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ABSTRACT
Objective: To explore and categorise the state of
existing literature for national programmes designed to
affirm or establish the continuing competence of
physicians.
Design: Scoping review.
Data sources: MEDLINE, ERIC, Sociological
Abstracts, web/grey literature (2000–2014).
Selection: Included when a record described a
(1) national-level physician validation system, (2)
recognised as a system for affirming competence and
(3) reported relevant data.
Data extraction: Using bibliographic software, title
and abstracts were reviewed using an assessment
matrix to ensure duplicate, paired screening. Dyads
included both a methodologist and content expert on
each assessment, reflective of evidence-informed best
practices to decrease errors.
Results: 45 reports were included. Publication dates
ranged from 2002 to 2014 with the majority of
publications occurring in the previous six years (n=35).
Country of origin—defined as that of the primary
author—included the USA (N=32), the UK (N=8),
Canada (N=3), Kuwait (N=1) and Australia (N=1). Three
broad themes emerged from this heterogeneous data
set: contemporary national programmes, contextual
factors and terminological consistency. Four national
physician validation systems emerged from the data:
the American Board of Medical Specialties Maintenance
of Certification Program, the Federation of State
Medical Boards Maintenance of Licensure Program,
the Canadian Revalidation Program and the UK
Revalidation Program. Three contextual factors
emerged as stimuli for the implementation of national
validation systems: medical regulation, quality of care
and professional competence. Finally, great variation
among the definitions of key terms was identified.
Conclusions: There is an emerging literature focusing
on national physician validation systems. Four major
systems have been implemented in recent years and it
is anticipated that more will follow. Much of this work
is descriptive, and gaps exist for the extent to which
systems build on current evidence or theory.
Terminology is highly variable across programmes for
validating physician competence and fitness for
practice.

BACKGROUND
Internationally, there is agreement that initial
certification obtained at the end of residency
training is no longer adequate to sustain
quality care across a physician’s career. The
‘once in, good for life’1 model has been suc-
cessfully challenged by longitudinal studies
showing that physicians benefit from well-
structured educational programmes and
approaches to their learning.2–4 Building on
this work, national-level policy changes in
several countries have aimed to validate the
continuing competence of physicians in order
to reduce physician errors, ensure quality care
and reduce patient harm. What is less clear is
the use of evidence or theoretical frameworks
for informing the development of these
large-scale, validation programmes.
Over the past two decades, several national

validation systems have emerged, stimulated by
increasing concerns related to variations in

Strengths and limitations of this study

▪ Our research provides a rich description of dif-
ferences, similarities and rhetorical complexities
among global systems whose purpose is to
ensure physician competence.

▪ A limitation of our review is the reliance on pub-
licly available information; intra-institutional
documentation (eg, corporate minutes, technical
reports) may have provided other important
information.

▪ We acknowledge that search results may be
complicated by the lack of standardised language
for describing and discussing validation systems
as well as indexing terms within bibliographic
databases. Terms such as revalidation, recertifi-
cation, maintenance of competence, maintenance
of licensure carry different connotations in differ-
ent regions. Our findings provide a depth of
inquiry around these terms that can be used for
future research and scholarship.
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physician performance,5 adherence to healthcare indica-
tors,6 quality of healthcare measures7 8 and growing public
demands for transparency and accountability of health
systems. These validation systems have been organised with
similar end goals in mind, but display great variability in
their approach to implementation. Some nations embrace
the ‘up to date’ model of continuing medical education,
where physicians are required to attend educational pro-
grammes and document their participation (eg attending
continuing medical education events). Other nations have
built systems that require physicians to demonstrate evi-
dence of their continued competence and skill through
audit and performance data. Traditionally, this has been a
combination of both providing evidence of participation
and demonstrating how participation has led to practice
improvement or patient care outcomes.
Within this milieu, keywords such as revalidation,

recertification, maintenance of certification and main-
tenance of licensure have been used to describe similar
policies and procedures. We use the term ‘national phys-
ician validation systems’ as a broad label that includes all
of these terms.
Not only does variation exist among the names and

definitions of national physician validation systems, but a
scarcity of evidence exists for the extent to which pol-
icies have been guided or informed by theory and/or
evidence-informed decision-making. In an era when the
effectiveness of systems for affirming physician compe-
tence is increasingly scrutinised,9–11 we sought to
explore how countries developed and implemented
national physician validation programmes.
Scoping reviews are categorised as exploratory projects

intended to rapidly map the literature to identify key con-
cepts, theories and sources of evidence. They are often
undertaken when feasibility of the research is considered
to be a challenge either because of presumed diversity,
and/or it is thought that little literature exists.12 In par-
ticular, it can be undertaken when an area has not been
comprehensively reviewed before. Given our nascent
understanding of the scope or diversity of literature, and
a recognition that to our knowledge no comprehensive
review was available, we undertook a scoping review to
summarise information for (1) what theoretical models
or policy structures have been described as informing the
development and/or implementation of national phys-
ician validation systems, (2) what national continuing
professional development (CPD) programmes were used
or developed to implement strategies/systems and (3)
what specific contextual factors have been described as
catalysts or influential in developing, shaping or chan-
ging these systems.

