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  Abstract 

 Traditionally, continuing medical education (CME) activities were delivered on a 

country-by-country basis with very little expansion across borders. With a strong 

belief in the globalisation of medicine1, the expansion of educational activities 

to other countries or regions has become of great interest for medical education 

providers, associations and pharmaceutical companies. While language barriers 

and accreditation requirements are widely respected2, with several publications 

accessible3,4, very little attention has been paid to diff erences in the medical 

education pathways and underlying national health care systems—potentially 

leading to diff erent learning styles and learning needs. In order to address this 

question, the following research project was documented and analysed based 

on a structured questionnaire on three main aspects of under- and postgraduate 

education and continuing medical education (CME) in 12 European countries: 1. 

Terminology: Increased understanding of terminology applied beyond language 

barriers, for example, do we mean the same when using the same term? 2. CME 

systems: Detailed documentation on national CME requirements, including review 

of impact for physicians, for example, the implications of stated requirements as 

well as roles and responsibilities. 3. Medical education pathways: Documentation 

of the medical education pathway from undergraduate to postgraduate and 

life-long learning, including how CME is embedded in this pathway as well as 

underlying structures. Field research was performed from October 2010 till 

October 2011 by native speakers with a medical or pharmaceutical background. 

It revealed signifi cant diff erences in all areas analysed with subsets of countries 

following similar models. Bearing in mind the objective of off ering best quality 

in response to learners’ needs, this research project may serve as a relevant 

source for providers of medical education and medical societies when developing 

educational programmes for their members as well as for the set-up of global 

projects and collaboration. In addition, the information gathered and analysed 

may serve as an interesting resource for CME professionals in various positions. 

The next step will be to analyse the impact of integrating this knowledge into the 

educational planning process for national and international projects and to assess 

if this will prove to be an additional quality factor for educational programmes 

and will improve outcomes.  
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  Introduction 
 Th e need for a broader perspective of continuing 
medical education (CME) systems and accreditation 
requirements is widely accepted when designing educa-
tional programmes (2). Specifi cally, European Union of 
Medical Specialists/European Accreditation Council for 
Continuing Medical Education (UEMS-EACCME) and 
other stakeholder groups provide in-depth information 
on the structure of CME requirements in Europe3,4. 
Nevertheless, knowledge of accreditation requirements 
may not be enough to ensure that projects meet the 
learner  s’ needs, especially when going beyond regional 
and/or country borders. 

 While diff erent languages and diff erences in culture 
have been accepted as potential barriers (that may be 
resolved by customisation and translation of the mate-
rial), very little attention has been paid to diff erences in 
understanding. 

 A discussion on LinkedIn in 20105 showed interest-
ing diff erences in the understanding and application of 
the terms  ‘ accredited ’ ,  ‘ certifi ed ’ ,  ‘ CME ’  and  ‘ non-CME ’  
while each participant was sure that his/her terminology 
was the right one! 

 Very little eff ort has been undertaken so far to 
better understand the diff erent roles and responsibilities 
during the medical education pathway from medical 
school/university to postgraduate specialisation and 
life-long learning (CME). 

 Integrating a more comprehensive knowledge of the 
learners’ educational understanding, history and env-
ironment into the educational planning process may 
prove to be an additional quality factor and substantially 
improve outcomes of educational projects  –  on a local 
level as well as for international projects and expansions.   

 Research methodology and objectives 
 Th e research project was initiated in October 2010 by 
the European Institute of Medical  &  Scientifi c Educa-
tion (EIMSED) and implemented in cooperation with 
White Cube Health Care between October 2010 and 
October 2011. 

 Field research took place in 13 European coun-
tries; to date, 11 have been completed and analysed 
(Figure 1). 

 In a consolidated, structured approach, a detailed 
database was developed for these countries through In-
ternet research on national health care systems (medical 
school system, specialisation system and postgraduate 
educational system), complemented by standardised 
interviews with diff erent stakeholders based on a prede-
termined questionnaire. Research and interviews were 
performed by native speakers of the diff erent countries, 
all fl uent in German and their mother tongue with a 
medical or pharmaceutical background. Stakeholder 
groups consisted of physicians, representatives from 
national and local physician associations and chambers, 
medical colleges and health care authorities. 

