be versatility in the system to
allow for those varying styles and preferences.

e Circumstances will shape an individual learner’s
educational program. A person living in a remote
area who must travel a significant distance to reach a
teaching center is in a very different situation from
an individual living in a city that has several medical
schools within an hour’s drive.

* Some clinicians will receive generous financing
of their education, while others will have to pay for
everything themselves.

® The content of the CME must respond to the
specific and general needs of the practitioners. Edu-
cators must use effective instruments for establishing
the needs of those they seek to educate. Using these
assessments they can define the goals and structure
of specific CME programs.

® The CME must incorporate evaluation tools that
are used to determine the effectiveness of the pro-
cess. The outcomes of these evaluations should also
be incorporated into revisions of the CME content
and methods.

Teaching Options: Specific Methods

Currently there are a wide variety of CME meth-
ods:

e Formal CME: lectures, conferences, seminars,
rounds, courses, teleconferences, mini-residencies,
workshops.

e Printed materials: journals, textbooks, newsletters,
bulletins, practice guidelines.

* Audiovisual modalities: audiotapes, videotapes,
interactive videotaping (eg, videotaping interviews
with later analysis).

® Academic detailing: an adaptation of the pharma-
ceutical “detail man” concept, wherein pharmacists
or other specialists visit clinicians to educate them.

e Local opinion leaders: attempts to educate and in-
fluence clinicians by individuals known for their ex-
pertise in a given area.

* Patient-mediated interventions: provision of mate-
rials for educating patients, often coupled with direct
education of the physician.

e Forms that guide: instruments that take the phy-
sician through the clinical process, prompting data-
gathering and decision-making, such as algorithms,
flow sheets, care maps.

o Consultation with colleagues: a time-honored tra-
dition that can be made more available and refined in
many ways.

e Experiential learning: a process that links learning
with ongoing clinical experience. This method has
been demonstrated to produce more significant
change in the way a given clinician performs than
one that does not have this connection.!*

o Audit with feedback: auditing of charts or clinical
behaviors, practice-based reinforcement

® Reminders: general reminders, lists of patients
overdue for specific procedures, pharmacy records
on patients who have a given condition.

o Computer-enhanced learning: interactive software,
teaching programs on the Internet

Teaching Options: Effectiveness

Degrees of Impact

The effectiveness of CME teaching methods
should be evaluated using tools that critically ana-
lyze the outcomes achieved by the individual prac-
titioner. Dixon!® has suggested that the CME experi-
ence should be evaluated on several levels:

¢ Level 1: Attendance and perception of a course
by attendees

e Level 2: Changes in physician competence
(knowledge, skills, attitudes) measured in a test en-
vironment

¢ Level 3: Physician performance of behavior
change measured in a practice setting

® Level 4: Assessments of health care or patient
outcomes

Measuring Effectiveness

Currently, organizations wishing to present CME
that offer learning credits to participants require
accreditation from an appropriate agency. The
ACCME, the AMA, national specialty societies, such
as the American Academy of Family Practitioners
(AAFP) and AAP, and state medical societies will
accredit providers of CME that offer teaching on a
state, regional, or national level. All of these accred-
iting bodies use similar criteria in granting approval
to the groups that will provide CME.

Providers of CME currently require feedback from
participants, which will enhance their teaching ef-
forts. In most cases, this evaluation is at the first level
discussed above. Pretesting and posttesting and sub-
jective judgments about the quality and utility of the
course are the most common evaluation components.

Current Knowledge of Effective Methods

Careful analysis of the many teaching modalities
available today has yielded information that should
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guide both teachers and learners. In general, many of
the more recent teaching innovations appear to be
significantly more effective than the traditional
methods. Reminders, academic detailing, and pa-
tient-mediated strategies have shown particular
promise. Combinations of modalities may provide
more benefit than the individual components. For
example, a clinical protocol, based on a national
practice guideline, that is incorporated into the office
routine is more effective in influencing physicians to
follow the advice stressed in the guideline than pre-
sentation of the original document in printed form.

Special note should be made of the potential for
computer technology to enhance the power of CME.
Huge amounts of information can be incorporated
into interactive experiences, recreating the process of
clinical decision-making and making learning rele-
vant to what the practitioner does every day. The
capability of the Internet expands the potential fur-
ther, allowing sponsoring organizations to create
programs in which a needs assessment is done for an
individual and a customized educational package,
filled with audio, video, and interactive features, is
selected from a large library of teaching materials
and dispensed electronically.

Teaching Options: Preferences

Although clinicians may not always be complete in
their knowledge of what they should be learning,
they are in a good position to judge which methods
appeal to them and which methods are best suited to
their individual life-styles and learning preferences.
Recent surveys of pediatricians in practice and in
academic settings yield a wealth of information
about the kinds of CME these respondents use and
prefer. The reader is encouraged to examine the spe-
cific findings that are found in the appendices, but
some general observations are worth citing.

Both generalists and specialists choose traditional
journals as the most influential source of CME. Gen-
eralists cite self-taught CME, such as the PREP pro-
gram, review journals, and consultation with aca-
demic specialists as other important modalities,
while specialists mention consultation with other
physicians (mostly academic specialists), attending
sessions at specialty meetings, and participation in
subspecialty society courses. Brief local programs,
such as grand rounds, enjoy popularity with both
generalists and specialists. Locally sponsored CME
courses tend to be favored by generalists, while spe-
cialists are more inclined to attend sessions at na-
tional meetings.

The material provided by these pediatricians cur-
rently active in practice and teaching should prove
valuable to those who are preparing CME as well as
to planners of CME on a more global, long-term
basis.

Responsibility for Providing CME
The Individual Clinician

One critical principle that has emerged from anal-
ysis of CME is that self-directed learning is more
effective than that imposed by outside forces. One
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goal of the providers of CME should be to stimulate
individuals to participate in the learning experience.
If self-directed CME is made relevant and exciting
and shown to be effective, the clinician will respond.
If barriers of time, distance, and money are reduced,
the response will be even better.

National Professional Organizations

On a national level, professional organizations nat-
urally assume responsibility for providing CME as a
function of their primary goals that are directed to
the welfare of the patients served by their members.
For pediatricians, the recertification process of the
ABP and the educational programs with which that
process is linked should be recognized as potential
foundations of an individual’s personal education
plan. Not only must these organizations continue
their critical role in providing CME, but they must
also be aware of the best ways to teach and must
improve their programs.

The Academic Department of Pediatrics

The 1978 FOPE concluded that “Pediatric depart-
ments must assume increasing responsibility for the
continuing education of pediatricians in their geo-
graphic areas.” Although there is variability in the
way this recommendation has been conducted, in a
survey of pediatric departmental chairpersons that
was done for this project all 94 respondents an-
swered “yes” to the question, “Do you feel that part
of the responsibility of your department is to educate
pediatric clinicians who practice in your geographic
area?” The extent of the perceived geographic area of
responsibility varied from “our referral area” to re-
gions encompassing 5 states. This group also made
clear that “informal” education, such as telephone
consultation between community and departmental
physicians, is a significant component of their de-
partment’s contribution to pediatric education.

The AAP and local or regional departments of
pediatrics were chosen as their major providers of
CME by the 1107 respondents to the AAP’s Periodic
Survey, in which generalists predominate.

Managed Care and CME

Managed care organizations must be concerned
about the lifelong learning of their clinicians. These
powerful agencies must encourage or even require
their members to participate in CME. The surveys
mentioned above asked about the ease or difficulty
involved in participating in CME courses, based on
the type of care setting in which the respondent was
working, ranging from solo and group practice to
staff and independent practice association model
health maintenance organizations to faculty prac-
tices. Practitioners in 1- or 2-physician practices
found it difficult to participate in CME activities,
whereas in all other groups, most respondents re-
ported easy access to CME

Financing of CME

Individual clinicians expect to pay for their ongo-
ing, lifelong educational experiences. But the system
cannot be financed solely by the contributions of the



students. Just as the individual must view educa-
tional expenses as a necessary cost of doing business,
so must society, through the health care industry,
realize that educating those who provide the care is
critical if quality is to be maintained. The financing of
CME by the health care system is analogous to the
support of research and development by industry.
The research and development budget in many sec-
tors of American enterprise is as high as 15% of total
expenditures and is seen as an absolutely necessary
investment in the future viability of that industry.

