31. Assessment of clinical competence
of the allergist/immunologist

Stephen I. Wasserman, MD La Jolla, Calif

The assessment of physician performance is increasingly central
to the practice of medicine. Participation in such assessment is a
manifestation of adherence by the physician to the highest stan-
dards of professionalism. The goal of physician assessment is to
assure patients and their families, the public, fellow physicians,
and ourselves that we are continuing to perform at the highest
levels possible. Traditionally, trainees have been assessed by
their program directors, and the methods for such assessment
are in place and have, in some cases, been validated against out-
comes. Assessment of practicing physicians is a newer concept
and arose as a response to the needs of physicians to demon-
strate accountability and the demands of the public and regula-
tory bodies. The leadership of the medical profession and the
certifying boards are committed to effective and appropriate
assessment and are in the process of implementing physician
assessments. To do so, multiple innovative and exciting new eval-
uative tools are under development. This review discusses the
history, background, and current state of the art in this arena.
(J Allergy Clin Immunol 2003;111:S774-8.)
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The preceding contributions to this primer detail the
diverse domains of clinical and laboratory expertise,
mastery of which is a prerequisite for the practitioner of
the discipline of allergy and immunology. The mecha-
nisms by which such mastery is assessed and document-
ed have evolved over time. Recent developments, includ-
ing reports from the Institute of Medicine on errors in
clinical practice,!:2 the “consumer movement” that has
raised patient expectations, together with the increasing
scrutiny of physician and health system performance by
third parties, has brought this issue increasingly into the
forefront of medicine. This review will focus on current
expectations of performance for initial certification and
for the “maintenance of certification” as a specialist in
the discipline of allergy and immunology, and the mech-
anisms by which physician performance in meeting these
expectations can be assessed. The richness of allergy and
immunology permits a variety of career tracks including
practice, research both in academia and industry, and
administration. However, the clinical performance crite-
ria for all allergists and immunologists must be identical
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Abbreviations used
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ABIM: The American Board of Internal Medicine
ABMS: The American Board of Medical Specialties
ABP: The American Board of Pediatrics
ACGME: The Accreditation Council for Graduate Medical
Education
RRC A/I: The Residency Review Committee for Allergy and
Immunology
TPD: Training program director

if the profession, in general, and our specialty, in partic-
ular, are to assure our patients and the public of our com-
mitment to the highest standards of clinical care.

FELLOWSHIP TRAINING

Fellowship training in allergy and immunology is
directly overseen by 2 complementary organizations, and
indirectly by a third. The first, the Accreditation Council
for Graduate Medical Education (ACGME), is responsi-
ble for assuring that training programs, and their spon-
soring institutions meet both the institutional and pro-
gram requirements for training in each specific
discipline. Thus, the ACGME is responsible for promul-
gating standards that hospitals (or other sponsors of
training) and training programs must meet in order to be
permitted to offer training. Such standards include appro-
priate institutional support, sufficient clinical and infra-
structure resources, documented curricular and educa-
tional commitment, and safe work/environmental
standards. In addition the ACGME identifies for each
individual discipline specific “special” requirements.
These special requirements include the distribution of
effort of trainees into clinical and research/scholarly pur-
suits; the required availability and magnitude of teaching
and research resources; and the specific disease entities,
clinical/technical procedures, and laboratory methods
each trainee must experience and master during training.
Additional opportunities, which should be available, are
also described. Compliance with these standards is
assessed by regular on-site review of both the institution
and the department/division offering training, by special-
ly trained reviewers. The Residency Review Committee
for Allergy and Immunology (RRC A/I) is made up half
by members selected by the ACGME and half by the
American Board of Allergy and Immunology (ABAI).
These reviewers assess compliance with standards and
report to the ACGME RRC A/I. The RRC A/I then
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reviews the reviewers’ report and either fully accredits
the program for up to 5 years or, in the case of failure of
the program to meet standards, suggests probationary
status with an opportunity to address specific shortcom-
ings, or may even disaccredit programs.