 Th e goal of this research was to provide a compre-
hensive understanding of three main aspects of national 
medical education systems from undergraduate to 
postgraduate and continuing medical education across 
Europe as well as to assess the need for translating 
this knowledge into action in the educational planning 
process with regard to educational quality and best 
practice. 

   Terminology and understanding: Are there diff er-1. 
ences in terminology applied  –  beyond language 
barriers  –  that may lead to misunderstandings for 
cross-border activities?

In order to answer this question, frequently used 
terms such as accreditation, certifi cation and valida-
tion were analysed with regard to their meaning in 
the respective country. In addition, the research cov-
ered in detail the basic defi nitions and requirements 
for CME.  
  Accreditation systems: How important is it to know 2. 
the specifi c details within the accreditation system of 
each individual country? Do we know structures and 
responsibilities?

Th e research covered general information about 
the rules and regulations regarding CME in the 
respective country as well as detailed information 
regarding the regulatory framework.  
  Educational pathway from university to postgraduate 3. 
education: Do we know the educational background 
of the learner and its impact on learning styles 
and needs? Do we know structures involved and 
responsibilities? How is CME positioned within this 
setting? 

Th e core of the research project was a detailed 
analysis of how medical education is structured in the 
diff erent countries as well as the discussion on how 
this may impact learners ’  needs.   

 In addition a full set of contacts and further references 
per country was developed Th e complete dataset has 
been compiled in a comprehensive compendium by 
EIMSED.   

  Figure 1.     Geographical scope of fi eld research.  
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 Results  
 Terminology and understanding 
 Th e research project revealed many diff erences in 
terminology and understanding of respective terms, 
very often only identifi ed when looking into the details. 
Terms used for describing CME and CME-related sub-
jects diff er critically across the analysed countries, even 
if the language is the same. Th e same terms are used 
with diff erent meanings or diff erent terms mean the 
same (Table 1), for example:   

 Accreditation 
 While in Germany and Austria (like in the United States 
[US]), the term  ‘ accreditation ’  means the recognition 
of the provider of continuing education, it is used only 
for the recognition of CME programmes in Hungary. In 
Italy and Spain  ‘ accreditation ’  means recognition of the 
provider as well as recognition of CME programmes. In 
Switzerland, Ukraine, Belarus and Czech Republic (as 
well as in the United Kingdom [UK] where  ‘ approval ’  
is the correct term for the recognition of educational 
programmes even though  ‘ accreditation ’  is understood 
and used), the term is not used at all in relation to CME 
providers or programmes. Universities in Ukraine and 
Belarus can get  ‘ accreditation ’  by the Ministry of Health 
and are then allowed to off er education, continuing edu-
cation and qualifi cation activities. 

 Accredited providers in their respective countries are 
allowed to recognise their own activities. In France, the 

term  ‘ accreditation ’  is not used in the context of CME, 
but physicians and health personnel could be volun-
tarily accredited within the scope of EPP (Evaluation des 
pratiques professionelles) as a seal of quality. To describe 
recognition of providers of continuing education, the 
French use the term  ‘ agr é ement ’ . 

 In Hungary, this term means recognition of single 
events, and the provider of those events has to be  ‘ vali-
dated ’  by a medical university.   

 Certifi cation 
 Th e term  ‘ certifi cation ’  or  ‘ certifi ed ’  is mainly used in 
Germany, Austria and the Czech Republic to describe the 
recognition of CME activities, although the more com-
mon term in Austria is  ‘ approbiert ’  (see below). In all other 
countries,  ‘ certifi cation ’  is used in diff erent settings such 
as recognition of a medical facility or medical personnel. 

 In contrast,  ‘ certifi cation ’  is not used in the context of 
CME in France. Th ere,  ‘ certifi cation ’  of medical facilities, 
like  ‘ accreditation ’  of medical personnel and physicians, 
is a part of EPP. In the United Kingdom (UK), the term 
 ‘ certifi cation ’  is used if a physician has successfully com-
pleted post-graduate training and  ‘ recertifi cation ’  means a 
regular confi rmation of the physician ’ s quality standards.   