If organizations that provide health care—and all
sectors must be involved, not just those that fall
under the definition of managed care—will contrib-
ute to the maintenance of a CME system of high
standards, the benefits to society in terms of the
ultimate health of its citizens will be enhanced im-
measurably. A number of scenarios can be envi-
sioned. In the following examples, an increasingly
more active role is played by the organization, build-
ing on a base of the most fundamental support and
moving into a proactive position:

Scenario Number 1: Supporting the Individual

Dr Jones is a pediatrician who works for an orga-
nization called Health Care Givers (HCG). HCG al-
lows Dr Jones 1 week of paid time off each year to
pursue CME activities. They allow him to submit
expenses of up to $1000 per year for CME costs. The
choice of activity is his, and no feedback is required.

Scenario Number 2: Guiding the Individual

HCG establishes a program in which each pedia-
trician is required to undergo a needs assessment.
This process is to take place through a local depart-
ment of pediatrics, or will be conducted in-house
through the pediatrician who heads HCG’s group of
10 pediatricians. The results of Dr Jones” needs as-
sessment will guide the kind of CME he will seek. A
list of local and national resources is available to help
Dr Jones plan his education over the next year.

Scenario Number 3: Assessing the Organization’s Needs

HCG sets up an in-house program to monitor the
collective needs of its pediatricians. It is determined
that further education in the management of atten-
tion deficit disorders, especially the use of medica-
tion, is a widespread need among HCG’s pediatri-
cians. Several programs are identified that will allow
the physicians to obtain more education on this topic,
including a 1-day course that will be held locally, a
workshop to be given at a national meeting, and an
interactive computer program that can be done at
home. HCG encourages each of its pediatricians to
pick one of the alternatives and work it into his or
her CME plans for the next year.

Scenario Number 4: Linking Support to Quality Improvement

The head of the pediatric unit of HCG conducts an
evening session in which the pediatricians share the
experiences they have obtained from the different
educational programs on attention deficit disorder.
Two months later, an analysis of medical records
compares the practices of the pediatricians to what

was being done when the original analysis was per-
formed. A lunchtime sharing session is held to dis-
cuss the ways in which changes in the management
of attention disorders have evolved. Plans are made
to choose another area in which improvement might
be achieved.

Scenario Number 5: Working With Medical Educators

The head of the pediatric unit at HCG consults
with faculty members of the department of pediat-
rics at the local medical center. More formal studies
are planned that will facilitate assessment of educa-
tional needs and measure outcomes in a scientific
manner. Collaboration is begun on work that will
enhance the quality of care given by the pediatricians
and HCG and may lead to informative papers that
will be published. HCG pledges a contribution to
support the study, considering this expenditure to be
an investment in the improvement of the care it gives
and the satisfaction of its physicians.

Educating the Practitioner To Be a Teacher

No longer can we educate practicing pediatricians
only in the realm of clinical medicine. The need for
practitioners to be teachers of other clinicians is
growing rapidly and stands out as a major aspect of
practice in the 21st century. As the share of pediatric
care given in the hospital declines and more and
more conditions are addressed on an outpatient ba-
sis, there is a growing need to transfer the education
of medical students and residents into ambulatory
settings, including private offices. This trend brings
exciting opportunities and significant challenges.
How do we make sure practitioners are competent
teachers? How can teaching be incorporated into
practice without interrupting the flow of patient
care? How will the practitioner be compensated for
this extra effort and for the loss of time and income?

Considerable attention has been paid to these is-
sues and the body of literature is growing.'6~18 It will
be imperative that departments of pediatrics work
closely with practitioners in fashioning partnerships
that will foster good teaching in the ambulatory set-
ting. The implications of such alliances go far beyond
teaching, for they can create an atmosphere that will
enhance the level of care in the entire community
and open the door to other opportunities, such as
clinical research and community advocacy.

An Overview of CME: Strengths and Problems
Strengths

At the present time, CME is provided by a large
number of local and national organizations in liter-
ally thousands of locations. Issues of quality, al-
though far from being resolved, are addressed by
existing agencies that require adherence to carefully
constructed standards for programs that grant CME
credits. A wide variety of formats already exist, rang-
ing from home-study programs to courses that com-
bine learning with recreation, and from paper and
pencil exercises to interactive electronic programs.
Efforts continue to make CME more effective and to
link teaching methodology to clinical outcomes. The
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University of Toronto maintains a Research and De-
velopment Resource Base in Continuing Medical Ed-
ucation (RDRB/CME) that contains 7000 references
and is constantly growing.

Problems

What is lacking in the present system of providing
CME is oversight and coordination of the myriad
initiatives and methods. From an individual clini-
cian’s perspective, the present situation presents too
many options, while perhaps not addressing that
particular individual’s most important needs. From a
wider viewpoint, duplication of efforts in one sector
undoubtedly coexists with inadequate coverage in
another.

Another specific problem is the lack of widely
accepted needs-assessment instruments. Because the
evaluation of an individual’s learning needs is a
critical first step in devising an appropriate educa-
tional plan, research into and development of stan-
dardized tools that can gauge those needs will have
to be conducted in addition to whatever steps are
taken to improve CME.

A Proposal for Improving CME in the 21st Century
Principles

This proposal for a new way of looking at the
overall CME system is predicated on the following
principles:

* Medical learning is a lifelong pursuit, with pri-
mary initiative coming from the individual clinician.

® Most individuals will profit from guidance in
devising an effective educational program and se-
lecting from the large number of CME opportunities
available locally and nationally.

¢ In attempting to bring coordination and order to
CME efforts, it would be wasteful to create a new
bureaucracy. What is needed is a system that uses
existing structures and involves organizations that
have a history of expertise and efficiency and that
command the respect of teachers and clinicians.

The CME Home Proposal

Just as the needs or children are met best when
they have an established medical home that can treat
them as individuals and provide coordinated, con-
tinuous care, so will the educational needs of indi-
vidual practitioners be met best when they have an
established CME home. The CME home will supply
the following services:

® Provide assessment of the educational needs of
the individual

* Provide information on and facilitate access to
local and national CME resources.

* Provide guidance in constructing a professional
educational plan unique to each individual.

Realizing that there may be many ways to accom-
plish this goal, and acknowledging the diverse situ-
ations in which pediatricians across the country
function, the Task Force proposes 4 models for the
CME home.
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CME Home Model Number 1:

The CME home based in a regional department
of pediatrics in partnership with AAP chapters

The survey done by this Task Force established
that 100% of pediatric chairs responding agreed that
they have a responsibility to provide CME to clini-
cians within their geographic areas. In this model, a
relationship would be established between the de-
partment and area practitioners as follows:

e Each pediatric clinician would establish a liaison
with an accredited university or community-based
academic department of pediatrics to establish a
CME home. These relationships already exist for
most clinicians, but in varying degrees of strength. In
most cases, the clinician would ally with a depart-
ment that is geographically close, to whom he or she
may refer patients.

* Once the relationship is established, the depart-
ment would decide how to help the practitioners
allied with it. One approach would be to designate a
faculty member who would serve as partner to a
particular clinician. These individuals would meet
on a periodic basis to discuss the ongoing education
of the clinician and devise an appropriate educa-
tional strategy. Another option would be to have
group sessions, in which clinicians would be taught
principles of needs assessment and made aware of
local and national resources. Sharing of ideas would
be encouraged at these gatherings. In some parts of
the country, these tasks could be accomplished by
teleconferencing or computer technology.

The relationship of these partners in education would be
symbiotic. The department would help the clinician
determine his or her educational needs and develop
an educational plan. Periodic reevaluation would
take place. The clinician, in turn, would provide the
department with grassroots feedback on CME efforts
and suggestions for the future. This relationship will
strengthen the interaction between departments and com-
munity practitioners. One benefit would be the facili-
tation of the recruiting and training of practitioners
to become teachers of medical students and residents
in their offices and clinics. In addition, office-based
research would become much easier to accomplish,
as would collaboration in community service
projects.

In translating this model into reality, several sce-
narios are possible:

Scenario Number 1: Active cooperation and mutual benefit

A department of pediatrics already has good com-
munication with the clinicians in its area. Geographic
barriers are not significant, and patterns of coopera-
tion have been established in the past. Faculty are
interested in interacting with practitioners and this
responsibility does not create a major demand of on
their time. Good CME programs get better with the
cooperation of community clinicians and teaching of
students and residents is enhanced, as are research
efforts, referral patterns, and community projects.