METHODS
Using Arksey and O’Malley’s12 scoping review method-
ology, our analysis included the necessary key stages of
development including identifying research questions,
locating relevant studies, defining study selection,

charting data and collating and summarising the results.
Search strategies were developed iteratively and in col-
laboration with a librarian experienced in the develop-
ment of complex search strategies. The scoping review
team used a combination of subject headings (MeSH)
and free-text terms for the search to ensure breadth and
depth of coverage in MEDLINE, Educational Resources
Information Centre and Sociological Abstracts. The
search was also approved through peer review using the
Peer Review of Electronic Search Strategies checklist.13

Given the diverse nature of the information, we
sought to summarise and to ensure comprehensiveness
in our approaches, a thorough supplemental internet
search for grey literature (eg, technical or white paper
reports) was conducted. Relevant web resources were
searched in a similar manner using a number of techni-
ques: use of the search bar, keywords and snowballing—
linking through to relevant context as identified. All
search actions were recorded per site, and relevant
records were catalogued as having been identified
through non-traditional search techniques.

Selection
English-language reports of any study or publication
type were eligible for inclusion. Reports were included
for analysis if they (1) described a national-level system
( jurisdictional or by specialty), (2) highlighted a system
that was designed to affirm or establish the continuing
competence of physicians (lifelong learning) and (3)
reported relevant information (purpose of the pro-
gramme or system, etc). Reports outside of human medi-
cine (eg, veterinary sciences) and published prior to 1
January 2000 were excluded from our review.
A relevance assessment tool was developed collabora-

tively by the team and tested a priori to ensure consist-
ency of assessment. The tool assessed four broad domains
for inclusion specific to (1) population of interest, (2)
scope or jurisdiction, (3) a system for affirming compe-
tence (making explicit the integration of the programme,
tool, or strategy within a system of Maintenance of
Certification, Revalidation or Recertification) and (4)
relevant information (publication-level characteristics, ter-
minology, theoretical model(s) or policy structure(s), con-
textual or other factors as important to or influential in
what was developed or implemented, and use of evidence
or data that informed or served as the basis for decision-
making). All bibliographic and web-based search results
were organised by a coordinator who removed duplicate
records.
Using reference management software, the title and

abstract of all records were provided to each reviewer
using an assessment matrix to ensure independent,
duplicate screening. Two reviewers independently
reviewed and made decisions on titles and abstracts
using an accelerated screening algorithm whereby a
record could ‘pass’ level I when only one reviewer indi-
cated it was potentially relevant. Alternatively, the title/
abstract was excluded only when there was agreement by
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two reviewers (for exclusion). Reflective of
evidence-informed best practices to decrease errors,14

each assessment matched an evidence synthesis method-
ologist as well as content-area expert on each assess-
ment. In cases where conflicts could not be resolved
between the primary researchers, another review author
(CC) was consulted.

Charting
In a scoping review, charting is the process whereby
reviewers synthesise and interpret qualitative data by
sorting material according to key issues and themes.14

This process is similar to narrative reviews which
examine the context of outcomes or processes included
in a study in order to provide greater more nuanced
information for reviewers.12 An approach akin to qualita-
tive content analysis was used to analyse information
from reports by the team. For example, definitions for
each term (eg, revalidation) were extracted verbatim
and the text reviewed with an aim of generating the sim-
plest and most likely explanation for phenomena based
in inferential reasoning and the generation of themes.
For example, a predefined glossary of descriptors (recer-
tification, maintenance of competence, revalidation,
continuing professional development, maintenance of
certification and maintenance of licensure) was used to

‘label’ records for charting purposes. Further, to provide
standardisation across reviewers, study design was classi-
fied using definitions as published within the Cochrane
Library Glossary of Terms.15

Data pertaining to demographic and study-level
characteristics (publication year, publication type, study
design, country, etc), terminology (use of terminology or
nomenclature, verbatim definitions), system characteristics
(when established, why established, mandate, attributes,
processes, framework/theoretical underpinning, etc) and
information thought to be relevant for responding to our
questions were extracted (eg, contextual factors influen-
cing programme development or design, etc).

RESULTS
Searches resulted in retrieval of 7526 records for review
following an exercise of de-duplication by the research
coordinator. We excluded 7294 articles following title
and abstract screening for lack of relevance. Full-text
reports were obtained and reviewed by two authors
(232) resulting in a total of 45 reports identified for
final inclusion within our study (figure 1).
Publication dates ranged from 2002 to 2014 with the

majority of publications occurring in the previous
6 years (35/45 publications >2008). Country of origin
(defined as that of the primary author) included the

Figure 1 Flow diagram for paper selection process.
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USA (N=32), the UK (N=8), Canada (N=3), Kuwait
(N=1) and Australia (N=1). Publications were published
in the form of ‘journal articles’ (N=35) with the remain-
ing 10 reports described/categorised as ‘general report
(s)’ (N=5), ‘manual’ (N=1), ‘guideline’ (N=1), ‘descrip-
tive review’ (N=1), technical paper (N=1) and an ‘other’
(N=1).
Reviewers were asked to categorise each report using

the classification system, and decisions were reviewed for
accuracy and quality assurance purposes. Reports were
primarily descriptive defined as that which ‘… describes
characteristics of a sample of individuals; unlike an
experimental study, the investigators do not actively
intervene to test a hypothesis, but merely describe the
health status or characteristics of a sample from a
defined population’.15

The frequency by which terms were used to describe
the national systems included Maintenance of certifica-
tion (N=22), Revalidation (N=9), Maintenance of licen-
sure (N=6), Recertification (N=5), Maintenance of
professional competence (N=1), Osteopathic continuous
certification (N=2). Table 1 summarises the terminology
descriptors succinctly. The majority of reports were
descriptive summaries that either explained a system
generally (eg, in a specialty journal for its readership) or
the evolution of its history including the rationale for
adopting a system for ‘affirming competence’. These
descriptive papers generally outlined the components of
the programme(s), and detailed the requirements
expected within the national physician validation system
(eg, documentation requirements, credits and in some
cases expected ‘outcomes’).