 Approval 
 In the UK and in Switzerland, where  ‘ accreditation ’  is 
not offi  cially used for the recognition of continuing 
education providers or activities, the term  ‘ approval ’  is 
used to describe those recognition processes.   

  Table 1. Terminology and understanding - Diff erent meanings of   ‘ accreditation ’ ,   ‘ certifi cation ’ ,   ‘ approval ’ ,   ‘ approbation ’  and  ‘ licensure ’  in the analysed countries  

Country/term Accreditation Certifi cation Approval Approbation ∗ Licence

Germany Recognition of provider Recognition of 
activity

 – Authorisation to 
practise as a 
physician

 – 

France Part of EPP, seal of quality for 
physicians and medical personnel

Part of EPP, 
recognition of 
medical facilities

 –  �  Agre é ment  – 

UK  – Postgraduation Recognition of 
providers or 
activities

 – Authorisation to practise as a 
physician

Spain Recognition of providers or activities  –  –  – Authorisation to practise as a 
physician

Italy Recognition of providers or activities  –  –  �  Arztausweis  – 

Switzerland  –  – Recognition of 
providers or 
activities

 �  Eidgen ö ssisches 
Arztdiplom

 – 

Austria Recognition of providers  –  – Recognition of 
activities

 – 

Hungary Recognition of activities Provider 
 ‘ validation ’ 

 –  –  – Authorisation to practise as a 
physician

Belarus Authorisation for medical facilities to 
provide their services

Recognition of 
universities

 –  – Medical facilities have to 
hold licence; Physicians: 
1.Attestation

Czech Republique Recognition of providers or 
programmes

 –  –  – Authorisation to practise as a 
physician

Ukraine Authorisation for medical 
universities to provide their 
services

 –  –  – Medical facilities have to 
hold a licence, Physicians: 
1.Attestation

    * Term only used in German-speaking countries. As compared to the term  ‘ licence ’ ,  ‘ approbation ’  (or the corresponding terms in local language) stands for a life-long authorisation to 
practise as a physician, while licences require renewal after certain time periods. The table includes the corresponding term in local language where applicable.   
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  Table 2. Credit-based CME systems in Europe  

Country/system Mandatory/voluntary Credits Other

Germany Mandatory; health insurance physicians 
could be punished with a decrease of 
doctor ’ s fee

For the  ‘ Fortbildungszertifi kat ’ : 250 credits 
per 5 years respectively 150 credits per 
3 years (depending on federal state)

To receive credits the CME activity should 
be recognised by the responsible state 
chamber of physicians.

France Mandatory Until September 2010: physicians had 
to prove 250 credits in 5 years to their 
responsible medical chamber.

To date, the CME system of France is on the 
move.

UK CPD is a central part of a newly 
established revalidation process, 
which should take place every 5 years. 
First revalidations should start in 2012.

The Academy of Medical Royal Colleges, 
which recommends a credit-based 
systems with 250 credits in 5 years.

Approval of CME activities is handled diff erent 
by the royal medical colleges.

Spain Voluntary, but often of great importance 
for the career

250 credits in 5 years Accreditation by the national or regional 
medical colleges

Italy Mandatory The physicians have to receive 150 credits 
in 3 years

The provider of an activity has to be 
accredited regionally or nationally by the 
medical chamber

Switzerland Mandatory since 2007 50 credits per year, 30 credits by self-study At least 25 of those 50 credits could be achieved 
by specialist CME, which should be approved 
by the medical associations and a maximum 
of 25 credits could also be obtained by 
non-specialist CME, which should be 
approved by the medical association 
or also by the Swiss Medical Association 
(FHM) or cantonal medical chambers

Austria Mandatory The physician has to prove 150 credits in 
3 years

120 credits have to be received by specialist 
 ‘ approbierte ’  CME activities, a maximum of 
30 credits could also be achieved through 
 ‘ free continuing education ’ 

Hungary Mandatory; CME is required for the 
extension of the physician ’ s  ‘ Betriebs- ’  
or  ‘ Funktionsregistrierung ’ 

Physicians have to collect 250 credits for 
5 years (consist of an obligatory part 
and two elective subjects. The fi rst one 
is organised by medical universities; 
both of the elective subjects could also 
be organised by validated providers 
on condition that the activities are 
accredited by the ESZTT)

CME activities could be accredited 
by a medical university and by the 
egészségügyi szakképzési és továbbképzési 
tanács (ESZTT) [translates to `Vocational 
and Professional Training Committee’], 
whereby the provider has to be validated 
by a medical university

Ukraine Voluntary;The 1. and 2.  ‘ Attestations ’  
are voluntary, but if a physician does 
not achieve those Attestations, he or 
she has to repeat the  ‘ 1.Attestation ’ , 
accompanied by extra eff ort.