Scenario Number 2: The spirit is willing but the flesh is weak

A department desires better relations with its local
practitioners but the available time for such interac-



tions is limited. The ratio of faculty to community
physicians is low. Budgetary constraints limit even
modest programs aimed at town-gown cooperation.
An overwhelmed department feels it cannot take on
one more responsibility. An analogous situation ex-
ists with a physician who lives hundreds of miles
from the nearest department of pediatrics that could
supply her needs. She wants to establish the relation-
ship, but cannot take the time away from practice to
travel and is frustrated by her inability to establish
what would be a desirable liaison.

Scenario Number 3: A one-sided love affair

The pediatric faculty may be willing and able to
establish a medical education home for the practitio-
ners in their area, but most community physicians
have stronger ties with other hospitals and are not
willing to exert the effort needed to relate to the
academic department. Over time, some have devel-
oped a competitive or adversarial relationship with
the department of pediatrics. Or the practitioners like
the idea but the department does not feel such an
obligation should be assumed, even though it could
be accomplished. In the worst case, both practitio-
ners and faculty have little enthusiasm for such co-
operation.

To assist and encourage departments of pediatrics and
practitioners as they enter into the relationships described
above, the influence and expertise of the AAP, both on
local and national levels, should be brought to bear. Local
chapters of the AAP would take responsibility for
assisting and monitoring departments of pediatrics
in their own geographic areas. One or several indi-
viduals in each chapter who are active and interested
in CME would serve as coordinators, communicating
with department chairs and offering the services of
the national AAP, an established expert in CME.

One tangible example of a successful AAP initia-
tive that reaches out into the community and contin-
ues to grow in strength is the Pediatric Research in
Office Settings (PROS) project. Utilizing the strengths
of the national organization as well as the creativity
and hard work of regional coordinators and hun-
dreds of practitioners, PROS demonstrates that a
similar approach to the coordination of CME should
succeed.

The AAP would make available resources for do-
ing needs assessment and would provide informa-
tion on CME that is available on a national level. The
coordinators would develop a portfolio of what CME
is being offered on a local level. Not only could they
make that information available to departments and
clinicians, but their efforts might lead to better re-
gional CME by avoiding duplication and creating
opportunities for collaboration by educators within
the district.

Where practical or attitudinal barriers interfere
with the creation of CME homes, the AAP coordina-
tor could enlist more intense help from the national
organization or from other departments within the
chapter to help those who are having difficulties. To
revisit the scenarios cited above:

Scenario Number 1: Active cooperation and mutual benefit

The AAP CME coordinators have met with the
department head, have been apprised of the depart-
ment’s plan for working with its practitioners, and
have supplied some suggestions and ideas derived
from the resources of the national AAP. A meeting
will be held in 6 months involving representatives of
all of the academic pediatric departments in the
chapter to focus on ways in which they can share
experiences and improve CME throughout the re-
gion by planning together. The coordinators will
keep in touch with departmental personnel, but ma-
jor involvement will not be necessary.

Scenario Number 2: The spirit is willing but the flesh is weak

The AAP chapter representatives have met several
times with members of the department and have
delineated the specific barriers to implementing the
CME home initiative in that location. After consulta-
tion with the AAP on a national level, suggestions
are generated that will allow the program to be
started in a phased-in manner. Departmental repre-
sentatives are put in touch with individuals in other
departments who have had successful experiences to
share ideas. Ongoing monitoring by chapter repre-
sentatives, who continue to consult with the national
AAP, allows continued support as the program
grows. The individual who lives a long distance from
a medical center now has electronic links to a depart-
ment of pediatrics that has become her medical ed-
ucation home. She communicates with a faculty
mentor by e-mail and has learned of a great many
interactive CME programs that will allow her to meet
her own needs through dynamic home-study pro-
grams.

Scenario Number 3: A one-sided love affair

Chapter CME coordinators meet with department
members and with practitioners to determine why
there is inadequate support for the medical educa-
tion home initiative. Consultation with members of
the national AAP yields suggestions for selling the
idea to reluctant participants. Individuals in other
locations who have successfully implemented the
idea are asked to contact those who are not con-
vinced. Tangible support is offered.

CME Home Model Number 2:

The CME home based in a department of pedi-
atrics without regard to location

Just as medical centers are embracing the concept
of becoming “centers of excellence” in specific fields,
so may individual departments choose to concen-
trate their efforts in well-defined areas. For example,
at present there are academic departments that spe-
cialize in epidemiologic methodology and will con-
tract with organizations outside of the university to
help with the epidemiologic aspects of their research.
The benefits to the department are both professional
and financial.

A department of pediatrics might choose to equip
itself to become a CME home for pediatricians. Indi-
viduals would contract with the department for a
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specified period of time and would undergo needs
assessment, after which a professional educational
plan would be created and access to the appropriate
CME resources would be facilitated. This model
might involve linking the clinician to a specific men-
tor, with whom a personal relationship would be
established. The clinician would not have to visit the
department physically. Mail, telephone, and elec-
tronic communications could accomplish the goals.

This model is similar to model number 1, but is
designed to work at a distance and does not involve
the depth of partnership found in a relationship with
a regional department of pediatrics.

CME Home Model Number 3:

The national professional organization as CME
home

The AAP has a long and successful track record in
the area of education. Publications, some of which
are now available on the Internet, CME courses in a
variety of formats, and self-assessment curricula
such as PREP all bear testimony to the viability of the
AAP as a teaching agency that can reach pediatri-
cians all over the country and the world. It is realistic
to imagine the AAP serving as a CME home for
individuals and performing the functions of needs
assessment, exposure to CME resources, and creation
of a professional educational plan. The increasing
availability of electronic communications to pediatri-
cians everywhere will enhance significantly the abil-
ity of the AAP to serve in such a coordinating capac-
ity.

Other national organizations that are able to
achieve such a capability could serve as CME homes.
For clinicians in unique sectors of pediatrics—and
many specialists will fall into this category—a spe-
cialty society might be more appropriate as the CME
home. For instance, the APA serves as a major re-
source for many individuals who function as aca-
demic general pediatricians and could be suited best
to creating CME homes for them.

CME Home Model Number 4:

The commercial educational facility as CME
home

There are many current examples of good teaching
in a variety of formats provided by commercial en-
terprises, who hire medical experts to produce the
content but supply their own production, business,
and marketing support. The publication of medical
textbooks is the most obvious example, but the list of
resources is long. A commercial company could as-
sume the role of CME home to clinicians just as a
national professional organization might.

Implementing and Evaluating the CME Home Concept
Recognizing that the concept of a specific CME
Home for each individual is a new idea that is still in
its formative stages, the Task Force recommends that
these models be created in a test situation. A study in
which the functioning of the CME home in its differ-
ent manifestations could be evaluated, adjusted, and
reevaluated over a specific period of time, such as 5
years, would lead ultimately to a real-world under-
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standing of the concept and how effective it can be.
Perhaps all models will work; perhaps only some.
Most likely, the degree of success of each model will
vary with location and other circumstances. In the
study situation, new models might evolve. If the
concept of the CME home proves as valuable as is
anticipated, the study will lead to widespread adop-
tion of whichever models are successful, to the ulti-
mate betterment of clinicians and the children they
serve.

It is anticipated that a study of this magnitude,
which carries with it the potential for significant
improvement of the education of clinicians, will ap-
peal to foundations that are interested in bettering
medical education. Each model will require its own
set of interested and equipped individuals to bring it
to reality. For instance, model number 1 must have
the enthusiastic backing of pediatric department
chairs as well as the leadership of the AAP to come
into being. Model number 2 requires specific pediat-
ric departments that are interested in investing in
such an undertaking and distinguishing themselves
in this particular area. Model number 3 will come
into existence if the AAP and other organizations feel
that this concept is in keeping with their missions
and are willing to devote the time and resources
needed. Model number 4 will require companies that
are in a position to coordinate their business exper-
tise with professionals in pediatric education.

It must be pointed out that model number 1 has
the potential for benefits that the others do not. The
symbiotic relationship between the department of
pediatrics and community clinicians can lead to im-
provements not only in education but also in re-
search, community service, and patient care on all
levels. Because this model may not be applicable
everywhere, other ways of creating the CME home
must be considered; but each must be considered in
terms of its contribution to the whole system of pe-
diatric care.

