
The Responsibility of Physicians to Maintain Competency

Physician education during residency and fellowship
has shifted from a model based on how long a physi-
cian trains to one that emphasizes assessing and en-
couraging measurable competence.1 There needs to be
a similar shift to ensuring competency for physicians who
have completed their training, with an emphasis on
maintaining knowledge and clinical skills to ensure pa-
tient safety. This leads to several questions. Who must
be competent in what? Who decides? Does experience
count? How does aging affect competence? In medi-
cine, an expansive range of competencies are consid-
ered important, and not every physician maintains ev-
ery competency. Achieving, assuring, and maintaining
competency across medicine requires time and effort
and involves perseverance for individual physicians and
the health care system. In this Viewpoint, we discuss 2
forces that can lead to diminishing competence over
time: deterioration in ability with age and decrease in op-
portunities for maintenance and self-improvement.

Deliberate practice, as described by Ericsson2 and
demonstrated in many fields, including music, chess,
and surgery, is the sequential, mindful repetition of a
training task with feedback that leads to effective im-
provement in performance. Early in training, there is
a rapid learning trajectory in which large gains in perfor-
mance occur through intentional learning activities.
However, for some individuals, when formal training
ceases performance can eventually degrade and can be
documented by a forgetting curve,3 in which the rate of
decay depends on a number of factors, including the
complexity of the skill in question, opportunities for prac-
tice, and support from the health system. For example,
in many specialties, residents are intensively trained in
procedural skills, such as intubation and central line
placement; however, these skills decay without contin-
ued practice and repeated training.4 It is important to
recognize that there is a threshold for competency that
must be maintained. This skill decay over time may be
compounded by the aging of the physician population,
which has made maintenance of competency an impor-
tant issue in medicine in the United States and around
the world.5 The literature on aging and its effects on pro-
fessional performance is mixed with evidence of cogni-
tive and physical decline of abilities in some individu-
als. However, there is evidence that competency in
medicine can be successfully maintained through inten-
tional deliberate practice and mastery learning with pro-
cedural simulation training.2,4,6

Advances in medicine and clinical procedures con-
tinue to change practice, and some physicians may not
have the opportunity to keep up with new diseases, di-
agnostics, and therapies or may not be able to achieve
sufficient mastery of technical skills required for perfor-
mance of new procedures.7 While physicians may re-
tain the expertise from years of experience, in some areas

(especially in procedurally oriented disciplines), some
physicians may be subject to the trajectory of skill de-
cay. Yet, their identity as physicians is an important self-
concept and supports their professional credibility. As
some physicians mature in their careers, they may
choose to decrease their clinical time as they move to-
ward retirement; spending more time with their family;
or increasing professional administrative, research, or
teaching activities. Even though these physicians have
accumulated comprehensive expertise from thou-
sands of patient encounters and a complementary un-
derstanding of the health care system, teamwork, and
patient-centered care, physicians who decrease their
clinical time must maintain a certain equipoise, balanc-
ing their nonclinical time against the important need to
maintain skills in procedures they may be called on to
perform, even if only rarely. For example, emergency
physicians might need to refresh their skills in intuba-
tion, cricothyrotomy, central line placement, thora-
cotomy, or focused ultrasonography if they have not per-
formed these procedures recently.

As physicians practice into their sixth, seventh, and
eighth decades of life, there is a balance between their
increasing depth of expertise gained through experi-
ence and the forces such as aging, other causes of
cognitive decline, and decreased opportunity for delib-
erate practice that can lead to skill decay. Can the bal-
ance tip in a way that results in risks for the care of the
patient? What can be done to mitigate risks and protect
patients? The following 5 proposed considerations may
be helpful to addressing competency decline.

First is the mandate for lifelong learning and the con-
troversial issue of mechanisms to ensure maintenance
of certification.8 Even though some aspects of mainte-
nance of certification are unpopular and perhaps inef-
fectively implemented, the underlying principle is sound
and reflects the importance of maintaining knowledge
and competency as a professional responsibility. Physi-
cians must continuously refresh their foundational
knowledge and stay up-to-date with new and evolving
knowledge as well as procedural competence. This con-
tinued learning can occur through formal continuing
medical education courses, informal learning activities
(such as listening to educational podcasts or reading),
Just In Time Medicine clinical references, and interac-
tions with consultants and colleagues. Helping physi-
cians identify what they do not know and make knowl-
edge gaps transparent is essential to this process.