The 2. and 3.  ‘ Attestation ’  is based on a 
credit-system. From 2014 on, physicians 
have to prove 80 credits for receiving 
the highest category of qualifi cation.

The CME system is currently on the move. 
From 2014 on, it should be valid for all 
practising physicians in Ukraine. Ukraine is 
very interested in international exchange.

 Licence 
 Various terms are being used to describe a physician ’ s 
permit to practise independently with additional speci-
fi cation related to this permit: 

 While in the UK, Hungary, the Czech Republic, 
Ukraine and Belarus, physicians have to renew their per-
mit on a regular basis; physicians in Germany, France, 
Italy, Austria, Switzerland and Spain do not have this 
obligation. 

  ‘ Licence ’  as a term to describe the authorisation to 
practise is only used in the UK, Switzerland, the Czech 
Republic and Spain whereas in Hungary, Ukraine and 
Belarus a  ‘ licence ’  is provided to medical facilities. 

 In Ukraine and in Belarus, the term  ‘ 1.Attestation ’  
corresponds to the English term licence, while in Ger-
many the term  ‘ Approbation ’  is the corresponding term. 

 In Austria, the German term  ‘ Approbation ’  has a 
completely diff erent meaning: Here  ‘ Approbation ’  stands 
for the recognition of CME activities by an accred-
ited provider which are then called  ‘ DFP-certifi ed CME 
activities ’ . 

 Th e table below summarises: 

  a) the meaning of the respective term per country  
  b)  the corresponding term per country in local 

language.     

 CME-system 
 In all of the analysed countries, there exists a moral or 
ethical obligation for physicians continuously to update 
their medical knowledge  –  independent of mandatory 
or voluntary systems  –  but there were signifi cant diff er-
ences in the execution (Table 2).  

 Roles and responsibilities 
 Diff erent models were found in the roles and respon-
sibilities of the diff erent stakeholders for the diff erent 
countries:    

 Model 1: The physician-centric model 
 In the physician-centric model, CME is independent of 
the educational system of the country and is governed 
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by physician representatives (chambers, unions, asso-
ciations, scientifi c societies, medical colleges) (Figure 3). 
Th e typical country for this model is Germany, but also 
Austria, Switzerland, Italy, Czech Republic and the UK 
(with some signifi cant diff erences) follow this model. 
In these countries, the medical chambers (Germany, 
Austria, Italy, Czech Republic) or associations/colleges 
(Switzerland, UK) are responsible for the management 
of CME activities, including, certifi cation of CME activi-
ties, accreditation of providers (where applicable) and 
tracking of compliance with the framework. In some of 
these countries, the professional associations are also 
responsible for the provision of the legal framework; in 
some of them, this stays within the responsibility of the 
ministry of health. 

 From country to country, the execution of CME 
activities is done by various groups, which may include 
medical education companies, pharmaceutical compa-
nies, physician associations, national scientifi c societies 
and individual physicians (Figure 2).   

 Model 2: The politician-centric model 
 In the politician-centric model, CME is independent 
of the educational system but the provision of the legal 
framework lies within the hands of the Ministry of Health 
and not in the hands of physician entities such as physi-
cian medical chambers and physician associations/societies 
(Figure 4). Th e execution is  –  like the physician-centric 
model  –  provided by various stakeholders (representive 
countries for this model are France and Spain). Italy cur-
rently faces a unique situation in having models 1 and 
2 implemented at the same time while moving from a 
decentralised approach with the medical chambers be-
ing the primary decision-makers for programme certi-
fi cation and provider accreditation (model 1) to a more 
centralised approach with the ministry of health and its 
agencies being responsible provider accreditation.   