Financing the CMEE Home

Just as it is important to avoid creating a new
bureaucracy when planning an educational initia-
tive, it is critical to avoid schemes that will incur
significant costs. From the practitioner’s vantage point,
CME is a necessary expense that is already part of the
professional budget. It is appropriate for practitioners to
pay for the kind of quidance that would be provided by a
CME home. The system is likely to make each clini-
cian’s learning plan more efficient and more effec-
tive, in the long run saving money that might be
spent on educational efforts that are less well-coor-
dinated. At the same time, the cost to the practitioner
must be reasonable and congruent with costs at the
current level or the scheme will fail.

Model Number 1, Regional departments in cooperation with
the local and national AAP

Establishing this CME home should not be costly.
From the departmental perspective, faculty time will
be required. Using such mechanisms as group ses-
sions can minimize this expenditure of time. In ad-
dition, there will be tangible benefits in that a suc-



cessful liaison with practitioners may bring in more
clinical referrals, will create more teaching facilities
outside of the medical center, and may involve prac-
titioners in activities at the medical center, such as
rounding or precepting, that will free up faculty
time. In addition, it would be appropriate to charge
practitioners a reasonable fee for dispensing the
guidance they receive. One plan would be to allow
the practitioner to compensate the department for its
assistance either monetarily or through direct service
rendered in teaching, patient care, or administration.
In terms of specific CME programs that depart-
ments sponsor, a survey done by this project of lead-
ers of AAP chapters has indicated that 89% of re-
spondents have made money or at least broken even
on their CME efforts. Departments who have strong
relationships with their practitioners are in a good
position to devise CME that actually earns money.
The CME coordinators who serve at the chapter
level will be continuing a well-established AAP tra-
dition of volunteer effort for the welfare of all chil-
dren. Added incentives could be added, such as free
tuition at national or local CME courses or transpor-
tation to and accommodations at meetings of coor-
dinators. Such bonuses would not require large ex-
penditures but would stimulate participation, as is
currently the case in many AAP volunteer activities.

Model Number 2: Pediatric departments serving as CME
homes without regard to location

One of the goals of this model would be to gener-
ate income for the department. Initial startup costs
would be incurred as the services are being devel-
oped. Marketing will be necessary. As this model
achieves success, additional faculty and staff will
have to be added. Ultimately, these additions will
strengthen the department. Because participants will
be paying for the service, it is anticipated that the
system will generate income once it is operational
and will turn a profit once initial costs are reim-
bursed.

Model Number 3: National professional organizations
providing CME homes

This model builds on preexisting organizations
that have education as one of their major functions.
Some of these groups, such as the AAP, already have
a broad spectrum of in-house CME resources that
will bring in revenue on their own if clinicians
choose to use them as part of their professional ed-
ucational plans. Reasonable charges for needs assess-
ment and the other functions of the CME home
would be expected by clinicians. Once the system is
set up, it should function as an increasingly produc-
tive source of revenue for the organization.

Model Number 4: The commercial educational facility

Because commercial companies are by definition
interested in profit, they would not undertake such a
project unless it looked as if it could make money. As
indicated in the discussion of the other models, the
CME home is likely to be a profitable undertaking
once initial costs are reimbursed. Obviously, if com-
petition were to occur on a major level, all groups

would not do as well. But the basic nature of the
CME home as an ongoing service that picks up new
subscribers every year carries with it the potential for
ongoing revenue and an increasing profit margin as
the service became better established and more effi-
cient.

The CME Home and the Medical Education Model

The concept of a medical education home fits well
into the medical education model described in Sec-
tion III. After the practitioner has established a CME
home, the first task is to assess the needs of that
individual. Through dialogue and using needs as-
sessment instruments, the clinician defines the core
competencies he or she needs to practice in his or her
unique situation. The practitioner’'s needs are
matched with curricula available nationally and lo-
cally. As the educational process evolves, adjustment
of the curriculum is accomplished. At the same time,
feedback from the clinician-student allows refine-
ment of CME efforts, especially on a local level.

Ongoing evaluation of the effects of the educational
process on the student and of the effectiveness of the
program as a whole as well as individual components must
be incorporated into the function of the CME home, re-
gardless of which model is chosen. As a result, the edu-
cational needs of individuals are being met while the
whole educational process undergoes constant mon-
itoring and improvement, leading to better education
of all individuals over time. Ultimately, the children
under the care of every clinician involved in the
process are the major benefactors.

Looking at CME from the perspective of the edu-
cational system, the roles of FOPO for oversight and
COPE for operations will parallel their functioning at
the levels of medical school and GME. In addition,
CME students benefit from the extensive work of the
ABP in writing thousands of core content specifica-
tions, on which the board bases its recertifying ex-
aminations. These content specifications are the
foundation on which the content of the PREP pro-
gram is based. Because CME is designed in many
venues, the establishment of educational standards,
the development of faculty, and the creation of cur-
ricula will be accomplished on local, regional, and
national levels. In aiding these efforts, important
roles will be played by ACCME, AMSPDC, and the
AAP. Ongoing evaluation of the individual will con-
tinue to be available through the recertification of the
ABP, which requires reexamination every 7 years,
and those curricula that contain self-assessment com-
ponents. Evaluation of educational programs them-
selves currently is required at every level; but as
stated above often occurs only superficially. The in-
tensity of program evaluation should be stepped up,
and the national oversight organizations must play
an active role in encouraging such change.

THE PEDIATRIC EDUCATION OF
NONPEDIATRICIAN PROVIDERS

In addition to pediatricians there are numerous
professionals who provide health care to children.
Other medical disciplines include family medicine,
emergency medicine, obstetrics/gynecology, inter-
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nal medicine, child psychiatry, public health/pre-
ventive medicine, and osteopathy. In fact, taken to-
gether these groups account for more patient visits
for persons under 21 years of age than do pediatri-
cians. In addition, there are nonphysician health care
providers who are involved in child health care,
including advanced practice nurses, physician assis-
tants, and a variety of mental health professionals. It
is also evident, to an extent not well-documented,
that “alternative” or “complementary” practitioners
provide child health services, as they do for the adult
population.

Many of the traditional professional groups have
expressed an interest in collaborating with pediatri-
cians in educational endeavors for their own train-
ees, and in some cases have done so in the past.
However, all of them are very protective of their
autonomy and do not necessarily acknowledge the
pediatrician to be the “chairman of the board” who
sets educational or practice standards. In fact, pedi-
atricians do not have the authority to impose stan-
dards for the care of children on these groups for the
most part (physician assistants being an exception).
Although pediatricians feel particularly knowledge-
able and qualified to define educational standards
for those who will care for children, we need to
recognize that a collaborative approach will be much
more likely to succeed, both in influencing the edu-
cational standards of others and obtaining their in-
put into the education of present and future pedia-
tricians.

Moreover, we believe that a collaborative ap-
proach is more likely to achieve the goal of establish-
ing competency standards that will be recognized by
certifying, credentialing, and practicing organiza-
tions (eg, hospitals and managed care practices), so
that those who provide health care services to chil-
dren are qualified to do so. We believe that it will be
beneficial to child health to forge stronger ties to
these groups and therefore recommend strategies by
which they may be involved, rather than the content
of what is to be learned, consistent with this Work-
group’s overall strategy.

We have discussed this collaborative strategy with
representatives of several medical and allied health
professional organizations.!'® All were enthusiastic
about the concept of participating in the definition of
core competencies for practitioners at varying levels
who provide health services to children. They ex-
pressed a willingness to take a formal proposal from
the Future of Pediatric Education (FOPE II) Project to
participate in such a process to their governing bod-
ies for discussion and approval.