National physician validation systems
The first question for our review was to answer the
extent to which theoretical models or frameworks have
been used to develop and/or implement national
systems for physician validation. Four primary systems
were identified (1) the maintenance of certification pro-
gramme of the American Board of Medical Specialties
(ABMS), (2) the maintenance of licensure programme
of the American Federation of State Medical Boards, (3)
the Canadian revalidation programme of the Federation
of Medical Regulatory Authorities of Canada and (4)
the UK revalidation programme of the General Medical
Council (GMC).

Terminology
Terminology used to describe national physician valid-
ation systems is complicated. Our review summarises the
variability in terms and how they are defined or
described. A number of reports have highlighted the
need for a process to compare systems and present defi-
nitions by country. However, our findings have been
limited to national systems in the USA, the UK and
Canada, and have ignored the terms recertification and
revalidation.

Recertification is a term used in the USA for participa-
tion in the American Board of Medical Specialties
Maintenance of Certification Process that ensures a com-
mitment to lifelong learning and competency in the six
core competencies of the Accreditation Council for
Graduate Medical Education. Revalidation is used differ-
ently in the UK and Canada. In the UK, revalidation is a
term that refers to both relicensing which is a require-
ment for all physicians, and recertification which is
required by specialists. In Canada, revalidation refers to
participation in nationally validated programmes of the
national certifying Colleges (Royal College of Physicians
and Surgeons of Canada and College of Family
Physicians of Canada) designed to enhance the continu-
ing professional development of individual specialties.16

Despite the small numbers of terms published to
describe national physician validation programmes,
there is considerable variability in the key descriptors
used to define or explain the purpose of the pro-
gramme. A standardised, or accepted definition for each
term is not present within the literature. Below are
common descriptors for each term identified within the
documents included in our review (table 2). Other
terms were represented in only one report and included
maintenance of professional competence, osteopathic
continuous certification, and five did not report a spe-
cific ‘term’.

Contextual factors
Thirty-three of the 45 articles described important con-
textual factors that were influential in the development
of national physician validation systems. We defined con-
textual factors as ecological, or environmental factors
that were described as relating to the establishment or
development of national systems. The majority of the
contextual factors can be summarised within three
primary constructs including quality of care, professional
competence and medical regulation.

Quality of care
Numerous reports described ‘Quality of Care’ factors
that influenced the development of physician validation
programmes. In the USA, for example, the ABMS devel-
oped their maintenance of certification programme in
response to increased public demands for accountability
and transparency. These concerns were reported as
stemming from public and professional concerns related
to medical errors, patient safety and variation in quality
of care. Two landmark reports ‘To Err Is Human’7 and
the ‘Quality Chasm’23 were referenced specifically as
influencing the design and development of the ABMS
maintenance of certification process.24–34 Other articles
noted the influence of the ‘quality of care movement’
and ‘patient safety movement’16 18 24 25 27 in general, or
the ethical implications of the social contract between
the profession and the public that requires the profes-
sion to ‘guard the public health’.35
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Several American medical boards described the
importance of restoring the ‘public trust’ or ‘protecting’
the public interest’36–39 as part of their mission to satisfy
the public and all stakeholders that ‘specialists are com-
petent to maintain their competency throughout the
span of their professional careers’.40 The safety of the
healthcare system and growing patient awareness and
expectations about the quality of care, they should
expect to receive were challenges to continuously
improve physician performance and improve healthcare
quality, or improve patient outcomes.18 20 25 31 33 37 39 41 42

These public expectations, coupled with the concerns

related to the costs, safety and quality of healthcare
created the perspective that the Recertification process
is a ‘move to continuous assessment of physician
quality’.37 Finally, several articles cited data from polls
that identified public expectations that the profession
engage in frequent review and testing.17 26 36

Professional competence
A number of reports highlight the importance of ensur-
ing physician competence in light of the rapid advance-
ment of clinical medicine in the knowledge economy.
This body of information included reports whose

Table 1 Summary of national validation systems

Programme Est. Mandate Process

American Board of Medical

Specialties maintenance of

certification

2006 Protect the public and patients by

attesting to the quality, safety and

effectiveness of US medical

practitioners.

4-part process that includes: (1) professional

standing; (2) lifelong learning and

self-assessment; (3) cognitive expertise; (4)

practice performance assessment.

Federation of Medical

Regulatory Authorities of

Canada maintenance of

licensure

2010 Designed to improve quality of

healthcare delivery and engage in a

‘culture of continuous quality

improvement and lifelong learning

assisted by objective data and

resulting in significant and

demonstrable actions resulting in

the improvement of patient care and

physician practices’.

(1) Ongoing process of reflective

self-evaluation, self-assessment and practice

assessment; (2) successful completion of

appropriate educational and improvement

activities. (3) commitment to lifelong learning

to maintain skills and update knowledge. The

expectation is that this would be an annual

requirement.

Canadian revalidation 2007 To be a ‘quality assurance process

in which members of a provincial/

territorial medical regulatory

authority are required to provide

satisfactory evidence of their

commitment to continued

competence in their practice’.

Revalidation requires all physicians

to ‘participate in a recognised

revalidation process in which they

demonstrate their commitment to

continued competent performance

in a framework that is fair, relevant,

inclusive, transferable and

formative’.