The second organization involved in training is the
ABAL In contrast to the ACGME and its component RRC
A/I, which accredit programs, the ABAI credentials (cer-
tifies) individuals. The board movement had its beginning
in the early decades of the 20th century. The initial board
for allergy was founded in 1941, with the development of
a subspecialty Board of Allergy within the American
Board of Internal Medicine (ABIM). In 1944, the Ameri-
can Board of Pediatrics (ABP) followed suit. In 1971,
after decades of wrangling, a new ABAI was developed.?
This new effort brought the internist-allergist and the
pediatrician-allergist programs together in a conjoint
board sponsored by both the ABIM and the ABP. Since its
inception, the ABALI has certified over 4000 physicians as
its diplomates. Initially, ABAI certificates were time
unlimited, but since 1989 new certificates have been lim-
ited in duration to 10 years, after which recertification is
required. In 1986, along with the ABIM and ABP, the
ABALI began sponsoring a certificate of special qualifica-
tions in Diagnostic Laboratory Immunology, which in
1990 was renamed Clinical and Laboratory Immunology.
These certificates are also time limited.

The third organization involved in both initial certifica-
tion and in the maintenance of certification is the Ameri-
can Board of Medical Specialties (ABMS). This organi-
zation is an affiliation of all of the approved certifying
boards, and it serves as a central body to coordinate the
policies and practices of the member boards. Most recent-
ly the ABMS and its constituent boards, in concert with
the ACGME, have been active in the development of a set
of general competencies against which physician per-
formance is to be judged. These competencies are patient
care, medical knowledge, interpersonal and communica-
tion skills, professionalism, practice-based learning and
improvement, and systems-based practice. Each board
and training program is expected to utilize these general
categories and assess physician performance within the
domains in a manner pertinent to that specialty.

INITIAL BOARD CERTIFICATION

Prior to 1970, many certifying boards directly assessed
the clinical performance of residents. This assessment was
a component of a 2-part board examination, one part a
proctored examination testing knowledge of the specific
discipline and the second a witnessed clinical encounter.
Since that time, the ABIM and ABP have discontinued the
requirement for a directly observed patient encounter as
part of their board examinations, and this requirement was
never part of the ABAI certification process. The ABAI
has, from its inception, administered only a secure, statis-
tically valid, knowledge-based examination to its candi-
dates for certification. To assure the board, the public, and
patients of the clinical qualifications of prospective diplo-
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mates, the ABAIT has relied upon the judgement of a train-
ing program director (TPD). This partnership has been for-
malized, and before granting admission to the secure
examination, the ABAI must be assured that the candidate
has met the standards expected of a practitioner of the dis-
cipline of allergy and immunology. Formally, this assur-
ance has taken the form of biannual reports by the program
director to the ABAI. These reports grade, on a 9-point
scale, the clinical competence of the trainee in the domains
of medical knowledge, clinical judgment, clinical skills in
history taking and physical examination, humanistic qual-
ities, professional attitudes, medical care including the uti-
lization of tests and procedures, commitment to scholar-
ship, and work habits. These reports are complimented by
a report of the proctored acquisition by the candidate of
procedural skills required for the practice of allergy and
immunology. With the advent of the 6 domains of physi-
cian performance noted above, the format of these reports
will change, but the fundamental responsibility of assess-
ment of such performance by the TPD will continue.

The entire process of resident/fellow performance
assessment has been increasingly directed toward out-
come measures, as opposed to process. Rather than
assess the specific number of hours devoted to a particu-
lar activity, or counting the number of procedures per-
formed or patients with a given diagnosis seen, TPDs are
increasingly expected to assess the mastery by trainees of
domains of knowledge and skills necessary for the prac-
tice of our discipline. This change in focus, from process
to outcome, has necessitated the development of new
tools of assessment. In some domains, valid tools of
assessment are available, but unfortunately in some they
are either not yet available or await validation.

Patient care

For some domains, close observation and interpersonal
interaction of trainee and the faculty are sufficient to per-
mit valid assessment of performance. Thus, the ability of
fellows to provide compassionate, caring, respectful,
appropriate, and effective care in disease management and
prevention can be best assessed observationally. Such
observations can be supplemented with chart reviews
assessing decision making, medical plans, and appropriate
selection of tests and procedures, with written exercises in
development of management plans, and by the presenta-
tion of cases and the discussion of the clinical problems,
such cases raised in clinical review sessions. To document
that an appropriately broad case mix has been seen by an
individual trainee, case logs may be employed. The prop-
er use of preventative services, such as immunization, can
be assessed utilizing both chart review and patient report.
The proper use and performance of technical procedures is
best assessed by direct observation by faculty skilled in the
specific procedure in question, supplemented by a log of
procedures performed and their indication and complica-
tions, if any. For some procedures, simulated patients or
virtual-reality technology may soon become available and
could prove particularly useful in the assessment of the
stepwise acquisition of competence and in judgment of
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current practical skill. Faculty observations may also be
supplemented by soliciting patient and family feedback
regarding trainee performance. In addition, in programs of
sufficient size, peer feedback can be employed to help
define clinical performance. These latter techniques have
been validated in the assessment of practitioner perfor-
mance in internal medicine.*5