Second is the responsibility to keep training. While
some procedures are routine, there are uncommon
and complicated procedures or new techniques for
procedures that require additional training, especially
in procedural specialties, such as surgical fields, emer-
gency medicine, and critical care, all of which include
common and rare procedures, such as cricothyrotomy,
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thoracotomy, and new laparoscopic techniques. These less com-
monly performed procedures require disproportionate time for
maintenance of skill that must be acknowledged in physician work
schedules. Simulation is widely available but unevenly used by prac-
ticing physicians and usually not considered part of the depart-
ment’s or simulation center’s budget for simulation or the time phy-
sicians spend retraining, relying on the volunteerism of the physician.
Retraining opportunities allow physicians to refresh their proce-
dural skills and develop familiarity with new equipment and meth-
ods. There are some national-level pressures for maintenance of
skills; for example, the Joint Commission requires appropriate cre-
dentials for procedural sedation. In addition, some departments have
faculty-specific procedural training that is voluntary, or may be man-
dated, including annual procedural sedation certification. Also, some
specialties, such as electrophysiology, have delineated the knowl-
edge and procedural competencies expected.9

However, less clear is where the locus of responsibility should
lie for ensuring competency through apportioning of work hours
between the time demands of nonclinical work and time for
retraining to maintain and enhance clinical skills. How can contin-
ued training opportunities be designed that are proactive, judi-
cious, individualized and transparent? To what extent should
retraining depend on the physician?

Third, physicians can choose practices that involve less expo-
sure to procedures or content for which they believe are no longer
expert, such as in lower acuity areas with parallel coverage of a pro-
cedural team, more reliance on colleagues to assist when needed,
or both. Maximizing collective competence is in alignment with sys-
tems-based approaches, but requires policies that do not feel pu-
nitive. The optimal solution is likely to differ between settings. Mean-
while, there is the possibility that even with diminished competency,
some physicians with perhaps limited skills for some procedures may
still be needed in some areas.

Fourth is the importance of self-assessment and reflection. Hon-
est and objective self-assessment at the individual level can be chal-
lenging to achieve, especially given that professional identity is
wrapped in the physician persona, and for a physician to be able to

admit that he or she is not competent in something is a loss of self.
It is critical that physicians intentionally seek assessment data via ex-
ternal metrics, such as number of patient complications, patient mor-
bidity, or peer feedback regarding their practice.

Fifth, beyond the individual physician, the health care system
has a critical responsibility for ensuring competency of physicians
and surgeons for performing procedures. As medical education be-
comes more capable of determining competency through work-
based assessments, it may be possible to determine which physi-
cians no longer meet a competency threshold. Heath care systems
need to have triggers that initiate exploration of physician compe-
tence, which might include frequency of safety events and compli-
cations, low volume of complicated procedures, patient reported
outcome measures, patient and staff complaints, and low referral
patterns from colleagues.10 These triggers should launch a more ex-
tensive examination of practice, including peer assessments, di-
rect observation, health record analytics, cognitive testing, proce-
dural testing, and other methods of competency assessment.6 It is
important to recognize that the competencies that allow a physi-
cian the ability to practice are complex and multifactorial and, there-
fore, difficult to measure. Once an issue becomes apparent, the phy-
sician and health care system have a joint responsibility to ensure
that the physician can demonstrate the necessary competency for
practice skills or procedural expertise, retrain for the necessary skills,
or retire that procedure from his or her practice.

Given the reality of forgetting curves, the medical profession has
an important responsibility to ensure quality of care and to protect
patients from potential harms. This requires physicians to under-
stand how they acquire and maintain expertise, including the time,
practice, and self-challenge necessary to achieve and maintain peak
performance. Physicians also must understand that when they cease
to perform certain clinical activities, such as uncommon proce-
dures, previous experience can only go so far and performance may
decline unless deliberate retraining steps are taken. However, it is
first essential for physicians to be willing to recognize that safety for
patients requires complete transparency about competency in clini-
cal skills and performance.
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