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Independence has been top of the agenda of accrediting
bodies worldwide for many years and has just recently
been aligned in a consensus document [1] adopted by
major accrediting bodies. Furthermore, independence
from any undue third-party influence has also been
a top criterion to be assessed in the accreditation pro-
cess. As a result, currently accrediting bodies demand
that faculty should be carefully selected, in particular
with regard to competing interests, and representatives
of commercial interests can at no point take a role in
continuing medical education(CME).

Nevertheless, the Marburger Bund (MB) position paper
on the independence of CME [2] reminds us that aiming at
the independence of CME needs to take a holistic view of
all the factors which have an impact on items relevant to
CME and its outcome. Though this position paper relates
to a German background, it addresses some issues of
general importance for medical education in general, and
CME accreditation in particular:

(1) Physicians have globally claimed that professional
autonomy is an indispensable prerequisite to
establish a trustworthy physician-patient relation-
ship [3], and that no third-party influence should
ever interfere with this [4]. In the current increas-
ingly complex health-care settings, it has become
a challenge to maintain autonomy in medical
decision-making, and this also relates to opinion
forming by medical education. Since contempor-
ary medicine is committed to the principles of
evidence-based medicine, competence in evaluat-
ing trial design and statistical methods is also
crucial to being able competently to exert profes-
sional autonomy. But this is still conceived by
many physicians as “deculturalization” of medi-
cine, which they think should be based on person-
ally imparted clinical experience (from expert to
trainee), and thus, at least in Germany, compe-
tence in methodology has still not become

a mandatory and structured part of undergraduate
syllabus.

Thus, for the time being, the minimum solution to this
problem should be that accrediting bodies should
make it obligatory that time is devoted to the topic
of related methodological issues in each accredited
CME activity.

(2) The quantity and accessibility of evidence have
become important: doubling time of “medical
knowledge” has been estimated to be in the
range of 73 days in 2020 [5], and consequently,
the volume of publications summarising evidence
(e.g. guidelines) has multiplied in only about two
decades [6]. This clearly demonstrates that the
sheer quantity of information can no longer be
assimilated by the individual physician, whether
presenter or learner in a CME context. This is
further complicated by the fact that there exists
no single source where all information on clinical
trials can be found: in times of clinical mega trials,
it usually takes years to analyse and publish all the
data, and this, for various reasons, in most cases
involves publication in multiple journals. Thus, as
a contemporary example, the results of only the
main outcomes of the FOURIER trial of evolocu-
mab, a monoclonal antibody which results in cho-
lesterol lowering, have so far been published in 12
full papers between 2017 and 2020, involving 7
different peer-reviewed journals (bibliography
provided by the manufacturer).

But, since the quantity of time for CME, in general,
has not proportionately been lengthened, this has also
created a mounting content-time mismatch with the
potential to introduce significant selection bias through
segmentation of evidence due to time constraints. It
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probably needs a complex intervention to solve this
multi-layer problem, but the proposals made by MB
deserve further consideration, since they attempt to
preserve as much professional autonomy as possible
for the individual physician:

e MB takes a strong stance for professional self-
regulation in proposing that assimilation of large
quantities of evidence in limited schedules should
be achieved by systematic integration of aggregate
data (like meta-analyses, systematic reviews) pro-
vided by independent, profession-led organisa-
tions (like the Cochrane Collaboration) with
transparent procedures for assessment of evi-
dence. Accrediting bodies should consider making
this a general recommendation/rule in their
accreditation frameworks.

e But MB also recognises the limitations of what the
profession can achieve: in the light of the ongoing
efforts of industry to limit transparency and
restrict access to outcomes data in particular
[7,8], regulators will definitely need to take action
to ensure not only integrity of CME but also, even
more importantly, patient safety [9,10]. It is not
acceptable that content in CME is selected and
presented without the influence of industry, if the
content itself has already been biased by industry.
Thus, organisations representing the interests of
medical professionals, which might include,
among others, the International Academy for
CPD Accreditation, the global representation of
accrediting bodies, and, in Europe, the Standing
Committee of European Doctors (CPME), should
probably join forces and start a joint initiative, in
order to encourage regulators to create databases
not only to serve licencing purposes but also CME
[11].