Since 2007, individual provinces have

accepted the Maintenance of certification

(MOC) Programme of the Royal College of

Physicians and Surgeons of Canada and the

Maintenance of Proficiency (MAINPRO)

Program of the College of Family Physicians

of Canada as sufficient demonstration of a

physician’s commitment to sustain their

competence. Some provinces developed an

alternative pathway for physicians who

wanted an alternative to the MOC or

MAINPRO programmes. Some provinces,

such as Quebec and Ontario define a third or

an alternative pathway for physicians to use

in demonstrating their commitment to

competent performance in practice

UK revalidation 2012 Doctors must ‘periodically

demonstrate their continued fitness

to practice, and for specialist

doctors, to demonstrate that they

meet the standards that apply to

their particular medical specialty’.

The model of revalidation is built on

formative, periodic (eg, annual) peer

appraisal/assessment processes and is

applicable to all doctors, in any settings

(private, public, and locums). Annual

summative appraisal undertaken by a senior

colleague (termed Responsible Officer)

expected that includes doctors provide

documentation based on the requirements of

the General Medical Council’s Good Medical

Practice. All licensed physicians must

provide the necessary supporting information

that sufficiently demonstrates they are

practicing in accordance with this programme

in a cyclical manner (every 5 years).
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orienting framework described physician knowledge,
competence or performance deterioration over time.
This trend was addressed, in part, by evidence that certifi-
cation status had a higher correlation with reduced
patient mortality, leading several authors to view certifica-
tion as a means to enhance healthcare quality and protect
the public.22 24 26 32 Furthermore, studies highlighted con-
cerns regarding the variability of translating knowledge
into evidence-informed decision-making. The significant
growth in evidence that informs practice today requires
that physicians engage in continuing education and assess-
ment in order to promote reflection and ongoing quality
improvement of the care they provide.26 35 36

Medical regulation
A number of reports elucidated that the establishment of
validation programmes was significantly influenced by
high-profile catastrophic incidents and public enquiries
that, collectively, were viewed as a failure of medical regula-
tion to provide necessary assurances that ‘physicians have
the competence and ethical integrity to care for the
public’.43 In the UK in particular, specific references to
the Royal Bristol Infirmary and the Shipman inquiries43–46

focused on the absence of policies and processes for ensur-
ing patient safety and physician efficacy.44

In 2002, the UK’s GMC concluded that “physicians
should undergo regular review of their performance to
reassure the public and government that they remain fit to
practice across their professional lifetime.” The subsequent
development of the 2007 white paper ‘Trust, Assurance and
Safety’ (Department of Health), and Sir Liam Donaldson’s
paper on ‘Good Doctors, Safer Patients’,47 contributed to
the specifics of the Revalidation strategy that was implemen-
ted in December 2012.
Table 3 describes keywords or phrases that were most

often associated with each system descriptor as well as

the underlying educational focus, the role of assessment
and the organisations responsible for each. Despite the
variation in terminology, a set of common principles
emerged and included: the demonstration of lifelong
learning through engaging in continuing professional
development (CPD) activities; continuously assessing
competence and performance using multiple strategies
and tools to improve the quality of care; and addressing
public concerns regarding the need for greater transpar-
ency and accountability of the profession to protect the
public and maintain the public’s trust.

DISCUSSION
The purpose of our scoping review was to comprehen-
sively examine the body of literature for the develop-
ment of, processes involved, and implementation of
national systems intended to support and affirm phys-
ician competence. Our review has demonstrated the
existence of a relatively small body of literature describ-
ing national systems governing programmes or strategies
to sustaining physician competence. While certain prin-
ciples appear to be stable concepts across all reports
within our review, there is an array of terms and defini-
tions that pervade the literature and point to important
differences to inform interpretation. While relatively few
terms were identified, it is clear that after nearly a
decade of publication, variability in the application and
use of the terms exists.
Our findings are echoed in a recent report by Archer

and colleagues, that analysed prevailing definitions of
‘revalidation’. Using a discourse analysis approach, the
research team analysed interviews with 31 leading medical
and legal revalidation policymakers.48 Regulation and pro-
fessionalism emerged as two ‘discourses’, often inter-
changeably using the term revalidation. In an era of
increasingly globalised medical research and international

Table 2 Terminological descriptions

Term Common descriptions

Maintenance of certification

(n=22)

‘Assure patients and the public that board-certified specialists are current with and can access

evolving knowledge, are aware of and use the highest practice standards, are recognised and

respected as specialists by their patients and peers and are continually reviewing their clinical

performance and adjusting and improving the processes of care as necessary’.17

‘…created in response to concerns about the quality and safety of medical care and the desire

for greater accountability in how specialists are adhering to the highest quality standards’.18

Revalidation (n=9) ‘…re-assure patients, the general public, employers and other health care professionals that

licensed physicians are up-to-date and fit to practice’.19

‘…quality assurance process demonstrating the commitment of the profession to continued

competence in their practice’.20

Maintenance of licensure

(n=6)

‘…ensure that physicians engage in an evidence informed process of practice-relevant lifelong

learning’.21

‘As a condition of license renewal, that all licensed physicians periodically demonstrate their

engagement in an ongoing culture of professional assessment and continuous improvement

throughout their careers’.21

Recertification (n=5) ‘Physicians demonstrate they meet the standards of their specialty’.22

