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President Leong, members of Council, distinguished guests, Fellows, ladies and gentlemen:

It is a great honour for me to have been invited to deliver the David Todd Oration at this ninth Annual Conferment Ceremony of the Hong Kong Academy of Medicine. Yours is still a very young organization, but one which has a very important role to play in standard setting for specialty medical education in Hong Kong, and an increasingly important role in the maintenance of those professional standards. Your Academy, though only 10 years old, is held in high regard by other similar organizations around the world. This is a testament to the quality of your leadership, and the innovative work being done here, particularly in the use of web-based learning tools.

It is also an honour and a challenge for me to give a talk named for Sir David Todd, who contributed so much to medical education and practice during his career, and who played such an important role in the creation of this Academy, and was its founding President.

Dr. Leong has asked me to speak on the subject of continuing professional development. Sir David Todd would be pleased with this choice of topic, since in his Halnan Lecture in 1988 he referred, among other things, to: the needs of society, patient expectations, professionalism in medicine, self-regulation, and clinical governance. These issues are all motivating forces for our profession to improve the system by which the level of competence to practice effectively, which specialists are assumed to have at the end of their period of training are still present 10, 20, or 30 years later.

The public has, in the past, generally made the assumption that any doctor who held a license to practice was, in fact, providing high quality care. Over the past few decades a number of things have combined to call that comfortable perception into question. These include the increasing frequency and costs of litigation, and an increasing number of high profile cases of medical misadventure and incompetence which have appeared in the public press. Several careful studies of the frequency and human cost of medical error in the USA., UK, and Australia, have highlighted the issue of the safety of medical procedures and medical care in general. There have also been population studies which have shown widely varying rates of compliance with generally accepted practice standards between geographic regions, between hospitals, and between individual physicians.

It was certainly my experience when I began my consulting practice, to note that some referring physicians were practicing far below the level that I understood to be the standard. This appeared to me to result from their failure either to update their knowledge and skills, or to apply properly the knowledge and skills that they had. I also discovered as a very young man, that calling attention to that kind of problem was more likely to get me into trouble than to correct the problem. Times are now changing. The public is much more knowledgeable than before, their expectations are higher, and doctors are not revered in the way that they were in the past. It will be necessary for each of you new Fellows to individually earn and to maintain the respect of your patients and the public at large. The best way to do that will be to provide them with the highest possible quality of comprehensive medical care that you can.

What is it that you have to do to maintain your ability to provide the same high quality care twenty years from now that you can today? The answer just a few years ago would have been a structured program of continuing medical education (CME), that is regular reading of journals, and attendance at rounds and conferences. That traditional kind of CME has become an important educational activity for medical schools, hospitals, and professional societies. It has also become quite a large revenue generating industry with substantial involvement of pharmaceutical companies, device manufacturers and some private entrepreneurs, but that is a subject for another lecture. Standards have been established for accrediting CME by national bodies in North America and elsewhere, and in some jurisdictions there is a requirement for a minimum number of CME credits for renewal of licenses, appointments to hospitals, or membership in professional organizations, including the Hong Kong Academy of Medicine.

In recent years, there has been growing recognition that traditional CME is not the entire answer to keeping physicians at the top of their form throughout their career. The concept of a more complex process, which has been called continuing professional development (CPD), was introduced about a decade ago and is now being explored worldwide. The focus of this revolution in thinking is to go beyond the updating of a professional’s knowledge to actually improving professional practice. This is a quantum leap in thinking and as you will see, also introduces the requirement that we eventually measure outcomes related to professional performance.

The European Union of Medical Specialists has very carefully examined this issue because of the many different systems of medical education in the EU countries and the need to establish common standards. The definition of CPD as put forward in their Basel Declaration of October 2001 was “the educative means of updating, developing, and enhancing how doctors apply the knowledge, skills and attitudes required in their working lives---to improve all aspects of a medical practitioner’s performance in his/her work”. There are a number of very important principles outlined in this definition which I will elaborate on further. These include: the extension of competencies beyond knowledge and skills alone, the idea that this involves lifelong learning, and the introduction of the concept of physician performance as the endpoint rather than physician knowledge.

How does CPD differ from the traditional CME that most of us older Fellows have been used to? We can think of this by looking first at CPD as a philosophy of learning and second, as a process of learning. As a philosophy it addresses a broader set of competencies than medical knowledge and skills. A number of organizations, including our own, have done considerable work to define these competencies. Secondly, it incorporates modern educational principles and a new culture of adult professional learning. Third, it involves an accountability to document both the process and the outcomes. And, finally, the new model of CPD will be designed to be more easily integrated into the evolving new models of health care delivery, which involve communities of both practice and learning.