APPENDIX A: SUMMARY OF SURVEY RESULTS

To inform the deliberations of the members of the
Future of Pediatric Education II (FOPE II) Project, a
number of surveys have been conducted. Many of
these surveys focused all or in part on issues pertain-
ing to GME and CME. These surveys went to the
providers of GME and CME (eg, pediatric residency
program directors) as well as to the recipients of this
education (ie, pediatricians).
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AAP Periodic Survey of Fellows Number 40:
CME and GME Experiences of Pediatric Generalists

This survey obtained input from current pediatric
residents and pediatric generalists. This survey was
sent to 1602 active US FAAPS, and had a 69.1%
response rate. Respondents were asked to rate their
GME in the following areas:

e Stabilize ill infants and children

* Determine when to refer patients

® Teach other health care trainees

* Practice pediatrics in your current setting

* Keep updated on developments in clinical care

* Work in interdisciplinary teams

* Provide preventive care counseling

¢ Choose the right career path

* Provide cost-effective medical care

* Work within a managed care system

® Manage business/administrative aspects

e Care for patients from different socioeconomic
backgrounds than that of your practice

e Care for patients from different cultures

¢ Coordinate patient care with community (cultur-
al competence) services and resources

Pediatric generalists who have completed their
residency training within the past 15 years and cur-
rent pediatric residents rate their training, in most
areas, as “very good” or “adequate.” However, a
majority of these general pediatricians think they are
poorly prepared to manage the business and admin-
istrative aspects of their practice (81%) and more
than half do not think they have been adequately
prepared to work within a managed care system
(53%). Nearly one-fourth of pediatricians (23%) think
they are inadequately prepared to provide cost-effec-
tive medical care or coordinate patient care with
community services and resources, and 16% say they
are poorly prepared to care for patients from differ-
ent cultures.

By further subdividing this group of generalists
who have completed their residencies within the past
15 years, and just looking at recent/current residents
(1994-1998), these respondents rate their residency
education as “very good” in preparing them to:

¢ Determine when to refer patients

* Work in interdisciplinary teams with other pro-
fessionals

e Care for patients from different socioeconomic
backgrounds

e Care for patients from different cultures

Generalists in practice since 1983 and current res-
idents highly rate their training in various aspects of
general pediatrics such as: immunizations, normal
newborn care, physician growth, and so forth. There
is considerable variation in ratings given for train-
ing in subspecialty areas and large proportions indi-
cated that they felt poorly trained in many clinically
allied areas (see discussion below). A majority of
generalists said too little time was spent during res-
idency training in managed care settings, community
physician offices, and public health clinics and too
much time was spent in neonatal intensive care units
(NICUs).



Survey of Multidisciplinary Sections

The 1978 “Report of the Task Force on the Future
of Pediatric Education” prominently discussed clin-
ically allied components of pediatrics, such as behav-
ioral and developmental pediatrics. Because of the
importance of these topics, the Project initiated the
FOPE 1I Survey of AAP Multidisciplinary Sections
and obtained specific feedback (a 56% response rate)
on the following topics:

e Child abuse and neglect

e Community pediatrics

¢ Clinical pharmacology and therapeutics

¢ Administration and practice management

¢ Computers and other technologies

e Public health epidemiology

* Home health care

¢ Injury and poison prevention

* Bioethics

* Sports medicine and fitness

* School health

e Clinical epidemiology

* Environmental health

e International child health

Most of these multidisciplinary topic areas were
seen as important for GME by more than half of all
respondents, with child abuse and neglect (84%),
injury and poison prevention (80%), and community
pediatrics (77%) ranked as the top three. Adminis-
tration and practice management was ranked sixth
(62%). However, respondents reported relatively low
rates of inclusion and effectiveness of instruction in
multidisciplinary topics during their own residency.
Only child abuse and neglect, clinical pharmacology
and therapeutics, and injury and poison prevention
were reported as at least somewhat covered by more
than 70% of the respondents.

Respondents were asked to rank suggested strate-
gies for incorporating training in multidisciplinary
topics into GME:

e Structured classroom training

¢ Diverse placements during training

* Audio cassettes, videotapes, or other media

® One-hour seminars

* Mentoring

¢ Other suggestions

Diverse placements during residency was by far
the preferred strategy, ranked first by 45% of the
respondents.

Survey of Pediatric Residency Program Directors

To inform the deliberations of the FOPE II Educa-
tion of the Pediatrician Workgroup, the Project sur-
veyed pediatric residency program directors. In Au-
gust and September of 1998, a questionnaire was sent
to 201 members of the APPD. A response rate of
70.15% was achieved.

The survey was fielded to solicit focused input on
4 topics: 1) time requirements for training in clinical
settings; 2) acquisition of other competencies man-
dated by the pediatric RRC; 3) practice settings; and
4) career development. The first 2 topics responded
to specific changes in RRC requirements for resi-
dency training in pediatrics that became effective on
February 1, 1997. The remaining 2 topics addressed

more general issues regarding the future of pediatric
education. A number of open-ended questions were
added to the survey to encourage respondents to use
their evaluations of current minimum requirements
as a basis for recommending optimal requirements
and competencies for pediatric residency training
programs in the 21st century.

Time Requirements for Training in Clinical Settings:

Effective February 1, 1997, pediatric residency pro-
grams are mandated to implement a number of
changes pertaining to the length of training in vari-
ous settings. Survey respondents were asked if their
program had experienced difficulties implementing
these 7 requirements, and if so, to identify the barri-
ers to implementation:

* Maximum of 50% training in ambulatory set-
tings

* Maximum of 6 months’ intensive care experience

e Limit on amount of time in the NICU

* Minimum of 5 months in general inpatient pedi-
atrics

* Minimum of 4 months in emergency and acute
illness care

* Minimum of 1 month block rotation in behavior-
al/developmental pediatrics

* Minimum of 1 month block rotation in adoles-
cent medicine

Respondents were also asked to provide their
opinion as to how well these minimum standards
will prepare the pediatrician of the future to provide
optimal care to children. The results revealed that
very few programs reported difficulties in instituting
the new RRC requirements; the two exceptions being
the following items: maximum of 6 months intensive
care experience and limit on amount of time in the
NICU.

The common barriers identified were insufficient
institutional support and service demands for other
aspects of the program. The majority of the program
directors believe that these minimum standards pre-
pare the pediatrician of the future very well or suf-
ficiently to provide optimal care. Small percentages
think that the current requirements are insufficient
for behavioral/developmental pediatrics (16%) and
adolescent medicine (13%).

Acquisition of Other Competencies Mandated by the
Pediatric RRC: The new RRC guidelines of February
1, 1997 give only general indications regarding the
proficiencies and skills that comprise these new com-
petencies residents must acquire:

® Multicultural dimensions of health care

¢ Community-based experience

* Medical ethics

* Professional behavior

¢ Health care organization

¢ Financing

¢ Practice management

° Quality assessment and improvement

¢ Risk management

¢ Cost-effectiveness

¢ Child advocacy

® Medical information science emphasizing skills
for self-learning
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Program directors were asked if their residency
program had identified the specific proficiencies and
skills that residents should acquire as a result of their
education in these competencies. They were also
asked if a standardized curriculum for these general
competencies had been developed. Of the 12 compe-
tencies listed, only 2 had not been defined in terms of
proficiencies and skills by more than 50% of the
respondents: the multicultural dimensions of health
care (36%) and financing (41%).

In terms of curricula, only community-based expe-
rience (78%), medical ethics (62%), and child advo-
cacy (61%) yielded numbers above 50%. Although it
may be argued that some of the remaining compe-
tencies are taught and can continue to be taught
without formal curricula, this assertion does not sat-
isfy the need to verify adherence to a common set of
minimum standards for skills and proficiencies in
these general competencies. When asked how the
program will measure/evaluate the acquisition of
these competencies, the predominant responses in-
cluded observation of the resident, faculty com-
ments, and resident comments. Many program direc-
tors also linked the evaluation of competency
acquisition to completion of the hours required by
the program.

Practice Sites: Most program directors regarded
the exposure provided in the 6 settings to be excel-
lent or satisfactory:

* Private office-based practice for continuity clinic

e Private office-based practice for outpatient clinic

® Predominately managed care practice

e Community clinics for outpatient rotation

* Community clinics for continuity clinic

* Hospital-based practice for continuity clinic

The predominantly managed care practice was
cited as the setting for which the quality of exposure
was in greatest need of improvement. About one-
third of respondents to the question indicated that
there was no current exposure in either the private
office-based practice for continuity clinic or the com-
munity clinics for continuity clinic. To understand
the import of this data, it would be necessary to
determine if the lack of exposure is attributable to a
lack of access to such sites, as in rural and under-
served areas, or whether it is attributable to organi-
zational, financing, or other issues.

