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Continuing Medical Education

The American Academy of Family Physicians (AAFP) 
operates a national accreditation system for continuing 
medical education (CME) for family physicians in the 
United States. As such, it is committed to accrediting 
CME content that is of the highest level of scientific 
evidence. Using Sackett’s definition of evidence-based 
medicine (EBM), criteria for Evidence-based CME 
(EB-CME) were introduced in 2002.1 CME content that 
delivers clinical recommendations based on scientific 
evidence from AAFP-approved EBM sources (Table 
1) and discloses both the source and the strength of 
evidence to learners was awarded special EB-CME 
credit designation.2 The AAFP’s Commission on Con-

tinuing Professional Development (COCPD) reviewed 
and approved EBM resources for documentation of 
evidence-based practice recommendations required 
for EB-CME designation. 

In 2005, the AAFP began awarding double CME 
credit for activities that meet criteria for EB-CME. 
There were several reasons for offering enhanced 
credit. It was perceived by the COCPD as a way to 
differentiate credit granted to activities based on the 
highest strength of evidence from those for which the 
supporting evidence is less rigorous. Extra credit for 
EB-CME also was viewed as a method of supporting 
the interests of state medical licensing boards that 
depend on CME to ensure that their physicians are 
competent to practice and maintain adequate perfor-
mance.3, 4 Finally, awarding double CME credit was 
a way to encourage CME faculty to use increasingly 
accessible EBM recommendations and guidelines in 
their presentations. The goal of double credit for EB- 
CME was to promote valid and reliable CME clinical 
content that leads to improved medical practice and 
patient outcomes. 
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participants at the 2006 AAFP Annual Scientific Assembly. We compared presenters and participants 
of sessions with EB-CME approval to those without, assessing faculty preparation and participants’ 
perceptions of CME quality and value. Results: EB-CME faculty preparation was more likely to use 
evidence-based medicine (EBM) resources and less likely to rely upon books, journals, or personal 
experiences. There were statistically significant differences in session participants’ perceptions with 
regard to scientific evidence presented, perception of commercial bias, and application of information 
to practice, with EB CME sessions more favorable in all dimensions. Main faculty barriers to EB- 
CME application were time constraints and limited understanding of the application and approval 
process. Conclusions: The AAFP’s EB-CME designation is associated with greater faculty use of 
EBM sources, while EB-CME participants perceive EB-CME as higher in quality and value. 
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Activities are designated for EB-CME credit when 
CME providers submit a special application to the 
AAFP. CME faculty must document in that applica-
tion that they will present evidence-based practice 
recommendations that are verifiable in preapproved 
EBM sources. The COCPD reviewed the CME activity 
applications and approved EB-CME credit designation. 
Since EBM only applies to clinical topics, non-clinical 
topics were not eligible for EB-CME credit. 

There was criticism from CME faculty and provid-
ers that the process for designating EB-CME is dif-
ficult and onerous, and many refused to complete the 
necessary application forms and other documentation 
necessary to designate their activities as EB-CME.5 
Additionally, many learners had failed to appreciate the 
value of EB-CME prior to the awarding of double CME 
credit. Awarding of double credit, however, stimulated 
physician interest in EB-CME designated activities. 

The present research, which was preceded by prelim-
inary study reported elsewhere,6 responded to calls to 
reexamine methods of establishing CME credit and 
increasing the rigor of CME.7 We studied the differ-
ences between CME faculty who submitted their pre-
sentations for AAFP EB-CME credit and those who did 
not. Specifically, the study had three main purposes: (1) 
determine the types of resources used and preferences 
for EBM resources to prepare CME presentations, (2) 

identify barriers to preparing EB-CME application, 
and (3) identify learners’ perceived differences in CME 
sessions designated as EB-CME versus those that are 
not. The study was granted an exemption from formal 
review by the AAFP Institutional Review Board.

Methods
Subjects and Setting

The 2006 AAFP Scientific Assembly (hereafter re-
ferred to as “Assembly”) was held in September 2006 
in Washington, DC. More than 4,800 family physicians 
attended 351 total CME activities during the 5-day 
Assembly. 