‘…demonstrate physicians are maintaining or complying with expected professional practice

standards’.22
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collaboration, national systems for validating physician
competence are potentially using competing ‘discourses’
for crucial terms such as revalidation. A key strategic
future direction for medical education policymakers inter-
ested in international collaboration would be to highlight
the implementation of a worldwide CPD nomenclature.
Although the aims or goals of national systems were

frequently cited, no description of any theoretical frame-
work guiding their establishment or the use of research
evidence that informed or influenced their design was
reported. One potential explanation for this could be
that the governance and design of these national pro-
grammes rested with regulatory or governmental organi-
sations whose primary aim was to respond to external
demands for change. Another possible explanation is
that study authors were from organisations that did not
have ultimate responsibility for the national programme
or framework but were simply expressing their require-
ments, implementation strategy and/or current or antici-
pated challenges with future implementation. Finally,
the information may be resultant from insufficient
reporting of this detail. It will be important to extend
our work and seek to interview developers and those
involved in the development of national systems and
programmes.
One report described systems specifically for a ‘spe-

cialty area’ (Maintenance of certification in dermatol-
ogy: what we know, what we don’t), and cited a variety of
studies to support the rationale or the need for
Maintenance of certification and associated measures of
quality of care.17 19 36 For example, Shaw et al16 exam-
ined national systems of three countries (Canada, the
UK and the USA), and provided a summary of ongoing
research related to the implementation of new methods

and tools being developed, piloted and evaluated. We
surmise that the notable absence of evidence cited in
these papers did not necessarily imply that evidence or
theoretical frameworks were not used to inform the
development of national systems. Perhaps such sources
instead were not accessible by our search methods. We
recommend researchers interested in developing future
studies relating to the establishment of national systems
for physician revalidation consider that a wealth of infor-
mation may be available within institutional and ad-
ministrative repositories—for example, policy papers or
minutes of meetings and extensive searching and com-
munication directly with institutions may be required.
Our results also identified that each system shares a

number of similar obligatory requirements. For example,
all validation systems require physicians to engage in and
report on their participation in CPD or learning activities
relevant to their practice, whereas the espoused purpose of
various assessment strategies was primarily educational or
formative, aiming to promote or enhance learning, quality
improvement or continuous enhancement of practice.
We identified that the role for assessment could shift

from formative to summative if the assessment strategies
identified either very poor performance, or where risks
to patient safety were deemed to be high. Under such
circumstances, further detailed assessments could be
mandated with the potential for temporary withdrawal
of or limitations on licensure until the identified defi-
ciencies have been sufficiently and appropriately reme-
diated. Only the Maintenance of Certification Program
of the American Board of Medical Specialties requires
each American Board to develop a high-stakes summa-
tive assessment of knowledge that all specialists must
pass every 10 years to maintain their certification status.

Table 3 System attributes for revalidation and recertification

Criteria Revalidation Recertification

Maintenance of certification/

licensure

Key terms or

phrases

Continuous enhancement,

quality assurance

Re-establish competence, quality

improvement

Ongoing demonstration of

competence, continuing medical

education

Educational

focus

Physician scope of work/

practice (narrow)

Physician specialty (broad) Physician expertise

Competency

framework

CanMEDS (Canada) Good

Medical Practice (UK)

ACGME’s six competencies CanMEDS and ACGME

competencies

Purpose Up-to-date and fit to practice

Practicing in accordance with

professional standards

Maintain/secure public trust

Demonstrate improved performance

and patient outcomes

Practicing in accordance to specialty

standards

Assure the public

Lifelong learning

Demonstration of ongoing

competence

Continuous professional

development

Quality assurance

Role for

assessment

Assessment for learning. (data

with feedback linked to action

plans)

Assessment of Learning (pass scores

for self-assessment and secure

examinations)

Periodic self-assessment

Responsible

organisations

Regulatory authorities Certifying boards or colleges Multiple institutions

Time frames Every 5 years Every 10 years Variable
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Much of the research demonstrates that greater atten-
tion is being given to the role physician validation
systems play in ensuring both quality care and promot-
ing physician accountability in healthcare. As more
countries decide to pursue validation, the best practices
for structuring these systems will continue to be hotly
contested and debated. How a nation determines it will
handle physician validation has implications in terms of
health policy, medical practice, patient care, costs, the
culture of medical professionalism and how physicians
situate themselves in terms of their own professional
identity. To cite a current, relevant example, The
Medical Board of Australia (MBA) has recently commis-
sioned research to establish whether or not there is an
evidence base for the validity of validation systems in
comparable countries (http://www.medicalboard.gov.
au/News/2015–03-24-media-release.aspx). The MBA
cites evidence from Canada and the USA on gaps in
clinical care that could be ameliorated through a valid-
ation system for physicians. The MBA commissioned a
research group from the UK for their report, a group
that was extensively involved in the UK’s revalidation
schema.
The establishment of a national physician validation

system now also extends far beyond the borders of a
single country. Our review did not identify reports
addressing uniformity of accreditation standards or ways
to ensure physicians can confidently train across
borders. However, it is our belief that uniformity could
ensure that physicians seeking educational activities not
provided within their own country would be similarly
equivalent with regard to educational components, out-
comes and quality. To this end, mutual recognition
could be developed for all CME accreditation systems,
and would be required to be same, or ‘substantively
equivalent’. Substantive equivalency is based on the
ability of each system to reflect a common set of princi-
ples, values and metrics.49

Regardless of the scope of learning activities included
within national CME frameworks of learning, or the
number of credits expected to be achieved, the process
of substantive equivalency should ultimately be con-
structed on the ability of CME systems to demonstrate
how these principles, values and metrics are implemen-
ted and expressed within each system.
To this end, we also believe that international collab-

oration will play a key role in the establishment of
national physician validation systems, which suggests
that research on national physician validation systems
will be increasingly valuable and relevant to policy-
makers worldwide.