Career  Development: Program directors were
asked to comment on these types of career develop-
ment:

® Counsel resident in subspecialty education op-
tions

® Provide information about the job market and
practice options

* Assess residents’ competencies, motivations,
and experiences

¢ Counsel residents in lifestyle/family consider-
ations

They were also queried as to whether or not the
program tracks the career development of its gradu-
ates.

Program directors communicated no serious con-
cerns regarding the provision of career development
assistance in their residency training programs. Al-
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most all residency training programs track board
certification and participation of their residents in
fellowship training programs. Half of the respon-
dents stated that their programs tracked subspecialty
certification, while a third followed their graduates’
participation in research. The publication and teach-
ing careers of residents were not tracked as fre-
quently, according to the data, but it is possible that
such tracking may be conducted on an informal and
individual basis, which would explain the lower
numbers in these categories.

Pediatricians in the 215 Century: A number of
open-ended questions provided an opportunity for
the respondents to comment on the effect of the RRC
guidelines on residency programs. Many objected to
the rigidity of the RRC guidelines. In their view,
greater flexibility is necessary so that programs can
prepare pediatricians to pursue diverse career paths
in a variety of practice settings.

When asked about the primary challenge for pe-
diatricians in the next century, an overwhelming
majority of the respondents focused on concerns re-
garding the future role of pediatricians as the pri-
mary caregivers to children. Central to these con-
cerns were the impact of managed care and allied
health providers, such as pediatric nurse practitio-
ners, physician assistants and family practitioners,
on health care delivery and workforce. Respondents
communicated a shared conviction that pediatricians
are and will continue to be the most competent and
appropriate providers of care to children.

Many program directors indicated, however, that
pressures from managed care organizations and
other sources to reduce the costs of health care have
endangered the availability of such optimal care for
the future. Excessive reliance on the services of allied
health providers, respondents have asserted, will
deny pediatricians the experience necessary to main-
tain their unique skills and to keep pace with devel-
opments in medicine and health care delivery. The
general pattern of response thus indicates the need to
conduct outcomes studies to determine appropriate
roles for pediatricians, both general and subspecial-
ist, and for other providers of care to children. Such
studies are essential in managing pediatric health
care in the 21st century in terms of cost, quality of
outcomes, and workforce.

Survey of Third-Year Residents, 1997/1998

This survey was designed to explore the employ-
ment and fellowship choices of pediatric residents
completing their third year of residency in 1998. The
survey was sent to a sample of 502 of the 2494 US
third-year residents in categorical pediatrics resi-
dency programs in the spring of 1998, and achieved
a response rate of 83.7%.

Residents were asked to evaluate how well their
residency program prepared them for primary care
and subspecialty practice, as well as for some of the
socioeconomic considerations of modern health care:

* Primary care pediatric practice

e Practice in a managed care setting

e Child advocacy in the political arena

¢ Pediatric fellowship training



* Assessing the needs of your community

e Ethical decision-making

Preparation for primary care pediatric practice or
pediatric fellowship training, and ethical decision-
making were given an average rating above “good.”
Preparation for the practice in a managed care setting
received an average rating between “fair” and
“good,” as did assessing the needs of your commu-
nity and child advocacy in the political arena. Resi-
dents going into subspecialty/residency training
rated their preparation for pediatric fellowship train-
ing significantly higher than those residents without
a position.

General Observations: GME

Given the variety of surveys and samples, one-to-
one comparisons of responses are not possible. How-
ever, some general trends are readily observable,
particularly in regard to the topics of managed care
and practice management.

The area of managed care/health care organiza-
tion is addressed in 3 of the surveys. Of the pediatric
generalists who have completed their residency
training within the past 15 years and current resi-
dents who participated in Periodic Survey Number
40, more than half (53%) do not think they were
adequately prepared to work within a managed care
system. The pediatric residents who participated in
the Survey of Third-Year Residents, 1997/1998 used
a scale of 1 (“poor”) to 5 (“excellent) to rate their
residency education on managed care topics. This
topic received an average rating of 2.8, which is
between “fair” and ”good.”

Looking at the “provider” end of the spectrum,
respondents to the Survey of Pediatric Program Di-
rectors revealed that slightly more than half (52%) of
the pediatric residency programs have identified
specific proficiencies and skills for this topic. A sig-
nificantly smaller number of programs (37%) teach
this topic based on a standardized curriculum. The
predominantly managed care practice was cited by
residency program directors as the setting for which
the quality of exposure was in greatest need of im-
provement. On this same issue, pediatric program
directors identified concerns about managed care, as
well as allied health providers, on health care deliv-
ery and workforce. Many believe that pressures from
managed are organizations and other sources to re-
duce the costs of health care have endangered the
future of pediatric health care.

Another issue that received attention in each of the
surveys pertains to the topic of administration and
practice management. Of the pediatric generalists
who have completed their residency training within
the past 15 years and current residents who partici-
pated in Periodic Survey Number 40, 81% think they
are poorly prepared to manage the business and
administrative aspects of their practice. Sixty-two
percent of the respondents to the Survey of Multi-
disciplinary Sections felt “strongly” or “very
strongly” that this topic is important for GME. Half
(50%) of the pediatric program directors stated that
they had identified the specific proficiencies and
skills that residents should acquire as a result of their

training in the area of practice management. Less
than half (44%), however, had developed a standard-
ized curriculum for this competency.

AAP Periodic Survey of Fellows Number 40:
CME and GME Experiences of Pediatric Generalists

The 3 sources of CME most frequently named by
pediatric generalists as influential are traditional
journals (46%), self-taught CME—like PREP—(39%),
and review journals (30%). Other sources of CME
identified as influential by about 20% of generalists
are locally sponsored CME courses, brief local pro-
grams (ie, grand rounds), AAP-sponsored CME
courses (not at annual/spring meetings), academic
specialists, and general pediatricians in their prac-
tice. Respondents had been given 20 options from
which to select, including audiocassettes, videotapes,
or other media, journal clubs, subspecialty society
courses, and others. More young (less than 44 years
of age) than older (44 years of age or older) pedia-
tricians named review journals as 1 of the 3 most
influential forms of CME.

Pediatricians who are located more than 70 miles
from the nearest medical school are significantly
more likely to say they use traditional journals as a
main source of CME. A majority of generalists (67%)
say their present practice organization makes it fairly
easy for them to participate in CME activities. How-
ever, those in group practice and hospital practice
find it significantly easier to participate in CME than
do generalists in solo or 2-physician practices: only
43% of generalists in solo/2-physician practices com-
pared with 76% of those in group practice and 65% in
hospital/clinic practice say it is relatively or very
easy to participate.

Respondents were asked to identify the factors
that influence their CME choice:

e Opportunity to acquire practical/clinical advice

® Relevance to my practice

® Desire to learn academic foundation of clinical
subjects

* Need for CME credit

e Combination of program with recreation or
travel

e Flexibility to participate in CME programs on
your own time

* Makeup of program faculty

* Cost of the program

* Reputation of sponsoring institution

Overall, 6 out of 10 pediatric generalists say the
opportunity to acquire practical/clinical advice and
the relevance to their practice are among the 3 most
important factors when choosing a CME activity.
Nearly one-third of the respondents say the need for
CME credit (32%) and the desire to learn the aca-
demic foundation of clinical subjects (31%) are
among the 3 most important influences on participa-
tion in CME.

In response to an open-ended question, pediatric
generalists identified the following topics in which
they plan to see CME during the next 2 years. A large
proportion said they would be seeking CME in areas
of general pediatrics (12%); many others named sub-
specialty areas such as infectious disease (21%), de-
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velopmental/behavioral pediatrics (9%), adolescent
medicine (7%), and dermatology (7%).

Survey of Pediatric Subspecialists

Another survey was sent to a sample of members
of the American Pediatric Society, most of whom are
pediatric subspecialists. The sample was somewhat
self-selected in that it included those pediatricians
who had earlier identified an interest and willing-
ness to participate in the activities of the Education of
the Pediatrician Workgroup or the Subspecialists of
the Future Workgroup. The questionnaire was sent
to 121 members and 93 responses were received
(76.8%).

