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or failure. Without performance 
data, not only do I, as an inter-
nist, have little sense of where I 
stand, but the clinical leader of 
my practice group knows little 
about my fund of knowledge. 
She has some key evidence with 
regard to the group’s younger 
doctors, for they are being re-
certified. If they fail their board 
examination, it probably indi-
cates some deficiency. But most 
members of our practice, having 
become certified before 1990, are 
grandfathered into the old system 
of lifetime certification. Now, in 

the face of public demand for 
greater transparency, many are 
pushing for greater accountability 
through universal recertification 
— a worthy goal, as my recent 
experience with voluntary recerti-
fication convinced me.

I took many standardized tests 
in my day. Starting with an en-
try exam for parochial school at 
10 years of age, I sat for them all. 
Unsure what I wanted to do, I 
added to the usual SATs, MCATs, 
and NBME exams the LSAT, sev-
eral GREs, and the GMAT. Not be-
ing a natural test taker, I didn’t 

do very well on most of them. 
But there were new things to do, 
and the exam was the gate to the 
next level. I thought I had long 
ago taken my last test: I had no-
where else to go. This is, in fact, 
the problem with taking the 
boards as a grandfathered inter-
nist: since there is no new plateau 
to reach, the only side seems to 
be the downside — you could 
fail. Moreover, as the brain ages, 
memory weakens. Why ask for 
trouble?

So I wouldn’t have attempted 
recertification were it not for a 
nagging sense of hypocrisy and 
my unease with some relevant 
clinical issues. I saw a lack of in-
tegrity in belonging to a profes-
sion that forced younger physicians 
to become recertified while I de-
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clined to do so myself. My dis-
comfort was compounded by a let-
ter someone wrote to the American 
Board of Internal Medicine (ABIM) 
complaining about the recertify-
ing exam and pointing out that 
I, the ABIM chairman at the time, 
had never been recertified.

Then, a cardiologist friend told 
me that he had signed up late 
for his recertification exam and 
would have to take it without 
studying — but, he said, “I prac-
tice it every day; I’d better be able 
to pass.” I realized that I did not 
have his confidence — indeed, I 
had begun to feel out of date. 
For example, though I had cared 
for patients with HIV infection 
since the mid-1980s, I had grown 
increasingly reliant on infectious-
disease consultations as I became 
less comfortable with new anti-
retroviral drugs. I was not just 
letting myself down: I had pa-
tients to consider.

I gave myself two years to 
complete recertification. First, I 
would have to work through some 
knowledge modules (the ABIM 
self-evaluation program or the 
Medical Knowledge Self-Assess-
ment Program [MKSAP] of the 
American College of Physicians) 
and demonstrate my practice ef-
fectiveness, which currently en-
tails completing the Peer and Pa-
tient Feedback or the Practice 
Improvement Modules, both ABIM 
products. Finally, I would have to 
pass a proctored, secure exami-
nation.

I used the ABIM products for 
the initial stages. The peer and 
patient assessment was a matter 
of asking some of my peers and 
patients what they thought of me 
— useful silence breaking, even 
if I didn’t get many take-home 

messages from it. And it took 
only a few hours.

The Practice Improvement 
Modules required me to gather 
data on 20 of my patients with 
diabetes and send them a survey. 
Collecting the data showed me 
how inadequate our electronic 
medical record was: to find my 
study sample, I had to print out 
the names of all my patients and 
remember who had diabetes. The 
data were submitted to the board, 

and the results were none too 
rosy. I — like most other inter-
nists, apparently — was not do-
ing so well. At least part of my 
problem was that I hadn’t thor-
oughly reviewed diabetes treat-
ment since residency and was not 
up on the latest expert guide-
lines.

Which leads me to the big 
hurdle: the exam. Physicians com-
plain that it is high-stakes (those 
with time-limited certificates don’t 
want to lose them), irrelevant (it 
doesn’t test knowledge that in-
ternists need), not useful (one 
isn’t a better doctor for having 
taken it), and time-consuming. 
On the basis of my experience, I 
believe that none of these com-
plaints are valid. Moreover, giv-
en the relatively low failure rates, 
taking the exam appears to be 
less risky than many physicians 
fear (see table).

Having committed myself to 
finishing by the summer of 2005, 

I signed up to take the exam in 
May. I had already done several 
self-evaluation program modules 
through the ABIM and had found 
them difficult, even after review-
ing the literature or online text-
books. Clearly, I needed a thor-
ough review.

So from March through May, 
I spent a good deal of time with 
the MKSAP, reviewing various 
specialties and answering the 
accompanying questions. I was 
disturbed by my inability to re-
ply to more than 30 or 40 percent 
of them without having to look 
up answers — and even then, I 
was wrong more frequently than 
seemed reasonable.

But the material hardly seemed 
irrelevant. True, I’ve seen no pa-
tients with membranous glomer-
ulopathy since I began practicing. 
However, that condition did not 
seem any more irrelevant in a 
recertification review than it was 
when I first learned about it. It 
does seem appropriate for an in-
ternist to have some working 
knowledge of intrinsic renal dis-
ease. And true, reviewing can be a 
grind, especially since the MKSAP 
seems to presume that you are 
the only internist for a 700-bed 
hospital. But I realized that I 
was becoming the sort of inter-
nist who treated hypertension and 
upper respiratory tract infections 
but otherwise simply consulted 
experts without trying seriously 
to think through differential di-
agnoses. Relevance was not an 
issue.

Nor was usefulness. My review 
improved my hunches about com-
mon medical problems and made 
me comfortable in areas that used 
to be somewhat murky. I have 
caught up on the literature on 
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Yes, a recertification 
exam is high-stakes 

and demanding: 
it has to be.
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