LIMITATIONS
We did not include non-English language publications,
although research has demonstrated that the evolution
of validation systems is taking place internationally.50

Similarly, despite the existence of a national validation

system in New Zealand, we did not identify a single
report from that country that sufficiently met our inclu-
sion criterion. Two reports did discuss or describe
the New Zealand programme, but within the context
of a global perspective.20 22 In other jurisdictions (eg,
Medical Council of Singapore), there are plans for a
system of revalidation.51 Evidence within biomedical
reviews suggests that highly cited areas of inquiry, evi-
dence syntheses are out of date within a relatively short
period of time.52 In all, these gaps point to the evolving,
international context of physician validation as an emer-
ging area of enquiry for researchers.
Despite identifying 45 applicable reports through

extensive searching, its likely additional data would only
be available within the grey literature, which historically,
is difficult to locate. Our review was based primarily on
‘published’ information, and likely excluded other juris-
dictions and intra-institutional documentation that
might have been acquired using other approaches.
Furthermore, we acknowledge that search results may

be complicated by the lack of standardised language for
describing and discussing validation systems. Terms such
as revalidation, recertification, maintenance of compe-
tence, maintenance of licensure and others carry differ-
ent connotations in different regions. We hope our
findings provide a depth of inquiry around these terms
that can be used for future research and scholarship.

CONCLUSION
This scoping review provides a comprehensive overview
of the state of the literature pertaining to the implemen-
tation of national systems developed to affirm the con-
tinuing competence of physicians. This review has
identified 45 reports that outline the complexity, syner-
gies, terminology and intricacies inherent in given
systems. We believe our findings describe the landscape
of revalidation, recertification and maintenance of com-
petence, along with the contexts within which these
systems were developed. The primary focus of the review
was ‘process-oriented’, and our findings suggest there is
relatively little objective evidence for the ‘how and why’
of existing national systems for affirming the competence
of physicians.

Author affiliations
1Research Unit, Royal College of Physicians and Surgeons of Canada, Ottawa,
Ontario, Canada
2Department of Community Health Sciences, Cumming School of Medicine,
University of Calgary, Calgary, Alberta, Canada
3Toronto, Ontario, Canada
4Department of Medicine, Memorial University, St. John’s, Newfoundland,
Canada
5Continuing Professional Development, Office of Specialty Education Royal
College of Physicians and Surgeons of Canada, Ottawa, Ontario, Canada

Twitter Follow Tanya Horsley at @thorsley_handle

Acknowledgements The authors thank Allan McDougall, Research Associate,
Research Unit, Royal College of Physicians and Surgeons of Canada for his
critical review of the manuscript.

8 Horsley T, et al. BMJ Open 2016;6:e010368. doi:10.1136/bmjopen-2015-010368

Open Access

http://www.medicalboard.gov.au/News/2015&ndash;03-24-media-release.aspx
http://www.medicalboard.gov.au/News/2015&ndash;03-24-media-release.aspx
http://www.medicalboard.gov.au/News/2015&ndash;03-24-media-release.aspx
http://www.medicalboard.gov.au/News/2015&ndash;03-24-media-release.aspx
http://www.medicalboard.gov.au/News/2015&ndash;03-24-media-release.aspx
http://twitter.com/thorsley_handle


Contributors All authors listed on the manuscript contributed substantially to
both the project and review of the manuscript. TH conceptualised the project,
completed the initial draft of the protocol and manuscript, oversaw project
conduct, screening, charting and interpretation, and is accountable for all
information here. JL and CC contributed significantly to the review of both the
protocol and final manuscript, and engaged in screening and charting and
interpretation. FB reviewed the protocol, manuscript and completed charting.
EC led the development of the search strategies, conducted developmental
testing and contributed to review of the protocol and manuscript. She drafted
the initial search methods. JZ coordinated the team and project and engaged
in screening, conflict resolution, tracking, protocol and manuscript review.

Funding Royal College of Physicians and Surgeons of Canada.

Competing interests CC, TH and JZ are employees of the Royal College.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement No additional data are available.

Open Access This is an Open Access article distributed in accordance with
the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license,
which permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, provided
the original work is properly cited and the use is non-commercial. See: http://
creativecommons.org/licenses/by-nc/4.0/

REFERENCES
1. Klass D. A performance-based conception of competence is

changing the regulation of physicians’ professional behavior. Acad
Med 2007;82:529–35.

2. Goulet F, Hudon E, Gagnon R, et al. Effects of continuing
professional development on clinical performance: results of a study
involving family practitioners in Quebec. Can Fam Physician
2013;59:518–25.

3. Wenghofer EF, Marlow B, Campbell C, et al. The relationship
between physician participation in continuing professional
development programs and physician in-practice peer assessments.
Acad Med 2014;89:920–7.

4. Wenghofer EF, Campbell C, Marlow B, et al. The effect of continuing
professional development on public complaints: a case-control study.
Med Educ 2015;49:264–75.

5. Grol R, Baker R, Moss F. Quality improvement research:
understanding the science of change in health care. Qual Saf Health
Care 2002;11:110–11.

6. McGlynn EA, Asch SM, Adams J, et al. The quality of health care
delivered to adults in the United States. N Engl J Med
2003;348:2635–45.

7. National Research Council. To err is human: building a safer health
system. Washington DC: The National Academies Press, 2000
(accessed 4-8-2014).

8. Forster AJ, Clark HD, Menard A, et al. Adverse events among
medical patients after discharge from hospital. CMAJ
2004;170:345–9.