These pediatric subspecialists were given a strati-
fied list of CME modalities to rank:

* Reading traditional journals

* Reading medical newsletters

* Brief local programs (eg, grand rounds)

¢ Teaching sessions at AAP meetings

® Subspecialty society courses

e Other national courses

* Videotapes

¢ Consultation with other physicians:

— General pediatricians in my practice

— Community general pediatricians outside of my
practice

— Academic general pediatricians

— Community-based specialists

— Academic specialists

* Reading review journals

¢ Journal clubs

* Local courses

* AAP courses, not part of meeting

® Sessions at other national meetings

¢ Audiocassettes

® PREP programs

Of methods used to keep current in clinical pedi-
atrics, reading traditional journals is by far the most
popular, followed by consultation with other physi-
cians (primarily academic specialists), sessions at
specialty meetings, and subspecialty society courses.

Respondents were asked to identify the factors
that motivate them to participate in a particular CME
program. They were given the many of the same
choices as the generalists who participated in Peri-
odic Survey Number 40. In this survey, however, the
option, “Flexibility to participate in CME programs
on your own time” was further subdivided to in-
clude “Ability to commute from home to course”
and other options. The strongest factors favoring
specific CME courses are:

® Relevance of the program to practice

* Makeup of the faculty

e Ability to learn the academic foundation of clin-
ical subjects.

Respondents for all settings (practice/faculty,
group/solo, managed care) found access to partici-
pation in CME programs easy, with the notable ex-
ception of solo practitioners. Specialists stay current
in general pediatrics through grand rounds and
morning report, journals, and teaching. Many favor
more programs that contain personal interaction, es-
pecially in small groups, and there is considerable
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interest in CD-ROM and other interactive technology
as well as Internet learning and teleconferencing.

Survey of Multidisciplinary Sections

The members of the AAP Multidisciplinary Sec-
tions were given nine options regarding the most
useful CME formats:

e Individual reading of professional literature

¢ Courses at national meetings

* Professional self-taught CME curriculum

e Courses in local community

* Audio cassettes, videotapes, other media

* Brief programs (seminars, grand rounds)

¢ Consultation with other experts

¢ Journal clubs

¢ Internet resources

The most useful formats identified by the respon-
dents were individual reading (23%), courses at na-
tional meetings (19%), and brief programs (19%).
However, responses ranged across the full set of
options offered.

The respondents reported definite location prefer-
ences for CME activities. The local hospital was only
slightly more preferred than national meetings, with
own home a close third. Pediatricians preferred their
homes (18%) to their offices (9%) as a site for CME.
The option of other locations within the community
(6%) was not preferred nearly as often as the local
medical school (14%) or hospital (19%). There were
no differences in preferred location by age, sex, com-
munity, or distance from the nearest medical school.

Respondents were asked what was available to
them and what they use to keep current in general
pediatrics. The options approximated those listed
above. It was clear that a wide variety of strategies
are easily available to a substantial majority of the
respondents. Almost everyone has access to reading
professional literature, and more than three-quarters
are able to participate in brief local programs and
self-taught CME curricula. A few strategies, such as
journal clubs, section meetings, subspecialty meet-
ings and national courses other than at national
meetings, were reported as less easily available. With
the exception of journal clubs, all of the strategies
mentioned in the survey were used by a majority of
respondents at least sometimes.

It is clear from the responses that there is wide
variation in the availability of CME opportunities in
the multidisciplinary topic areas. Child abuse and
neglect, injury and poison prevention, community
pediatrics, and clinical pharmacology and therapeu-
tics, the 4 topics reported as receiving the most sub-
stantial coverage during GME, are also most fre-
quently reported as easily available for CME.
However, the 2 topics reported as least often in-
cluded in GME, administration and practice manage-
ment and computers and other technologies, were
reported as much more available as CME topics.
These are also the 2 multidisciplinary topics with the
most interest among respondents for CME in the
next 2 years.

In responding to a question about new issues be-
ing addressed in pediatric practice, substantial ma-
jorities of respondents reported having dealt with



new technology in their offices, meeting patient
needs for services that are not adequately reim-
bursed, cultural or language barriers with their pa-
tients, and meeting the needs of underserved popu-
lations.

Survey of Pediatric Department Chairpersons

The third survey was sent to the members of the
AMSPDC. From a mailing to 145 members, 94 de-
partment chairs responded. One striking finding was
that all 94 respondents feel that part of the responsi-
bility of their departments is to educate pediatric
clinicians who practice in their geographic areas. The
zones of responsibility ranged in scope from “refer-
ral area” to regions encompassing 5 states. All at-
tempted to reach pediatricians, but many also in-
cluded in their target audience family practitioners,
nurse practitioners, nurses, and other clinicians.

Many successful programs were cited, with grand
rounds mentioned most frequently, although a few
departments had poor attendance at their grand
rounds. “Informal” education, such as telephone
consultation between community and departmental
physicians, is a significant component of the contri-
bution to pediatric education in 90% of those depart-
ments answering.

Although only the key insights from these infor-
mal surveys are cited, it is clear that the opinions of
respondents from many different pediatric venues
will provide valuable insights into which CME mo-
dalities appear to be effective and which are favored
by both students and teachers.

Survey of AAP Chapters

In August 1997, leaders (chapter presidents, chap-
ter vice presidents and those chapters that have ex-
ecutive directors) of the 66 AAP chapters were can-
vassed and 42 replied, resulting in a 63.6% response
rate. They were asked to complete an informal ques-
tionnaire that addressed the following areas:

¢ The types of CME programs available

* Examples of successful and unsuccessful pro-
grams

e Other regional organizations that provide CME

® Suggestions for innovative teaching techniques
and effective evaluation

Many examples of successful program were given.
Location and timing were felt to be important influ-
ences on the outcome of a program. Refresher
courses and short, focused programs with breakout
sessions were among the better formats, as opposed
to long lectures. Programs either broke even or made
money for the sponsors 89% of the time. According
to the chapter leadership, institutions playing an ac-
tive role in CME include the AAP and its chapters,
academic institutions, local medical centers, and
state medical and pediatric societies. Respondents
showed interest in teleconferencing, CD-ROM tech-
nology and on-line education.

General Observations: CME
Given the variety of surveys and samples, one-to-
one comparisons of responses are not possible. How-
ever, some general trends are readily observable.

These are most notable in the types or formats for
CME, reasons for acquiring CME, and sources or
sites of CME.

The pediatric generalists who participated in Peri-
odic Survey Number 40 most frequently listed tradi-
tional journals (46%); self-taught curriculum, like
PREP (39%); and review journals (30%) as their top
choices for CME. Brief local programs (ie, grand
rounds) were among the “top 3 choices” for 21% of
the generalists and almost a fourth (23%) listed lo-
cally-sponsored CME courses. Respondents to the
Survey of Multidisciplinary Sections identified read-
ing traditional journals as the most popular venue
for CME (23%). Brief programs were also listed by
19% of the respondents. Reading traditional journals
is the most popular method from the participants in
the Survey of Pediatric Subspecialists.

Not unexpectedly, brief local programs (ie, grand
rounds) were the most successful programs offered
by pediatric department chairs and AAP chapters. It
is important that this type of CME is also on the list
of popular choices by the users of CME.

Most of the generalists listed the opportunity to
acquire practical/clinical advice as their main moti-
vation to acquire CME, while most of the subspecial-
ists identified relevance of the program to practice as
their top choice. Both groups ranked third the ability
to learn the academic foundation of clinical subjects.

Because the department chairs who participated in
the Survey of Pediatric Department Chairmen (AM-
SPDC), feel that part of the responsibility of their
departments is to educate pediatric clinicians who
practice in their geographic areas, the responses of
the pediatric generalists to Periodic Survey Number
40 is gratifying. Pediatric generalists receive their
accredited CME from a variety of sources. While,
overall, relatively few pediatricians receive all or
most of their accredited CME from any one source,
32% named the national AAP and 23% their local or
regional university department of pediatrics as the
source of all or most of the CME they receive in a
typical year; 48% say these sources provide them
with some of their CME.

APPENDIX B: TRENDS AND ADVANCES

Child Health Needs in the Context of Family and
Community

Changing Family Structure, Poverty, and Cultural
Considerations

The “American Family” is becoming more and
more diverse. Physicians must be aware of this di-
versity with regard to ethnic or racial groups, eco-
nomic classes, religious communities, and defined
geographic communities (ie, rural, urban, suburban).
They must also be prepared to deal with a variety of
family structures including differences by marital
status, sexual orientation, biological relationship to
the child, and parental age among others.