Medical knowledge

The acquisition and appropriate utilization of medical
knowledge including cutting-edge genetics, pharmacolo-
gy, and population-based sciences has long been defined
utilizing candidate performance on statistically validated
secure examinations. Prior to engaging in such high
stakes examinations, a view of the growth of knowledge
and, most importantly, the identification of areas of
weakness can be identified and addressed utilizing in-
training examinations. Additionally, evidence of critical
and analytical thinking can be identified by reviewing
patient medical records and by the performance of the
trainee in the mandatory scholarly and research compo-
nents of the training program.

Interpersonal and communication skills

Interpersonal and communication skills, including the
ability to listen to the patient and their family, and to pro-
vide support and counsel, can be assessed by direct (in-
room) observation of the interaction of the trainee with
patients. These observations can be supplemented by the
review of videotaped patient care interactions, supple-
mented by judgment as to how the trainee met a prede-
fined set of criteria (checklist). Finally, patient feedback
may be solicited directly or via questionnaire.

Professionalism

Professionalism, 1 of the 6 domains of physician per-
formance, is receiving increasing attention and emphasis
in our often ethically challenged society.® Some aspects
of professionalism are embedded in other domains of
performance. For example, the commitment to compe-
tence and knowledge is at the core of medical knowledge
and patient care, and the commitment to improving qual-
ity of care is a key part of practice-based learning and
improvement. Others, such as physician commitments to
honesty, confidentiality, maintenance of appropriate rela-
tions with patients and their families, just use of finite
resources, and management of conflicts of interest and
one’s professional responsibilities stand apart and must
be independently assessed. Performance in this domain
can use hospital, medical, professional society, and com-
munity feedback, including identification of legal issues.
Probably most practical and important to the trainee is
faculty assessment, patient- and peer-review supplement-
ed where possible, by reviews obtained from nurses, stu-
dents, and other personnel who interact with the trainee.

Practice-based learning and improvement

Practice-based learning and improvement is a new area
of performance assessment, and one for which validated
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tools are not yet available. This domain reflects the grow-
ing focus on identifying and removing sources of error in
a nonpejorative manner, and is a skill that will foster life-
long learning in the trainee and practitioner. Proper uti-
lization of this technique requires analysis of one’s own
practice and comparison of performance against evidence-
based/expert guidelines or against normative data obtained
from peers. After the initial analysis and comparison,
regardless of the level of performance, the trainee is
expected to develop a plan for improvement and a mecha-
nism whereby the effectiveness of such a plan can be mea-
sured. After objective assessment of improvement (or lack
thereof) further analysis and appropriate modification of
the improvement plan are employed to attain and initially
exceed set goals for improvement. Current techniques
available to assess such activities include chart reviews,
observation of behaviors employed by trainees, and use of
specific exercises. In such exercises, particular issues may
be raised (eg, written care plans for asthmatic patients,
appropriate prescribing of glucocorticoid inhalers for asth-
matic patients) and trainee performance in the area
assessed, plans for improvement developed and pursued,
and performance improvement documented. To date, these
techniques have been used in a variety of quality-improve-
ment processes, but their universal application to trainee
performance has not yet begun.