9. Pringle M. Regulation and revalidation of doctors. BMJ
2006;333:161–2.

10. Hawkes N. Revalidation seems to add little to the current appraisal
process. BMJ 2012;345:e7375.

11. Teirstein PS. Boarded to death–why maintenance of certification
is bad for doctors and patients. N Engl J Med 2015;372:
106–8.

12. Arksey H, O’Malley L. Scoping reviews: towards a methodological
framework. Int J Soc Res Methodol 2005;8:19–32.

13. Sampson M, McGowan J, Lefebvre C, et al. PRESS: peer review of
electronic search strategies. Ottawa: Canadian Agency for Drugs
and Technologies in Health, 2008.

14. Ritchie J, Spencer L. Qualitative data analysis for applied policy
research. In: Bryman A, Burgess RG, eds. Analyzing qualitative
data. London: Routledge, 1994:173–94.

15. Cochrane Collaboration. Glossary of Terms in The Cochrane
Collaboration. Version 4.2.5 Updated May 2005. http://community-
archive.cochrane.org/sites/default/files/uploads/glossary.pdf
(accessed 7 Apr 2014).

16. Shaw K, Cassel CK, Black C, et al. Shared medical regulation in a
time of increasing calls for accountability and transparency:
comparison of recertification in the United States, Canada, and the
United Kingdom. JAMA 2009;302:2008–14.

17. James JM, Corbett M. The American Board of Allergy and
Immunology maintenance of certification program: “to do or not to
do? That is the question”. Ann Allergy Asthma Immunol
2010;105:485–8.

18. Rhodes RS, Biester TW. Certification and maintenance
of certification in surgery. Surg Clin North Am 2007;
87:825–36, vi.

19. Thistlethwaite J, Charlton R, Coomber J. Revalidation for relicensing
—reflections on the proposed British model. Aust Fam Physician
2012;41:70–2.

20. Staz M, FMRAC Working Group on Physician Performance
Enhancement. Physician Performance Enhancement a Historical
Perspective. Federation of Medical Regulatory Authorities of
Canada, 2013:1–26 (accessed 4-8-2014).

21. Maintenance of Licensure Implementation Group. FSMB Report from
the Maintenance of Licensure Implementation Group. Washington
DC, 2011 (accessed 4-7-2014).

22. Mahmood T. Recertification and continuing professional
development: the way ahead. Best Pract Res Clin Obstet Gynaecol
2010;24:807–18.

23. Committee on Quality of Health Care in America IoM. Crossing the
quality chasm: a new health system for the 21st Century.
Washington DC: National Academies Press, 2001.

24. Chung KC, Clapham PJ, Lalonde DH, et al. Maintenance of
Certification, maintenance of public trust. Plast Reconstr Surg
2011;127:967–73.

25. Miles PV. Maintenance of Certification: the role of the American
Board of Pediatrics in improving children’s health care. Pediatr Clin
North Am 2009;56:987–94.

26. Faulkner LR, Tivnan PW, Johnston MV, et al. Invited article: The
ABPN maintenance of certification program for neurologists: past,
present, and future. Neurology 2008;71:599–604.

27. Ayres RE, Scheinthal S, Ramirez AF, et al. Osteopathic certification
evolving into a continuous certification model. J Am Osteopath
Assoc 2008;108:159–65.

28. Yousem DM. Maintenance of certification: current attitudes of
members of the American Society of Neuroradiology. AJNR Am J
Neuroradiol 2008;29:224–7.

29. Pairolero PC. Thoracic surgery certification in the United States of
America. Thorac Surg Clin 2007;17:395–7.

30. Miller RH. Certification and maintenance of certification in
otolaryngology-head and neck surgery. Otolaryngol Clin North Am
2007;40:1347–57.

31. Darcy M. Maintenance of certification: a primer for interventional
radiologists. J Vasc Interv Radiol 2006;17:S175–81.

32. Sprague L. Fitness, knowledge, progress: assessing
physician qualification. Issue Brief Natl Health Policy Forum
2006:1–12.

33. Horowitz SD, Miller SH, Miles PV, et al. Board certification and
physician quality. Med Educ 2004;38:10–11.

34. Eismont FJ, Anderson S, Cruess RL, et al. Orthopaedic
recertification. J Bone Joint Surg Am 2002;84-A:1069–77.

35. Becker GJ, Bosma JL, Guiberteau MJ, et al. ABR examinations: the
why, what, and how. Radiology 2013;268:219–27.

36. Stratman E, Kirsner RS, Horn TD, et al. Maintenance of Certification
in dermatology: what we know, what we Don’t. J Am Acad Dermatol
2013;69:1.e1–11.

37. DeLisa JA. Maintenance of certification: continuing assessment of
physician quality with respect to their commitment to quality patient
care, lifelong learning, ongoing self-assessment, and improvement.
Am J Phys Med Rehabil 2009;88:775–9.

38. Dairiki Shortliffe LM. Certification, recertification, and maintenance:
continuing to learn. Urol Clin North Am 2009;36:79–83.

39. American Board of Family Medicine. A look back at the first year of
the new maintenance of certification program for family physicians.
Ann Fam Med 2005;3:279–80.

40. Miller SH. ABMS’ Maintenance of Certification: the challenge
of continuing competence. Clin Orthop Relat Res
2006;449:155–8.

41. Ayres RE, Scheinthal S, Gross C, et al. Osteopathic specialty board
certification. J Am Osteopath Assoc 2009;109:181–90.

42. Levine AI, Schwartz AD, Bryson EO, et al. Role of simulation in U.S.
physician licensure and certification. Mt Sinai J Med
2012;79:140–53.