Demographic projections indicate that minority
and new immigrant families may become the major-
ity in the near future.?’ In addition, large proportions
of children in the United States live in poverty.
Though parents from different ethnic and economic
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groups have a common goal in raising healthy chil-
dren, the method and process to achieve this goal
may be very different. Pachter?! has described clini-
cal encounters as an interaction between two cul-
tures—the “culture” of medicine and the “culture” of
patients. These groups often have different percep-
tions, attitudes, knowledge, communication styles,
and approaches to health-related issues. Different
values, belief systems, priorities, and life stresses
may influence perceptions of health and illness and
interactions with the health care system.

Patient dissatisfaction, noncompliance, and poor
treatment outcomes are often linked to communica-
tion barriers between the physician and the patient
or the patient’s family. Listening, effective interview-
ing, and compassionate and caring communications
have always been an important part of pediatric
clinical education. It is an essential component to the
anticipatory guidance that is given to pediatric pa-
tients and their families. Today the physician must
be equipped with cultural sensitivities that allows
him/her to recognize the existence of cultural and
language barriers and the cultural competencies that
allows him/her to mitigate their effect.

These cultural and demographic diversities have
lead medical schools and residency programs to ad-
dress poverty and social, and cultural factors as they
affect children. They have also encouraged advocacy
for impoverished children as part of pediatric prac-
tice. Although there is a danger of stereotyping
groups in discussing different cultures, teaching of
multi-culturality acknowledges cultural differences
while underscoring similarities.??> Resources such as
the APA’s “Training Residents to Serve the Under-
served: A Resident Education Curriculum”?® provide
importance guidance for this curricular component.

Chronic and Complex Conditions

Vaccines, antibiotics, and improvements in public
health have eradicated previously common pediatric
infections. Many other children today survive ill-
nesses to which they may have succumbed in the
past. Often these diseases result in chronic illnesses
that require care from primary care pediatricians as
well as subspecialists. The pediatrician is required to
manage a broad range of “life issues” related to
chronic health conditions which includes helping
families find resources in the community, dealing
with family health and mental health issues, and
working with other team members including home
nursing, physical and occupational therapy, devel-
opmentalists, subspecialists, and other services.

New and Changing Morbidities

Almost 2 decades ago, the AAP emphasized the
growing role of the pediatrician in the prevention,
early detection, and management of the various be-
havioral, developmental, and social functional prob-
lems encountered in pediatric practice.?* Today this
“new morbidity” continues to account for significant
morbidity and mortality in childhood and adoles-
cents and includes issues such as injury and violence,
mental health problems, substance abuse, teen preg-
nancy, learning problems, behavioral management,
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and psychopharmacology. The pediatrician of today
and tomorrow must be prepared to address these
“new morbidities” with both individual and popu-
lation-based interventions.

Cost Management and Medical Ethics

The scientific and technological changes in health
care that have improved the prognoses of many of
the old morbidities have also contributed to the rap-
idly escalating cost of health care. Today physicians
are faced with moral dilemmas that are created by
the financial consequences of his/her diagnostic tests
and treatment decisions. The teaching of medical
decision-making is becoming an important part of
educational curricula at all levels. The physician of
the future must be able to use medical ethics, con-
trolled studies of patient outcomes and scientific
knowledge in evaluating the costs and benefits of
various treatment options.

The Health Care System

The American health care system is in the midst of
evolutionary changes that are having a profound
effect on the types of health care environments in
which pediatricians provide care for infants, chil-
dren, adolescents, and young adults.

Community-Oriented Practice

Understanding communities, community re-
sources, and community-based practice has become
critical to the practice of medicine as the delivery of
health care moves out of the hospital and into less
traditional settings.?> Physicians must understand
the cultural, financial, political and environmental
issues in the communities in which they work and
learn to assess health needs in the community. Phy-
sicians must also be aware of and understand how to
work with community services when providing care
to families.

DeWitt and Roberts''® Pediatric Education in Com-
munity-Based Settings: A Manual outlines the philos-
ophy and goals of community-based education. Em-
phasizing educational goals in the outpatient setting
requires a shift in current curriculum and objectives
and the recruitment, selection, and development of
community-based experiences and faculty.

New Practice Settings

The emergence of managed care has had a major
impact in medicine that has required a reevaluation
and restructuring of the education of the future phy-
sician. Two recent surveys of health maintenance
organizations have been critical of the training of
residency graduates.?® Training was felt to be poor in
resource management and cost-effective practice. Ex-
cessive referrals, diagnostic testing, and prescription-
writing were specifically cited. Other areas of weak-
ness included ambulatory care, knowledge of and
interaction with community resources, quality assur-
ance, understanding of practice standards and
guidelines, population-based medicine, and team in-
teraction and communication.?”

Pediatric training must incorporate competencies
that are needed to practice quality care in a variety of



practice settings including managed care. Future pe-
diatricians need to be competent in all the areas
outlined in the 1997 COGME Report, Preparing Learn-
ers for Practice in a Managed Care Environment.?8 These
are important competencies needed of all practitio-
ners, regardless of site of practice. Many have not
received sufficient emphasis in current training pro-
grams.

Teamwork in Pediatrics

Pediatric practice of the future will require team-
work and a coordinated system of care. Increasingly,
primary care physicians have increased responsibil-
ities for referrals and authorizations and must learn
when and how to refer. They also serve as consult-
ants to other pediatric colleagues including nonpe-
diatrician providers and subspecialists.

Evidence-Based Medicine

Evidence-based medicine is the “conscientious, ex-
plicit, and judicious use of the current best evidence
to make a decision about the care of patients.”?’
Increasing knowledge about what does and does not
work, cost-control pressures, growing interest in out-
come and quality of care, and increasing sophistica-
tion on the part of patients have contributed to the
emphasis on evidence-based medicine. Physicians
must learn how to access, critically analyze, and use
existing evidence in the care of patients.

Advances in Biomedical and Psychosocial Sciences

In the last 2 decades advances in areas such as
molecular biology have transformed our under-
standing of illness and greatly expanded our thera-
peutic approaches.

Genetics

Advances in molecular biology have had an enor-
mous impact in medicine. Training programs at all
levels must include education on these advances in
pediatrics and knowledge on how to access further
up-to-date information.

Expanding Informational Sources

Technological advances in communication have
dramatically influenced the information available to
physicians and patients and lead to the development
of a new field—"medical informatics.” Physicians
must understand the potential promise and prob-
lems inherent in technologic change. They must de-
velop a basic understanding of common computer
applications including word processing, database
management, literature searching, electronic mail,
and the Internet. They should also be comfortable
with computer-assisted instruction modalities and
computer-based testing (ie, ABP recertification).

Roles for Pediatricians

Pediatricians of the future will function in a variety
of roles in delivering health care to children. Training
programs at all levels must be responsive to the
training needs of future care providers in these roles.

Primary Care Practitioner

The Primary Care Practitioner is the traditional
role for pediatricians in the United States, but it is an
uncommon role in other industrialized countries
where pediatricians serve as consultants. This role
primarily involves outpatient care and includes co-
ordination of care with other health personnel in-
cluding subspecialist physicians, psychologists, nu-
tritionists, physical therapists, and others. The role of
the primary care practitioner emphasizes continuity
of care, comprehensiveness, and coordination.

Primary Care Team Leader

Another growing role is as primary care team
leader with other providers of primary care includ-
ing nurse practitioners and physician assistants. This
role may occur in the inpatient and outpatient set-
tings.

Consultant

Pediatricians may also be consultants to other
health professionals including nurse practitioners,
physician assistants, subspecialists, family practitio-
ners, psychologists, or others.

Hospitalist

Increasingly, there has been a division of labor for
inpatient and outpatient care for children that has led
to the development of the hospitalist,®® a provider
who primarily cares for pediatric patients who re-
quire inpatient care.

Subspecialist

Subspecialists may function in all the above roles
in inpatient and outpatient settings. These different
roles have always existed for pediatricians, however,
changes in health care needs and the health care
environment have shifted their demand. Addition-
ally, geography and patient population characteris-
tics have influenced the distribution and mix of prac-
titioners in these roles. For instance, in rural areas
where inpatient services may be far away, primary
care physicians may not be able to care for hospital-
ized patients, thus necessitating a need for hospital-
ists separate from primary care practitioners.
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