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hmed and colleagues are to be congratulated for
Atheir scholarly review of the effectiveness of con-

tinuing medical education (CME) for the purposes
of specialist recertification.! They are correct to point out
the dangers of healthcare professionals viewing CME as a
method of accumulating credits for its own sake — rather than
as a means of improving their practice. This is likely to be
particularly at issue in the case of specialist CME where an
individual tertiary care specialist may gather the requisite
number of credits, but still not do much CME that relates
directly to their clinical practice and thus that will improve
their clinical practice. In any case, education is not like a
drug — it is difficult to definitively prove its “effectiveness”
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by means of traditional quantitative research trials. It is likely
that another perspective is called for.

That perspective may best come from the paradigm of
improvement science rather than that of education. It may be
better for specialists to measure key outcomes of their prac-
tice at baseline, institute clinical quality improvement meas-
ures and continually re-measure and measure at the end of
a fixed period. At the end they might evaluate the improve-
ment project and see what they have learned. Improvement
may thus result in learning, rather than learning resulting in
improvement. The key advantage of this approach is that it
would result in a project tailored to the individual clinician’s
need - regardless of their degree of specialization.

Finally the authors are right to draw their review to a
close with research questions for the future. To their list of
questions, | would add 2 more: (1) should CME be a team-
based activity rather than an individual activity?; and (2)
what forms of CME offer best value for the sums spent on
them? CME has become a multimillion dollar industry. If we
are to continue to invest, surely we should have better data
on cost-effectiveness, cost benefits or cost utility??
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