43. Glasper A. What’s involved in the medical revalidation of doctors? Br
J Nurs 2013;22:180–1.

44. Youngson GG, Knight P, Hamilton L, et al. The UK proposals for
revalidation of physicians: implications for the recertification of
surgeons. Arch Surg 2010;145:92–5.

Horsley T, et al. BMJ Open 2016;6:e010368. doi:10.1136/bmjopen-2015-010368 9

Open Access

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.1097/ACM.0b013e31805557ba
http://dx.doi.org/10.1097/ACM.0b013e31805557ba
http://dx.doi.org/10.1097/ACM.0000000000000243
http://dx.doi.org/10.1111/medu.12633
http://dx.doi.org/10.1136/qhc.11.2.110
http://dx.doi.org/10.1136/qhc.11.2.110
http://dx.doi.org/10.1056/NEJMsa022615
http://dx.doi.org/10.1136/bmj.333.7560.161
http://dx.doi.org/10.1136/bmj.e7375
http://dx.doi.org/10.1056/NEJMp1407422
http://dx.doi.org/10.1080/1364557032000119616
http://community-archive.cochrane.org/sites/default/files/uploads/glossary.pdf
http://community-archive.cochrane.org/sites/default/files/uploads/glossary.pdf
http://dx.doi.org/10.1001/jama.2009.1620
http://dx.doi.org/10.1016/j.anai.2010.10.004
http://dx.doi.org/10.1016/j.suc.2007.06.004
http://dx.doi.org/10.1016/j.bpobgyn.2010.04.004
http://dx.doi.org/10.1097/PRS.0b013e318200ab61
http://dx.doi.org/10.1016/j.pcl.2009.05.010
http://dx.doi.org/10.1016/j.pcl.2009.05.010
http://dx.doi.org/10.1212/01.wnl.0000310815.29495.85
http://dx.doi.org/10.3174/ajnr.A0824
http://dx.doi.org/10.3174/ajnr.A0824
http://dx.doi.org/10.1016/j.thorsurg.2007.07.001
http://dx.doi.org/10.1016/j.otc.2007.07.010
http://dx.doi.org/10.1097/01.RVI.0000247916.05172.2A
http://dx.doi.org/10.1046/j.1365-2923.2004.01702.x
http://dx.doi.org/10.1148/radiol.13130384
http://dx.doi.org/10.1016/j.jaad.2013.03.033
http://dx.doi.org/10.1097/PHM.0b013e3181aeabdc
http://dx.doi.org/10.1016/j.ucl.2008.08.001
http://dx.doi.org/10.1370/afm.322
http://dx.doi.org/10.1097/01.blo.0000229289.75979.6f
http://dx.doi.org/10.1002/msj.21291
http://dx.doi.org/10.12968/bjon.2013.22.3.180
http://dx.doi.org/10.12968/bjon.2013.22.3.180
http://dx.doi.org/10.1001/archsurg.2009.227


45. van Zwanenberg T. Revalidation: the purpose needs to be clear.
BMJ 2004;328:684–6.

46. Ahmed K, Zakri R, Rowland S, et al. What is the current
status of revalidation in urology?. BJU Int 2011;108:
1248–53.

47. Chief Medical Officer. Good doctors, safer patients. London:
Department of Health, 2006 (accessed 4-7-2014).

48. Archer J, Regan de Bere S, Nunn S, et al. “No one has yet properly
articulated what we are trying to achieve": a discourse analysis of
interviews with revalidation policy leaders in the United Kingdom.
Acad Med 2015;90:88–93.

49. Horsley T, Grimshaw J, Campbell C. How to Create Conditions for
Adapting Physicians’ Skills to New Needs & Lifelong Learning.

Policy Brief Prepared for the European Observatory on Health
Systems and Policies and the Health Evidence Network of
WHO/Europe, 2010.

50. Merkur S, Mossialos E, Long M, et al. Physician revalidation in
Europe. Clin Med 2008;8:371–6.

51. Murgatroyd GB. Intelligence unit research, General Medical Council.
Continuing Professional Development: an International perspective.
2011. http://www.gmc-uk.org/static/documents/content/CPD___The_
International_Perspective_Jul_11.pdf_44810902.pdf (accessed 3
Sept 2014).

52. Shojania KG, Sampson M, Ansari MT, et al. How quickly do
systematic reviews go out of date? A survival analysis. Ann Intern
Med 2007;147:224–33.

10 Horsley T, et al. BMJ Open 2016;6:e010368. doi:10.1136/bmjopen-2015-010368

Open Access

http://dx.doi.org/10.1136/bmj.328.7441.684
http://dx.doi.org/10.1111/j.1464-410X.2011.10375.x
http://dx.doi.org/10.1097/ACM.0000000000000464
http://dx.doi.org/10.7861/clinmedicine.8-4-371
http://www.gmc-uk.org/static/documents/content/CPD___The_International_Perspective_Jul_11.pdf_44810902.pdf
http://www.gmc-uk.org/static/documents/content/CPD___The_International_Perspective_Jul_11.pdf_44810902.pdf
http://dx.doi.org/10.7326/0003-4819-147-4-200708210-00179
http://dx.doi.org/10.7326/0003-4819-147-4-200708210-00179

	National programmes for validating physician competence and fitness for practice: a scoping review
	Abstract
	Background
	Methods
	Selection
	Charting

	Results
	National physician validation systems
	Terminology
	Contextual factors
	Quality of care
	Professional competence
	Medical regulation


	Discussion
	Limitations
	Conclusion
	References


