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Recently, AAOS Now edito-
rial board member Frank B. 
Kelly, MD, held a roundtable 

discussion to dispel some common 
misconceptions about the Ameri-
can Board of Orthopaedic Surgery 
(ABOS) Maintenance of Certifica-
tion™ (MOC) process. Participants 
inclued Shepard R. Hurwitz, MD, 
ABOS executive director; James R. 
Kasser, MD, ABOS past president; 
David F. Martin, MD, ABOS  
president; Thomas Parker Vail, 
MD, chair of the ABOS MOC 
Committee; and Stephen M. Mc-
Collam, MD, a community-based 
orthopaedist and member of the 
Board of Councilors (BOC).

Dr. Kelly: From talking to col-
leagues, I’ve found that many have 
misconceptions and misunder-
standings about the ABOS MOC 
program. I’d like to clarify some of 
these issues and concerns, begin-
ning with what MOC is, and how 
it was developed. 

Dr. Hurwitz: MOC is a process; 
it’s not simply taking a recertify-
ing exam. That’s the big difference 
between MOC and the previous 
recertification requirement. 

MOC was developed in response 

to directives from the American 
Board of Medical Specialties 
(ABMS), of which the ABOS is a 
member. The shift from a single 
test to the MOC process was to 
show the public—including pa-
tients, payers, hospitals, health sys-
tems, and regulators—that certifi-
cation is not static, but an ongoing 
process of both knowledge- and 
skill-based education to improve 
quality and patient care.

Outside stakeholders see MOC 
as a quality improvement process. 
The main buy-in has been from the 
public sector, from groups such as 
the Centers for Medicare & Med-
icaid Services. The private sector—
private payers, hospitals, the Joint 
Commission, and other groups—
are beginning to use MOC par-
ticipation as a marker that an 
individual physician or surgeon has 
taken it upon himself or herself to 
maintain a knowledge base and a 
skill set and to keep current with 
practice changes, including changes 
in health delivery and systems. 

Dr. Kelly: So, MOC is not an ini-
tiative of the ABOS, but a response 
to a mandate from the ABMS?

Dr. Hurwitz: Correct. The man-
date was to change recertifica-
tion to a process that had certain 
elements of what is now called 
“maintenance of certification.” It’s 
important to note that this was 
not a one-sided process created by 
the ABOS without input from the 
fellowship of the Academy. MOC 
was developed by orthopaedic 
surgeons for orthopaedic surgeons. 
The Joint AAOS/ABOS Task Force 
on MOC was created as soon as 
the ABMS announced that recerti-
fication would be changing. 

Dr. Kelly: How do each of the four 
basic components—professional 
standing, life-long learning, cogni-
tive expertise, and performance in 
practice (Fig. 1)—apply to MOC?  

Dr. Vail: The first component—
evidence of professional stand-
ing—is demonstrated by having an 
unrestricted state medical license 
and unrestricted surgical privileges 
(if the physician is still performing 
surgery), and by undergoing some 
type of peer review that demon-

strates professionalism and behav-
ior in one’s community. 

The life-long learning compo-
nent involves the attainment of 
120 AMA PRA Category 1 CME 
credits™ during each of two 3-year 
cycles. 

Evidence of cognitive expertise 
is demonstrated through a secure 
computer examination or a prac-
tice-based oral examination.  

The performance in practice 
component provides orthopaedic 
surgeons with a way to evaluate 
the quality of their own practice 
using familiar metrics. It is self-
reflective, and should demonstrate 
self-improvement.

Dr. Hurwitz: The first compo-
nent—evidence of professional 
standing—is common to all 24 
ABMS specialty boards. It doesn’t 
require that orthopaedic surgeons 
do anything extra; they just need 
to have a state medical license, be 
credentialed at facilities to perform 
surgery or procedures, and demon-
strate certain characteristics to be 
members of local medical societies 
and state medical societies. This is 
the one component in which dip-
lomates are being given credit for 
what they are already doing. 

As for the CME requirements, 
at least 20 of the required 120 
credits must come from scored and 
recorded self-assessment examina-
tions; that is, the diplomate takes 
the exam, records his or her re-
sponses, and then obtains feedback 
on the correct answers after re-
cording the score. A list of ABOS-
approved self-assessment products 
is available on the ABOS website.

Dr. Martin: The 10-year MOC 
cycle begins with evidence of 
professional standing—holding 
a license and having admitting 
privileges. The second MOC 
component—evidence of life-
long learning—comes into play 
twice—during the first 3 years, 
and again between year 3 and year 
6. In each of these cycles, the or-
thopaedic surgeon must earn 120 
CME credit hours, including 20 
hours of scored-and-recorded self-
assessment.

Then, between year 6 and year 
10 come the third and fourth parts 
of MOC, evidence of cognitive 
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Fig. 1 The four competencies of MOC are addressed in different, interlocking ways throughout the 
10-year certification cycle.
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