Systems-based practice

The recognition of our increasingly complex health care
system and of the important contributions that various
members of the health care team can bring to the appro-
priate care of any specific patient has lead to the definition
of a new domain of physician performance: systems-based
practice. Thus, trainees are expected to understand the var-
ious systems of practice and delivery of health care and
their implications for the financing of the health care enter-
prise in general, and of individual patients, specifically. In
addition, trainees must know how to utilize the various
ancillary and support services of staff and other health care
professionals and to be able to advocate effectively for the
appropriate access to health care resources for their
patients. Examples of such activities pertinent to the prac-
tice of allergy and immunology include: advocacy for a
patient with asthma to receive necessary nonformulary
medications from her managed care plan; coordinating
with an infusion center and nursing staff the provision of
intravenous immunoglobulin for a patient with humoral
immune deficiency; and developing an educational pro-
gram for nurses of primary care physicians enabling them
to administer allergen immunotherapy to patients in pri-
mary care physician practices. No validated tool exists to
judge trainee performance in this domain. Components of
performance can be assessed utilizing global ratings from
those who interact with the trainee, from review of med-
ical records, and from in-training examinations that ask
questions regarding trainee comprehension of various
aspects of the health care system. Log books documenting
appropriate and effective advocacy on behalf of specific
patients may also be maintained.
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The complete assessment of competence of fellows-
in-training in allergy and immunology requires a partner-
ship between the board and the TPD. To the training pro-
grams has been delegated the direct assessment of
clinical performance, while the board retains overall
responsibility for judging the qualifications of the candi-
date and for the construction, administration, and valida-
tion of the secure cognitive examination. This partner-
ship has worked well, and the public and patients seeking
care from our trainees have been well served. The reor-
ganization of the evaluative process into the 6 domains of
clinical performance promises additional sophistication
in assessment. When tools have been developed that ade-
quately assess the most complex of these new areas
(practice-based learning and improvement, and systems-
based care) the validity and breadth of trainee perform-
ance will be further enhanced. Increasing the depth and
breadth of clinical performance evaluation underscores
the commitment of the discipline to the highest levels of
professionalism and increases the probability that only
the highest-quality clinicians will exit training.

MAINTENANCE OF CERTIFICATION

Initially, board certification was a one-time event,
good for the professional lifetime of the practitioner. A
number of influences, however, have made this previous
approach to certification untenable. From its inception,
the American Board of Family Practice (ABFP) has
issued only time-limited certificates, requiring diplo-
mates to recertify every 7 years.” This program was insti-
tuted because, in the view of the founders of the ABFP,
the rapid and continual expansion of the body of medical
knowledge made an examination taken at the end of
training insufficient to serve as evidence of scholarship
and commitment to excellence for a lifetime of practice.
In fact, the ABFP recognized that a cognitive exam was
not enough and began to perform chart reviews in its
recertification program at an early date. In the 1980s,
other boards began to share this opinion. For example,
the ABIMS® and ABP instituted a time-limited certificate
for diplomates in 1990 and the ABAI in 1989.7 All 3
boards did so to better assure the public and patients of
the ongoing scholarship and commitment of physicians
in these disciplines. For legal and ethical reasons, this
new approach was launched only for those certifying
after a specific date. The debate over health care
launched during the Clinton administration and public
concern over the shift to managed care with its perceived
emphasis in some of its manifestations on profit over
care resulted in patient and public expectations for
increased evidence of physician accountability. Addition-
ally, organizations that assess the performance of hospi-
tals and health plans, spurred on by documentation of
excessive variation in physician use of resources,® began
to discuss mechanisms to assess physician quality, and in
some instances plans were implemented. In some cases,
these plans seemed more directed to marketing purposes
or risk management, rather than as a coordinated pro-
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gram to truly assess the breadth of physician practice per-
formance. However, these early attempts led others to
propose appropriately broad and sophisticated assess-
ments. In the mid-1990s, the American Medical Associ-
ation launched a program to accredit physician practices,
but concerns over the ability of a membership organiza-
tion to independently evaluate physicians and its high
cost of development prevented its establishment. This
attempt, however, in concert with the maturing recertifi-
cation movement, led some to propose a broader, more
independent and physician-led process to accomplish the
goals of assessing physician performance within the con-
text of recertification.!0 Such assessments were believed
to benefit the public, patients, and physicians by assuring
ongoing commitments of physicians to scholarship and
the highest standards of professionalism in clinical prac-
tice. Moreover, the independence of the boards, their
physician leadership, and their expertise in assessment
made this approach logical and appealing. As the need
for continued assessment of physician performance
became accepted, the ABMS began to develop a program
of maintenance of certification required for all certifying
boards. This program will require all boards to assess
professional standing, life-long learning and self-assess-
ment, cognitive expertise, and practice performance for
all diplomates wishing to recertify. In this program, the
ABMS and its member boards have been encouraged to
work closely with their professional societies to develop
complementary educational programs and practice
assessment tools appropriate to the specific discipline.
All maintenance of certification programs are encour-
aged to add value to the physician participating in the
program. Value may be added by “simplifying the work
necessary to care for patients; improving the efficiency of
practice; improving patient, staff, and physician satisfac-
tion; and reducing duplicate assessment efforts by serv-
ing as the benchmark standard that would fill require-
ments of multiple assessment processes.”!1

Professional standing is to be assessed by requiring all
seeking recertification to possess an unrestricted license
to practice medicine. Several boards also require evi-
dence of good standing as reported by hospital and/or
health care organizations’ credentialing bodies.