Maintaining intellectual autonomy through building
competence and ensuring full access to all data (i.e.
transparency) is the only way to contain latent doubts
and distrust, already present in the medical community
[12-15], and for which the current corona crisis has
provided only the most recent striking reason
[9,10,16-19].

(3) Language is a crucial tool not only in physician—
patient interactions but also in physician-physician
communication, and determines our concepts,
practice, and motivation in delivering healthcare
Thus, as can be demonstrated during the current
COVID-19 pandemic, the difference in language
between remdesivir is a “breakthrough” [20-22]

or that it is “helpful but not a wonder drug” [23]
will have an important effect on the readers’
reactions.

Efforts are ongoing to translate “symbols” (like p-values)
into meaningful clinical decisions. These range from new
ways in statistical reporting [24,25] to finding appropriate
wording to differentiate between “noticeable” and “valu-
able change” in outcomes in clinical trials [26]. However, it
is still the case that; disparate appraisals (e.g. “strong”
recommendations based on expert consensus, i.e. in the
absence of publicly available evidence, or use of subgroup
analyses as proof of efficacy); misinterpretation [27-29],
and spinning [30], alone or in combination with incom-
plete reporting [31,32] are not uncommon. Although more
research is clearly needed on language in physician-physi-
cian interactions, current findings show devastating differ-
ences in the effects of language on decision-making, e.g. in
the wording of guideline recommendations [33,34].

On this background MB proposes:

e Strict separation of description of strength of evidence
from presenters/authors’ opinions: For the time
being this is likely to be the only way to avoid
confusing evidence with opinion, and the bar
should be set very low, including the avoidance
of labelling a statistical difference as “highly
significant”.

e Use of subjunctive mood of verbs for all findings
from non-randomised investigations: As has
impressively been demonstrated with hydroxy-
chloroquine in the COVID-19 pandemic
[35,36], currently the bar seems to be set so low
that any evidence is considered as a call for
action [37,38], despite not being able to justify
off-label prescriptions of potentially harmful
drugs. This reduces considerations of the
strength of evidence to an academic exercise
with little (if any) impact on clinical decision-
making. Notwithstanding that also randomised
trials need to be scrutinised, the MB proposal to
use the subjunctive mood of verbs for all find-
ings from non-randomised investigations at least
tries to give the two classes of evidence
a linguistic representation, signifying (at least in
German language) differences in confidence to
support clinical decisions. However, this
approach is not evidence-based, and thus needs
further evaluation. Importantly it shows that also
more research is needed to clarify potential dif-
ferences in language perception across different
languages and/or cultures [39]. It also



emphasises that it is likely to be impossible to
differentiate all levels of evidence with appropri-
ate discriminative power solely by language, and
thus, it may be a helpful supportive measure to
demonstrate to participants’ differences in
strength of evidence through some sort of dia-
grammatic hierarchical presentation of content,
as proposed by MB.

e Respect professional autonomy and don’t try to
push decisions in cases of weak evidence: Most
accrediting bodies demand, that CME presenta-
tions should be “balanced”. As pointed out this
has a perspective related to quantity and avail-
ability as well as to quality of evidence, but it also
relates to decision autonomy of the individual
physician. Or to put it in other words, where
evidence does not speak for itself, third party
recommendations cannot justifiably claim to
impact on the individual physician-patient rela-
tion. CME, in such cases, has not only to dis-
courage largely arbitrary decisions (as with the
use of hydroxychloroquine for COVID-19) but
must also not suggest certainty where there is
none. Thus, the only way to preserve decision
autonomy is to provide physicians with the avail-
able problem-related information (evidence), but
leave the ultimate decision entirely to the treat-
ing physician without interference from third
parties.

To find solutions to language issues will not be an easy
matter, but is crucial, since time is against us: our ability
to memorise grades of trustworthiness of information
fades with time (“sleeper effect”, 40) and later debunking
of erroneous beliefs, once formed, may be complex [41].

Do we need more engagement of professional unions
in discussing principles of CME? Professional unions
champion professional autonomy and intellectual integ-
rity in everyday medical decisions to support their mem-
bers in their fight against economisation, if not
commercialisation of health-care systems. In view of
the broadly designed strategy pursued by industry, ran-
ging from influencing trial design to lobbying with pol-
icymakers [42-44], in order to safeguard their interests,
accrediting bodies will probably need support from all
stakeholders with an interest in independent CME.
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