Faculty
Fifty faculty presenters were randomly selected from 

the 96 EB-CME designated sessions and all faculty 
from the 19 eligible non-EB-CME designated clinical 
sessions at the Assembly were selected to receive an 
e-mail inviting them to voluntarily participate in the 
study. The total sample thus consisted of 69 faculty 
members.

While the Assembly included 255 total non-EB-CME 
designated sessions, only 19 of those addressed clini-
cal topics. The others addressed practice management, 
research methods, or technology topics. Since non-
clinical topics do not have clinical evidence to support 
them they are not eligible for EB-CME credit. 

Physician Attendees
Physicians who participated in the AAFP Scientific 

Assembly learning activities were a second population 
of interest. Subjects for this phase of data collection 
were learners in 20 of the sessions taught by EB-CME 
faculty, and all 19 non-EB-CME designated clinical 
sessions, for a total of 39 sessions. The number of 
EB-CME sessions was selected purposively based on 
availability of staff members who had been recruited 
to assist with the study as part of their conference man-
agement duties. It was limited to the 20 sessions with 
highest attendance, thus ensuring most reliable staffing. 
For each of the 39 sessions sampled, staff randomly 
selected 20 participants as they entered the room and 
asked them to complete the learner survey. 

Instruments/Procedures
Those faculty selected to participate were e-mailed a 

survey immediately following the Assembly with up to 
three follow-up e-mail reminders and instructions for 
returning the completed survey to designated AAFP 
Assembly staff members (staff not on the research 
team). Identifiers were removed before completed 
surveys were sent to the study coordinator for data 
entry. 

Table 1 

AAFP-approved EBM Sources in 2006

American College of Physicians’ (ACP) Physicians’ Information and 
Education Resources (PIER)
Agency for Healthcare Research and Quality (AHRQ)
Bandolier
Canadian Task Force on Preventive Health Care
Clinical Evidence
Cochrane Database of Systematic Reviews
Database of Abstracts of Reviews of Effects (DARE)
DynaMedTM

EBM Online
Effective Health Care
Institute for Clinical Systems Improvement (ICSI)
InfoRetrieverTM

National Guidelines Clearinghouse

PEPIDTM

UpToDateTM

US Preventative Services Task Force (USPSTF)

AAFP—American Academy of Family Physicians
EBM—Evidence-based Medicine
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Faculty Survey
The instrument was based on the previously pilot-

tested survey.6 In that prior study, a five–item instru-
ment asked faculty to report the various resources used 
to prepare their CME presentation and the percentage 
of their total preparation attributed to each resource. 
Choices included the speaker’s own practice, consulting 
with colleagues, presentations from other professional 
meetings, textbooks, journals and other print media, 
Web-based resources, or others they were allowed to 
specify. In the present study, we expanded the choices 
to include specific AAFP-approved EBM sources pre-
sented in a checklist. Faculty in the EB-CME subgroup 
(n=50) were asked to report time spent researching for 
approved EBM documentation and time spent with the 
EB-CME application process. Those who presented 
clinical topics but who did not seek EB-CME desig-
nation (n=19) were asked to list barriers to seeking 
EB-CME credit. We also asked for demographic data, 
included gender, age, and practice category, either 
academic or nonacademic.

Attendee Survey
CME participants were presented surveys as they 

entered the session; the surveys were collected at the 
door as they left the room. No identifiers were used in 
the instrument. These survey items included a request 
that subjects rank reasons for choosing the session (eg, 
topic, time of session, evidence-based approach, num-
ber of credits, and perception of speaker reputation). 
A second set of questions used a 5-point Likert-type 
response scale (1=strongly disagree, 5=strongly agree). 

Subjects assessed the degree to which the session was 
based on valid scientific evidence, the speaker had a 
good understanding of the clinical evidence presented, 
the session was commercially biased, and to what de-
gree the participant would apply new information to 
patients and/or practice. 

Data Analysis
Demographic information, percentages and item counts 

were noted. The nonparametric Mann-Whitney test was 
used to analyze ordinal data from the Likert-type items 
that compared participant perceptions.8 All data were 
analyzed by session type but not by individual session.