 Model 3: The university-centric model 
 Th is model shows signifi cant diff erences to models 1 and 
2 in which there is a clear-cut distinction between under-
graduate medical education and CME with the execution 
being provided by various stakeholders. CME in model 3 
is an integral part of the medical education pathway with 
universities as the dominant or single provider of CME 
while the legal framework is provided by the Ministry of 
Health (Hungary, Ukraine, Belarus) (Figure 5).   

 Accreditation system and regulation of CME 
 In the majority of European countries, CME has become 
mandatory (Austria, Czech Republic, France, Germany, 
Hungary, Italy and Switzerland) with only few countries 
detailing sanctions in case of non-compliance (Germa-
ny, Hungary and Switzerland). In Spain, Ukraine and the 
UK, CME is voluntary—with detailed sanctions in cases 
on non-compliance in the Ukraine (loss of licence on the 
basis that continuing education is an ethical obligation 
for physicians).   

 Medical education pathway 
 In all of the analysed countries, medical schools and 
universities are responsible for medical education until 
graduation. However, there are signifi cant diff erences 
about when a physician receives his/her medical licence 
as well as how CME (life-long learning) is embedded in 
the overall medical education system (Figure 6). 

 In Germany, medical students begin their medical 
education with a six-year study at a medical university, 
including 48 weeks of practical education. After obtaining 
their  ‘ Approbation ’ , the doctors-to-be start with their 
postgraduate education under the responsibility of the 
state chamber of physicians, which is clearly separated 

  Figure 2.     Three levels of data analysis.  
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from medical school. On average, specialist training in 
Germany lasts fi ve years and ends with the right to hold 
the respective specialist title. Since 2003, every statu-
tory health insurance physician needs a post-graduate 
qualifi cation to open a medical offi  ce. Germany is char-
acterised by a large number of specialists working in 
private offi  ces within the national health care system, 

and patients are free to see a specialist directly, even 
though the insurance companies try to support the gate-
keeper role of GPs through incentives. 

 In France, medical education is divided into three 
parts, in which part one and part two take place at a 
medical university with a standard period of study of six 
years. Part three that also includes specialist training lasts 
three years for GPs and fi ve years for other specialities 
and takes place in designated hospitals. After completion 
of specialist training, the physicians obtain their DES 
(diploma d ’ etudes de specialist). As in Germany, patients 
in France are allowed to see a specialist directly instead 
of fi rst having to visit their GP, but insurance companies 
also try to support the gatekeeper model through incen-
tive systems for the patients. 

 Medical education in the UK is divided into two parts. 
Part one takes place at a medical school and fi nishes with 
the degrees of bachelor of medicine and surgery; part 
two is a so-called  ‘ foundation ’  programmes at a teach-
ing hospital. Th e foundation programmes is under the 
responsibility of the GMC and lasts two years: at the end 
of year one, they obtain their full GMC registration and 
their licence. Afterwards physicians have to complete 
their specialist training, a requirement for practising 
within the National Health Service (NHS). Th e special-
ist training in the UK is under the responsibility of the 
Royal medical colleges, lasts three to fi ve years and at 

  Figure 3.     Physician-centric model of CME.  

  Figure 4.     Politician-centric model of CME.  

  Figure 5.     University-centric model of CME.  



www.jecme.eu

  Comprehensive assessment of the current landscape of CME in Europe  15

the end, the physicians have to register on the GMC spe-
cialist register or GMC GP register. 

 Medical education in Spain is divided into two parts: 
At the beginning medical students have to fi nish a six-
year period of study at a medical university with the de-
gree  ‘ grado academic ’   �   ‘ Licenciado in Medicina ’ , which 
corresponds with the  ‘ Approbation ’  in Germany or the 
DES in France. Following university, the physicians can 
begin their specialist training as MIR (medico interno 
residente) at an accredited hospital. A physician’s spe-
cialist designation is dependent on the results of the 
 ‘ grado academico ’ . In Spain, the majority of specialists 
work in hospitals or at health centres. 