It has been understood for some time that practicing as a physician involved capabilities that went beyond medical knowledge and technical skills. Little was done to describe these other attributes, and in our own evaluation system they were all bundled into one category called “attitudes”. Lacking clear definition, it was something that we had considerable difficulty both teaching and evaluating. In 1993 the Royal College of Physicians and Surgeons of Canada initiated a project called “CanMEDS 2000”, Canadian Medical Education Directions for Specialists 2000. This was a detailed study to capture the total range of competencies required by specialist physicians. We consulted widely within the profession, and among the public, and developed a list of seven roles that were felt essential to provide complete modern care to patients. These became known as the CanMEDS competencies, or roles, and were approved by Council of the College in 1996. In the United States, the American Board of Medical Specialties and the Accreditation Council for Graduate Medical Education undertook a similar initiative and have recently approved a comparable set of physician roles.

The CanMEDS competencies are: medial expert, communicator, collaborator, health advocate, professional, manager, and scholar. The Medical Expert role, includes medical knowledge and skill, and is the basis of the traditional curriculum in undergraduate and postgraduate medical education. It is well understood  by all of us. The others may require a little thought to understand what they mean, and how they are relevant to clinical practice.

Communicator. Our patients are much better informed than they have been in the past and expect to be involved in clinical decisions regarding their care. They want their physician to be open and honest in dealing with them, and this means both spending the time  required to fully inform them of their medical situation, but also to listen to what they have to say. Problems in communication have been identified by medical indemnity plans and licensing authorities as one of the major issues leading to patient/physician dissatisfaction, conflict, and litigation.
Collaborator. The boundaries between medical specialties and between physicians and other health care workers are blurring, and the models of care that are most likely to cope with the increasing burden of health care will be teams in which collaboration and mutual support and respect are fundamental. 
Health advocate  Illness may be the result of a complex mix of factors including social and environmental problems. Physicians must learn how to intervene both in support of individual patients and on behalf of communities and society as a whole. 
Professional  Physicians may not be revered today as they were a few decades ago, but are still trusted by the public more than any other professional group. The moral and ethical behaviour and role modelling required to maintain this position of trust and respect is essential.
Manager  Every physician will need to develop strategies for getting the most out of available and often limited resources. Some physicians should also become involved in higher levels of management in health care organizations so that the physician’s perspective, reflecting patients’ needs, becomes a component of policy making.
Scholar  Given the rapid changes in knowledge, every practicing physician must develop a system of ongoing learning and professional development. Lifelong learning is a requirement for all physicians. Generating new knowledge through research will result from the work of those physicians who are specifically trained for it.
 These competencies have been embedded in the curricula of all 58 of our postgraduate medical and surgical specialty training programs, as well as our in-training and final clinical evaluations. We are now examining ways of integrating these roles into our CPD program.

Now let us look at what is meant by  a new culture of learning. These are the features that distinguish the old CME from the new CPD. Traditional CME tends to be curriculum-based, where physicians access packaged units of teaching prepared by content experts. CPD, on the other hand, is problem and practice based where the physician is looking for units of learning based on a current problem or question. Traditional CME tends to be passive, largely involving lectures, listening to tapes or reading. The new CPD should be an active process in which the learner may use multiple methods tailored to his or her specific needs, and that might include reading and lectures. Finally the concept is that, unlike the old CME where the professionals are on top in deciding the curriculum, in CPD the physicians decide what they have to learn and the professionals are on tap, that is, available to assist when appropriate.

What all this means is that in CPD, the learner is at the centre of the whole process. The individual, or in some cases the group, would identify what the learning needs are. The learning process for the most part would not be remote from the reality of practice but would be integrated into practice. Finally, the objective of the exercise would be to enhance performance and through that, health care outcomes.

I referred before to new models of health care which will consist of collaborative groups of different kinds of physicians and other health care workers. These communities of practice will then become multidisciplinary communities of learning. There will be a sharing of resources, information, knowledge, experience, problems, and needs, all of which can enhance learning. There is currently an explosion in information technology and this will greatly facilitate both patient care and learning in practice.

Another feature of the world we live in is the increasing pressure for accountability in the profession to document both the process and outcomes in professional development. The most important of these is coming from the profession itself. Physicians are recognizing that this is part of the social contract with the public. It is a recognition of our duty to serve the public in the best way that we can. There is also an expectation and sometimes requirement of regulatory bodies that standards of CPD be set and maintained. Finally, from the individual physician’s point of view ongoing self-audit is the best way to guide individual self directed learning and practice improvement.

The process involved in CPD is an active one in which the first step is the identification of a gap in knowledge or skill. This can occur in the management of an individual patient, a discussion at rounds, or reading something in a medical journal. The next step is the construction of an appropriate question and this must be one that is relevant to practice and is potentially answerable. Next, one has to access whatever learning sources are appropriate and this might be the library, the web, a targeted refresher course, or consultation with a colleague, and critically appraising the information acquired. Conclusions are drawn about the information obtained and these might include a decision whether or not to alter practice, or a decision to acquire further information. In the case of practice change, a specific implementation plan should be documented and initiated and then an effort made to evaluate the outcome of that change in practice.

Getting the most out of CPD may require the acquisition of some new generic skills. These will include the ability to critically appraise the literature, to use modern information technology, to incorporate new knowledge into practice, and finally to develop an ongoing system of evaluating one’s own practice performance.