Results
CME Faculty

Of the 50 EB-CME session faculty surveyed, 41 
(82%) responded, and of the 19 non-EB-CME session 
faculty, 13 (68%) responded. The majority in both 
groups were male (82% and 92% respectively). Age dis-
tribution and practice setting are shown in Table 2.

Faculty responses to questions about the resources 
used in preparing their CME activity are shown in Table 
3. The most used resources by EB-CME faculty were 
“my own medical practice” (25.4%), AAFP approve 
EBM sources (25.4%), and Web-based searches (21.1%). 
Non-EB CME faculty most often used “textbooks, 
CDs, tapes, paper journals” (32.3%), their own medical 
practice (30.4%), and Web searches (14.2%) as resources 
for preparing their presentations. Non-EB-CME faculty 
reported using AAFP-approved EBM sources for an 
average of 6.9% of their preparation resources for their 

Table 2 

Demographics of EB-CME and Non-EB-CME 
Faculty Respondents

EB-CME Faculty 
(n=41)*
82% Response Rate

Non–EB-CME Faculty 
(n=13)**
68% Response Rate

Age Age
   Less than 35 1    Less than 35 2
   36–45 14    36–45 1
   46–55 20    46–55 9
   56–64 3    56–64 0
   65 or more 1    65 or more 1
Practice Setting Practice Setting
   Academic 29 Academic 8
   Non-academic 12 Non-academic 5

EB-CME—Evidence-based continuing medical education
* EB-CME faculty were those whose presentations were approved for 
double credit.
** Non-EB CME faculty were those whose presentations were not 
approved, or those who did not apply, for double-credit.

Table 3

Sources Used by Faculty to Prepare 
CME Presentation

Source

EB-CME 
Faculty 
(n=41)

Non-EB-
CME 

Faculty 
(n=13)

My own practice experience 25.4% 30.4%
AAFP-approved EBM sources 25.4% 6.9%
Web-based searches, eg, PubMed 21.0% 14.2%
Textbooks, CDs, journals 14.9% 32.3%
Presentations from professional meetings 6.9% 3.5%
Consult with colleagues/experts 6.2% 8.8%
Other* >1% 3.9%*

* Other resources cited were ABFM, evidence-based practice, MD consult 
Web search

AAFP—American Academy of Family Physicians
EBM—Evidence-based medicine
EB-CME—Evidence-based Continuing Medical Education
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CME activity. Both groups also reported using consults 
with colleagues and professional meeting presentations; 
“other” sources specified by respondents included 
American Board of Family Medicine, American Heart 
Association, American College of Cardiology, Google 
Advanced Search, Evidence Based Practice, and MD 
Consult (Table 3).

When asked to indicate all AAFP-approved sources 
used in their preparation, the most frequently cited 
sources were the Cochrane Library, US Preventative 
Services Task Force, and National Guidelines Clear-
inghouse databases. EB-CME faculty tended to use 
multiple evidence-based sources (an average of three 
per faculty member) while non-EB-CME faculty tended 
to use a single source (Table 4).

When faculty who chose not to apply for EB-CME 
credit for their sessions were asked to list barriers that 

led to their decision, the reasons most often cited were 
time constraints and lack of scientific evidence for the 
clinical area they presented. One respondent cited a 
lack of understanding of the AAFP’s EB-CME appli-
cation process, and another listed cost for use of some 
approved sources as an obstacle. The average amount 
of additional time required for the EB-CME applica-
tion was reported to be 8 hours for the faculty without 
assistants. Those faculty using assistants reported an 
average of 2 hours of their own time researching sources 
and an average of 2.6 hours of assistants’ time. Average 
time reported for completing documentation required 
by AAFP was 1.5 hours for faculty without assistance. 
Those using an assistant spent an average of 1 hour, and 
assistants spent an average of .6 hours (36 minutes) to 
complete documentation requirements.

