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Abstract
Background: For several years, learners have been required to evaluate a continuing medical education (CME) session prior to
receiving a certi�cate of participation from an accredited provider. The mandatory nature of these evaluations has led to a high
number of evaluations that offer information of questionable utility.

Results: We obtained time stamped evaluation data from our CME services vendor, and compared the times that sessions were
evaluated to the start and completion times of those CME sessions. While almost all attendees completed evaluations, 8% did so
prior to the start of the session and half did so prior to its completion.

Conclusions: Making evaluations mandatory has had the effect of lowering the quality of the data thus obtained. In an age that has
been described as the “graying of grand rounds,” there are more effective strategies to enhance educational value and learner
satisfaction.

Background:
According to the Accreditation Committee on Continuing Medical Education (ACCME), “participation in accredited CME helps
physicians meet requirements for maintenance of licensure, maintenance of certi�cation, credentialing, membership in professional
societies, and other professional privileges.”1 Indeed, accredited continuing medical education is now required for medical licensure
in 48 states, Puerto Rico, Washington DC, the US Virgin Islands, and the Northern Mariana Islands.2 Obtaining that accreditation
requires a CME sponsor to meet several criteria, among them ACCME Criteria 11 and 12, which require them to “collect data and
information about the changes that result from its educational interventions, including changes it expects learners to make, changes
that learners actually make, and/or the impact on patients” and to then use this data in a quality improvement (QI) program.3

The American Academy of Family Practice was the �rst group to mandate CME requirements for membership in 1947. Currently, the
American Medical Association de�nes CME as educational activities that “maintain, develop, or increase the knowledge, skills,
performance, and relationships a physician uses to provide services for patients, the public, or the

profession.”4 The ACCME aids in the planning, implementation and evaluation of CME activities nationally. There are a wide range of
options available for CME requirement satisfaction- including certi�ed courses offered by hospitals, medical organizations or private
associations. Educational outreach is most commonly accomplished via weekly Grand Rounds format, but can also include lectures,
symposia, workshops, and structured interactive courses via print and online media. Research has shown that CME may not be as
effective as once thought in narrowing the gap between clinical practice and the acquisition and application of current evidence-
based medicine.5 

The goal of CME is to enable physicians to stay abreast of evidence based advances in patient care. Grand rounds serve as an
appropriate vehicle towards this objective by providing updates in cutting edge medical research, disease diagnosis and treatment,
promotion of collegiality among faculty, education and mentoring of residents, a focus on faculty areas of expertise, a forum for
departmental announcements, and providing CME credit. Conference objectives are three-fold: enhancing teaching skills and
strategies to translate learning into action, altering practitioner performance to enable improvement in healthcare practice and
optimizing patient outcomes.6 Physicians are obliged to maintain their medical licensure, with the majority of licensing boards
requiring completion of 12 to 50 hours of CME per year. 

Although it remains an important goal for departments to optimize the educational value of grand rounds conferences, the
implementation of a mandatory course evaluation does not serve this purpose. The necessity of obtaining CME means that the
required evaluation of the course materials is often seen by learners not as an opportunity to improve the CME process both for them
and the sponsor but, rather, as a barrier to obtaining the certi�cate necessary for maintenance of licensure, board certi�cation, and
other credentialing. Our department offers weekly Grand Rounds, for which CME is offered when the presentation is of su�cient
educational value. Recently, we switched from a paper based system of collecting CME attendance and evaluation data to an online
one. While our CME management vendor does not offer reporting with individual per-evaluation time stamps, they were able to
provide us with that information on our request.
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Methods:
We asked our CME evaluation vendor Eeds for all of the CME evaluation timestamps for our Grand Rounds from August 5 –
September 16, 2020. Eeds is a cloud-based CME integration system that allows organizations to view and track CME credits from
each learners’ individual transcript. It also allows participations instantaneous access to course materials, certi�cates, evaluations
and transcripts. During this time, we had seven Grand Rounds meetings, �ve of which offered CME credit. For these �ve sessions, we
had 168 total responses, which is an average of 33.6 responses per session. In our department, 41 would be expected to be available
to attend each grand rounds. We do not have data on how many people attended but did not �ll out the online assessment and
attendance. Our educational sessions run from 6:45 to 7:45 AM each Wednesday. For the �ve weeks we examined, we evaluated the
time of day of each response and compared it to the actual start of the didactic session.

Results:
Evaluations of CME grand rounds require the participant to respond to 3 questions on a �ve point Likert scale gauging responses as
“outstanding, good, average, fair or poor.” Participants are asked to evaluate the content of the presentation, the delivery of
information, and the overall presentation. Participants also assess if the speaker was objective and unbiased by commercial
interests, the educational relevance of the presentation to clinical practice and professional development, and if and how the activity
would affect practice change. Speci�cally, practitioners are queried as to how the activity will help with improvement in competence
or practice performance. Raters are also asked to assess how effective the presentation was in contributing to a change in solving
medical problems, the application of new scienti�c and clinical knowledge, skills and techniques, perceived self-e�cacy in medical
ethics and practice, responsiveness to QI issues, and/or the ability to provide safe, e�cient and cost-effective healthcare. 

Of 168 evaluations, thirteen (7.8%) were �lled out prior to 6:45 am on the day of the session.

An additional twenty (12%) were �lled out prior to 7 am. Fully half (n=84) of the evaluations were completed and submitted prior to
the conclusion of the didactic session. Of the remainder, 78 were submitted during the workday, with the rest submitted later in the
evening. One respondent submitted their CME evaluation at 3:10 am the morning after the session.