I would now like to describe for you the program that the Royal College of Physicians and Surgeons of Canada has created to help its Fellows develop their individual CPD. Before the year 2000, our College had spent almost a decade developing something called Maintenance of Competence which was a voluntary program focused on assisting Fellows to incorporate CPD into their practice lives. We learned a lot about developing self-directed learning tools, but the participation rate in this program was only 13%, which was disappointingly low. A decision was then made to make the program mandatory and its name was changed to Maintenance of Certification (MOC). 

 The Maintenance of Certification program was designed to take on a new responsibility for setting standards and documenting individual specialists efforts to retain their competence to practice beyond initial Royal College Certification. Whereas in the past, our Fellowship designation indicated only the achievement of certification at the end of training, it would now represent an attestation of participation in continuing professional development through the Royal College MOC program.

The program was designed to apply the principals of CPD to the entire scope of professional activity of Fellows of our College. This would include not only clinical practice, but also teaching activities, administrative practice and research. It was also intended to be focused on the individual physician’s unique spectrum of practice,  which as we all know tends to evolve throughout their career.

The program was designed around six categories of learning:

1. Accredited group learning  includes the formal educational programs currently being provided by professional societies, medical schools, Colleges and web sources currently accredited for CME. It could also include accreditation obtained by an individual hospital or practice group, as long as it met the standards of our College program. 

2. Other group and individual learning refers to journal reading, audio tapes and non-accredited lectures and rounds. Because they may be difficult to document, they are limited to a maximum of 100 credits for one five year cycle. 

3. Accredited self assessment programs such as the SESAP program of the American College of Surgeons and the MKSAP program of the American College of Physicians, which are high impact programs, are assigned two credits per hour. This category would also include some new simulator-based  self assessment programs such as are currently being used in anesthesia and critical care. 

4. Structured learning projects refer to a variety of self-directed learning programs that are  physician initiated and usually derive from a question arising in the course of one’s practice. Our College has developed some Web-based learning tools to assist our Fellows in creating their own personal learning projects (PLPs).

5. Practice review and appraisal can involve individual practice audit or a physician’s involvement in an institutional or physician group audit. These are also high impact activities and worth two credits per hour. 

6. Time spent in education, teaching and research where the individual is involved in learning can also be credited. What this means is that those of you sitting in the audience could get credit for the time we are spending in this room under Category 1 or 2 but I would get no credit for the time I spent giving this lecture. I could however get credit for any time spent in preparing it where I learned something new.

The program requirements of MOC are 400 CPD credits to be earned over a five-year cycle. Each year every Fellow reports the number of credits under the various categories obtained during the previous year using our College Website. Three percent of the Fellows are randomly selected each year for a detailed validation review. Compliance with the requirements of the program is necessary to retain the ability to use the “Fellowship” designation, either FRCPC or FRCSC. In addition there is a public Directory of Fellows in good standing that is on our website. Fellows may be removed from this Directory if they have their license taken away for some misdemeanor, fail to pay their dues, or fail to comply with the Maintenance of Certification program.

This program came into being in the year 2000, and that year was an optional year for Fellows to begin registering their credits. The first real year of the mandatory 5-year cycle was 2001.  By the end of that year, 86% of the 22,000  Fellows in active practice in Canada were participating, a marked difference from the 13% participation when the previous CPD program was voluntary.

In reviewing the categories of learning being used by our Fellows for CPD we were not surprised to find that the first two categories, which represent the traditional kinds of CME were still the most commonly used methods, particularly the formal lecture/seminar/workshop methods. They accounted for 50% of the credits obtained. On the promising side, however, was the fact that almost 30% of credits were obtained in categories 3, 4, and 5, where high impact on performance and outcomes might be expected. These were self assessment, personal learning projects, and professional audit. We recognize that this is a young program which is still in evolution, and we expect that as our Fellows become more familiar with self directed learning tools, they will use them more. 

The introduction of this program of Maintenance of Certification has been watched with interest by other organizations in Canada, particularly licensing and regulatory bodies. Within the first year of its introduction, we have begun to see some hospitals and licensing authorities including participation in our program as a requirement for renewal of hospital privileges and for maintenance of provincial licences. There are also discussions underway to harmonize our program, which is focused on the learning side, with programs that are being developed by hospitals and licensing authorities which are mainly focused on the audit side. This pleases us very much because we frankly do not want to be involved in either the regulation or audit of our Fellows. We prefer to maintain our current position as setting standards for life long learning and the maintenance of those standards.

The wide acceptance among our own Fellowship has convinced us that the evolution from CME to CPD is meeting a need and is here to stay. There is growing evidence that use of the modern CPD tools can influence practice, and we are certainly convinced that will be good for physicians and ultimately good for our patients.

Let me close now by again thanking Dr. Leong and the Hong Kong Academy of Medicine for inviting me to give this lecture. It is a great honour and is deeply appreciated.
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