Attendees
A total of 514 participant surveys were returned, 281 

from EB-CME sessions and 233 from non-EB-CME 
sessions. The overall top-ranked reason to attend a 
session was “topic” followed by “time of session” and 
“evidence-based approach.” “Speaker reputation” and 
“number of credits” respectively were ranked lowest as 
motivators for attendance. When choices were analyzed 
by the session’s EB-CME status, the findings remained 
consistent with overall rankings. 

Responses to those questions that asked participants 
to rate characteristics of the session, with comparisons 
of EB-CME approved or non-approved CME, are 
shown in Table 5. Participant ratings were significantly 
more positive in three of these comparisons: based 
on valid scientific evidence (4.04 compared to 3.81), 
perceived commercial bias (1.39 compared to 1.57, the 
lower rating was better for this item), and new informa-
tion will be applied to practice (4.37 for EB and 4.02 
for non-EB sessions). The fourth comparison, speaker 
understood evidence, was more positive for EB ses-
sions (4.66 compared to 4.53), but the difference was 
not statistically significant (P<.05). 

Discussion
This study is the first to examine the behavior and 

opinions related to EB-CME for faculty and learners. 
We were able to replicate the findings of the smaller, 
regional study with regard to sources used by faculty in 
preparing their CME content. Distributions were simi-
lar, with EB faculty most often citing their own prac-
tices, EBM sources, and on-line searching as sources of 
information, while non-EB faculty relied more heavily 
on their own professional experiences along with books, 
journals, and CDs. We could not compare the use of 
specific AAFP-approved evidence-based sources since 
our earlier study did not examine that.

The AAFP EB-CME initiative was developed to 
stimulate the development and delivery of CME at the 

Table 4 

Faculty Members Use of AAFP-approved EBM 
Sources to Prepare CME Presentation

AAFP-approved EBM Source

EB-CME 
Faculty 
(n=41)

Non-EB-CME 
Faculty
(n=13)

ACP PIER 0 0

AHRQ 18 2

Bandolier 15 0

Canadian Task Force 3 0

Clinical Evidence 9 1

Cochrane Library 31 4

DARE 4 1

DynaMedTM 5 1

EBM Online 2 1

Effective Health Care 1 0

ICSI 4 0

InfoRetrieverTM 6 1

National Guidelines Clearinghouse 25 2

PEPIDTM 0 1

UpToDateTM 14 2

US Preventative Services Task Force 25 5

Mean number of sources per faculty 3 1

AAFP—American Academy of Family Physicians
EBM—Evidence-based medicine
EB-CME—Evidence-based Continuing Medical Education
ACP PIER—American College of Physicians’ Physicians’ Information 
and Education Resource
AHRQ—Agency for Healthcare Research and Quality
DARE—Database of Abstracts and Reviews of Effectiveness
EBM Online—Evidence-based Medicine Online
ISCI—Institute for Clinical Systems Improvement
PEPID—Portable Emergency and Primary Care Information Database
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highest strength of scientific evidence. When CME 
presenters use EBM Web sources, there is a greater 
likelihood that their teaching will reflect current prac-
tice recommendations and improve the recommended 
alignment of CME with practice guidelines.8 The fact 
that an overwhelming majority of AAFP Assembly 
clinical faculty sought and received EB-CME credit for 
their sessions indicates the value placed on EB-CME 
credit by AAFP and their faculty. 

The requirement to use AAFP-approved EBM sourc-
es seems to have had the desired effect with the EB-
CME faculty reporting use of those sources three times 
more than their non-EB faculty colleagues. Those who 
use EBM sources seem much less likely to rely on their 
own practice experience to prepare CME content. The 
preference for the Cochrane Library, National Guide-
line Clearinghouse, US Preventive Services Task Force, 
AHRQ, and one commercial product, UpToDateTM, may 
speak to their availability to family physicians. Know-
ing these preferences will be useful to CME providers 
as they work with faculty to develop CME for family 
physicians and other primary care clinicians. 