Discussion:
Twenty percent of our faculty answered questions relating to the didactic content (i.e. was it free from commercial bias, will it
change their current medical practice), before the sessions were a quarter of the way through. Almost 8 percent answered those
questions prior to the start of the actual session. Only half of our faculty waited until the conclusion of the session prior to
evaluating its content, biases, and its projected effect on their clinical practice.

This observed effect is likely due to the physicians’ need to obtain a CME certi�cate for maintenance of their career, (licensure,
hospital credentialing), far outweighing their desire to provide meaningful data to the CME providers. Conversation with physicians
at other institutions leads the author to believe that these results, despite being from a small sample at a single institution, are quite
generalizable.

In the late 19th century, classic Grand Rounds were �rst initiated by Sir William Osler at Johns Hopkins Medical School as a novel
method of clinical education.7 Residents learned through bedside teaching; faculty moved from patient to patient, ponti�cating on
the methodology of disease pathology, diagnosis and treatment.8 The traditional model of Grand Rounds was introduced as
teaching transitioned from a patient’s bedside to an auditorium. Classically, patients were present during a residents’ presentation
and senior faculty queried the patients and observed physical examination skills demonstrated by the resident.9 Once the patient left,
residents and faculty engaged in “free discussion between thinking men of widely different interests and experience that instilled
character and inspired future physicians.”10

The mid-to-late 20th century has been described as the “graying of grand rounds,” as patients and their social issues, feelings and
attitudes were no longer the focus. At this time, disease pathology became the most integral discussion topic.11 This shift in
structure to perceived monotonous, mundane, lecture-based didactics has called grand rounds relevance into question. There are a
number of reasons for declining grand rounds attendance as well as reduced relevance, prestige and educational orientation.



Page 4/6

Potential causes include poor organization, presenters’ poor teaching skills, concomitant clinical responsibilities of attendees, a
reduced patient-centered focus, reduced subspecialty practice relevance, reduced participation by departmental leadership, lack of
interaction between presenters and attendees, tardiness, food consumption, inconvenient timing and location, and physical
limitations of presentation venues.

In an effort to enhance the educational value of CME grand rounds as well as learner satisfaction, faculty development programs
should emphasize the importance of effective slide design, cogent topic selection, attendee participation and oral presentation skills
as described by Ferguson et al.12 The dual-coding theory by Richard Mayer13 describes the processing of information into working
memory via either auditory or visual pathways, both with a �nite capacity. Optimization of learning is accomplished by balancing the
cognitive load of both channels. Alley et al14 describe some basic principles for successful scienti�c presentations, including the use
of non-distracting images, reducing wordiness on a slide, and strong oratorical skills (tone, con�dence, speech delivery). These
principles have been shown to improve knowledge acquisition and information retention.15 On-screen text should not be repeated
aloud, as this creates redundancy in the visual and auditory cognitive loads described.

Literature reviews of CME evaluations have shown that outcome measures, length of follow-up and evaluation methods all remain
variable. In 2005, Curran and Fleet adapted the 4-level evaluation model by Kirkpatrick for utilization of a summative evaluation of
CME.16 Based on this adapted model, evaluation begins with participant satisfaction (level 1), followed by knowledge acquisition
and attitude change (level 2), physician clinical practice change (level 3), and then patient outcomes (level 4). Each level builds on
the former, and each successive evaluation represents a more rigorous analysis of overall effectiveness. The optimal CME
evaluation would measure the following variables: participant satisfaction, practitioner knowledge and attitude gauged with a
validated and reliable outcome measure, participant performance changes in the clinical setting based upon objectively observed
data, and �nally, improvements in patient outcomes.

Based on the ACCME 2020 data report, most learners transitioned from live courses or regularly scheduled series to online learning
activities. Analysis reveals 98% of accredited education activities are designed to change competence, 55% are designed to change
performance, and 28% are designed to change patient outcomes.17 Educators are tasked with identifying the most effective CME
tools to enhance information delivery and bridge the gap between evidence and clinical practice, particularly as these information
mediums are utilized for QI initiatives.

A number of academic departments attempting to improve the departmental GR experience have investigated attendance patterns,
utilized assessment surveys, and developed and implemented a series of subspecialty- speci�c topics. Presenters have been advised
on topic selection instead of leaving it to a lecturer’s own discretion. It has been reported that GR are the most expensive conferences
in most academic departments, due to stipends for external speakers and the time and opportunity costs for faculty diverted from
clinical responsibilities.18 Despite the aforementioned challenges, most academic medical centers still devote signi�cant time and
energy to GR planning, even though its effectiveness is largely unknown. Most academic departments provide CME credit for GR
attendance, and one study found that half of the faculty primarily used GR attendance for CME credit.19

Conclusions
Allowing participants in a CME session to provide feedback and evaluation of the session may generate useful data. Requiring
evaluation will generate a signi�cant amount of excess data, much of it prior to the conclusion, or even start, of the educational
session. Treating adult learners as captive data collection participants in a quality improvement project does a disservice both to
those learners and to the CME content providers, who receive feedback that is unrelated to their performance as teachers or the
quality of their didactic. Making evaluations mandatory has had the effect of lowering the quality of the data thus obtained. ACCME
Criteria 11 and 12 are quite high minded, but, in practice, only serve to create the appearance of addressing knowledge/performance
gaps while serving as a mere obstacle between physicians and the CME certi�cates they need to accumulate to continue to earn a
living. To academic departments looking to improve grand rounds quality, there are more effective ways to do so.
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