Life-long learning and self-assessment can be assessed
in several ways. Some boards allow credit for participa-
tion in classic continuing medical education programs.
Others have developed tools that enable physicians to
query their own patient records to assess their perfor-
mance against national norms or expert/evidence-based
guidelines and to design programs to improve perfor-
mance based on their findings. For example, the ABIM
has launched a program in which physicians can assess
their patient records for appropriate use of preventative
services, and then design programs for improvement.
Additionally, clinical skills can be measured in novel test-
ing methods linked to educational programs. Again, the
ABIM has developed a CD ROM-based physical exami-
nation module in which physicians observe clinical signs
and answer questions based upon their interpretation of



S§778 Wasserman

such signs. Such a module could be linked to offerings of
professional societies enabling test takers, while taking
the examination, to learn from societies experienced in
educational programming. Finally, societies and boards
can develop linked educational materials and cognitive
examinations focusing on the newest procedures, medica-
tions, and clinical insights, thereby enabling test takers to
demonstrate that they are “keeping up” with the rapid
changes in their specialties. Currently, no board is using
this aspect of assessment to make a “pass/fail” decision
on candidates for recertification.

Assessment of cognitive expertise has long been the
domain of certifying boards. The administration of a
secure, statistically validated examination at some point
during the recertification process is essential for face valid-
ity. Such examinations should focus exclusively on clini-
cally established and relevant issues. To assure such rele-
vance, some boards (eg, ABAI, ABIM) have had practicing
physicians review and rate all prospective questions for
clinical relevance and validity, and the boards chose only
those questions that were highly rated. Interestingly, in this
new paradigm, the cognitive examination is not a “final”
examination, but rather a component of an overall evalua-
tion of a physician’s commitment to quality practice.

The most intriguing, difficult, yet promising area of
maintenance of certification programs is the assessment
of physician practice. As for those in training preparing
for their initial board certification, the 6 domains of gen-
eral competency (patient care, medical knowledge, pro-
fessionalism, interpersonal and communication skills,
practice-based learning and improvement, and systems-
based practice) are the components of physician per-
formance in practice to be assessed. The ABMS and its
member boards have as their goal to assess the activities
of a diplomate related to patients and patient care. Such
assessments should use measurements based on evi-
dence-based guidelines, expert consensus, or peer norms.
They should compare an individual’s practice to that of
their peers and enable the practitioner to develop plans
for practice improvement based upon initial assessments.
Evaluative tools should use proven and valid educational
and assessment methods and evaluate each of the 6
domains of competency, at least once during the mainte-
nance-of-certification cycle. This bold undertaking has
just begun. As for life-long learning, no board is current-
ly utilizing this component of the program to make a
“pass/fail” decision on recertification.

Several boards have developed innovative programs to
assess the domains of competency. For example, to
assess professionalism the ABIM has developed a
patient- and peer-assessment tool. Using this tool, physi-
cians can ask their patients and physicians with whom
they interact to rate their performance on a number of rel-
evant clinical functions and behaviors. Such ratings will
be fed back to the practitioner, compared to discipline-
specific normative data, and improvement plans devel-
oped for any areas of importance to the practitioner.

Some boards are collaborating with developers of pro-
cedural model systems, such as virtual bronchoscopy or
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flexible sigmoidoscopy devices, to enable physicians to
demonstrate their mastery of both the cognitive and pro-
cedural aspects of a clinical domain.

Practice-based learning and improvement methods to
date have employed focused physician review of patient
charts. Specific disease management processes (asthma,
diabetes, heart failure) and preventative skills are exam-
ples of the types of programs under development to
assess this domain.

CONCLUSION

The assessment of physician performance demonstrates
a life-long commitment of physicians to the highest ethi-
cal principles of professionalism. Assuring patients of a
commitment to scholarship, learning, and performance
maintenance and enhancement are the goals of such
assessments. During the initial training period, this process
is managed by the faculty of the training program under
the leadership of the TPD, complemented by the oversight
of the certifying board. Once a physician enters practice,
there is no comparable body to continually monitor and
assist in performance enhancement. Recognizing the need
for continuing physician accountability, the profession has
developed a thorough and responsible program in which
individual physician participation and self-directed learn-
ing/assessment/perform-ance enhancement is the corner-
stone. A commitment to such a program provides evidence
that the profession recognizes that the era of self-pro-
claimed excellence is over (if it ever existed). We have
fully entered the era of physician accountability—the
highest manifestation of professionalism.
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