The primary barriers to applying for EB-CME credit 
in this study, as well as the regional study, were time 
constraints and lack of evidence in a particular clinical 
area. As faculty become more attuned to evidence-
based approaches, they will likely be more efficient 
in searching and seeking out evidence-based content. 
The AAFP should continue to refine their processes 
to increase efficiency in the application process. There 
will always be some additional work to document this 
special credit designation. The lack of clinical evidence 
will mean that there are always some CME presenta-
tions that will not meet the criteria for EB-CME. The 
process will stimulate faculty to start their content 
preparation by looking at available evidence and using 
validated EBM sources to ensure that practice recom-
mendations are based on best available evidence as 
well as their own knowledge and clinical experience. 

Learners have more assurance that their CME is evi-
dence based and without commercial bias. 

This study also seems to show physician learners 
place value on EB-CME even if they didn’t use the 
designation as the main reason to attend a session. 
Markers for high-quality CME, scientific evidence, 
and lack of commercial bias were rated higher in the 
EB-CME sessions, and participants were more positive 
about applying new knowledge to practice.

Limitations
This study had a number of limitations. First, the rela-

tively low number of clinical sessions available without 
EB-CME led to fewer than desired non-EB-CME fac-
ulty participants to include in the study. Because the 
AAFP emphasizes the importance of EB-CME credit, it 
may have a higher percentage of EB-CME sessions than 
other CME programs. Second, selection of sessions 
used to study participants was based on availability of 
conference staff, rather than a true random selection, 
but given the population and sample size, we don’t 
believe this influenced the results. Third, simple use 
of the term “AAFP-approved evidence-based sources” 
may have influenced both faculty and learners in their 
behaviors and responses.

Conclusions
Based on this study, we recommend continued 

emphasis on the use of EBM sources for CME de-
velopment. Implementing the AAFP’s criteria for 
evidence-based CME will help to ensure a higher level 
of evidence and less risk of perceived commercial bias 
in CME.
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Table 5 

Participants’ Perceptions of Evidence, Bias, and Practice Application

Measure
EB-CME Sessions (n=20) 

Mean Rating
Non-EB CME Sessions (n=19)

Mean Rating Significance *(P<.05)
Session based on valid scientific evidence 4.04 3.81 .02*
Speaker understood evidence 4.66 4.53 .09
Perceived commercial bias 1.39 1.57 .01*
New information will be applied to practice 4.37 4.02 .00*

Session participants in 20 EB-CME sessions (n=281) and 19 non-EB-CME sessions (n=233), rated the four variables shown using a 5-point Likert-
type response scale where 1=strongly disagree, 5=strongly agree. The Mann-Whitney non-parametric test was used to determine statistical significance 
(P<.05).



740 November-December 2009 Family Medicine

Corresponding Author: Address correspondence to Dr Davis, National 
Institute for Quality Improvement and Education, 285 Waterfront Drive 
East, Suite 100, Homestead, PA 15120. 412-205-5368. Fax: 412-202-1667. 
ndavis@niqie.org.

References

1. Sackett DL, Straus SE, Richardson WS, et al. Evidence-based medicine: 
how to practice and teach EBM, second edition. London: Churchill 
Livingstone, 2000.

2. American Academy of Family Physicians. EB-CME guidelines and 
documentation. www.aafp.org/online/en/home/cme/cmea/ebcme.html. 
Accessed March 23, 2008.

3. Johnson DA, Austin DL, Thompson JN. Role of state medical 
boards in continuing medical education. J Contin Educ Health Prof 
2005;25:183-9.

4. Williams BW. The prevalence and special educational require-
ments of dyscompetent physicians. J Contin Educ Health Prof 2006; 
26:173-91.

5. Davis NL. Evidence-based CME: its time has come. The STFM Mes-
senger 2003;Dec:2.

6. Lawrence SL, Morzinski JA, Radjenovich ME. The influence of double-
credit evidence-based continuing medical education on presenters and 
learners. Wisc Med J 2008;107(4):181-6. 

7. Davis NL, Willis CE. A new metric for continuing medical education 
credit. J Cont Educ Health Prof 2004;24:139-44.

8. SPSS base applications guide. Chicago: SPSS, Inc, 1999
9. Zieger RF. Toward continuous medical education. J Gen Intern Med 

2004;20:91-4.