 In Italy, medical education has a similar structure 
to Spain. It is divided into a six-year period of study 
at a medical school, which results in registration at 
the medical chamber and the licence to practise. Th en 
the doctors begin their specialist training, which lasts 
three years for GPs. Since 2000, in most regions of Italy 
(e.g. Venetia) every statutory health insurance physician 
needs a postgraduate qualifi cation to open a medical 
offi  ce. 

 Th e similarity of the three countries analysed above 
(the UK, Spain, Italy), in contrast to Germany and 
France, is that GPs have a clear gatekeeper role and are 
responsible for deciding whether a consultation with a 
specialist is necessary. 

 At the beginning of medical education in Austria, 
medical students have to undergo six years of study at 
a medical university. After graduation, they get their 
 ‘ Arztdiplom ’ . Subsequently the doctors start their post-
graduate training as  ‘ Turnusarzt ’ , which lasts three years 
for GPs or six years for other specialities. In contrast to 
most other European countries, Austrian physicians get 
their licence to practise only after postgraduate training. 
As in Germany or most parts of Italy, statutory health 
insurance physicians need a GP/specialist title to open 
a medical offi  ce. Austria has, traditionally, a hospital-
centred health care system with the highest amount 
of hospitalisation across Europe, but with the shortest 
periods of hospitalisation. 

 Medical education in Switzerland is similar to Aus-
tria. Initially, medical students have to go to a medical 
school for six years, which ends with the  ‘ Arztdiplom ’ . 

Afterwards they have to undergo their obligatory three 
to fi ve years of specialist training, which ends with the 
right to practise independently. In Switzerland, there 
exist voluntary gatekeeper models, so-called HMOs 
(health maintenance organisation) where the patient is 
committed to see only doctors from his/her HMO. If the 
patients are not organised in such a system, they are free 
to choose their doctors. 

 In the Ukraine, universities get an accreditation by 
the explain MOZ to off er medical education, quali-
fi cation and continuing education. Universities also 
have to request a licence, which is subject-related, not 
individual-related. Medical education is divided into 
three parts: It begins with six years of study at an ac-
credited university. A clinical part follows, which ends 
with specialist training and the title  ‘ Likar-Spetsialist ’ , 
which correlates with the  ‘ Approbation ’  in Germany or 
the licence in the UK. 

 In Hungary also, medical education begins with a 
six-year study at a medical university. After successful 
completion of medical school, students get their doc-
toral degree and their registration from the university. 
Subsequent to university, the doctors have to undergo a 
26 period of  ‘ Residenz ’ . Following the  ‘ Residenz ’ , the phy-
sicians can begin their mandatory one to four years of 
specialist training, which ends with the right to practise. 
In Hungary and in Ukraine, all medical services are pro-
vided through policlinics/ ‘ physicians houses ’ . Another 
similarity of both countries is that undergraduate and 
postgraduate degrees are centralised, with universities 
playing the central role.   

 Discussion 
 Signifi cant diff erences were found between European 
countries in relation to terminology applied, to the 
course of the educational pathway of a physician, the 
manner in which CME is embedded with this educa-
tional pathway, to the roles and responsibilities of the 
various stakeholders and, last but not least, to the un-
derlying structures. Th e diff erences of CME accredita-
tion systems discussed above were only one aspect that 
stemmed from underlying more complex systematic 
diff erences. 

  Figure 6.     Diff erent models of medical education pathways.  
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Th e diff erences in terminology  refl ect systematic and 
signifi cant diff erence in positioning of CME as well as 
cultural or political diff erences. 

 While all countries analysed require a moral or 
ethical obligation for physicians continuously to update 
their knowledge, signifi cant diff erences were revealed in 
the execution  –  showing that it is not enough to know 
in which country CME is mandatory (majority of coun-
tries) and where it is voluntary (the UK, Ukraine, Spain). 
Th e meaning of mandatory versus voluntary varies sig-
nifi cantly from country to country. CME, for example, 
is mandatory in Italy, but no sanctions or consequences 
are described in case of non-compliance. In contrast, in 
the Ukraine, CME is voluntary but in the case of non-
fulfi lment of the detailed education plan, the physician 
will lose his or her licence and has to repeat not only the 
fi nal exam but also the last internship! 

 Signifi cant diff erences between the so-called western 
European countries and the former eastern European 
countries (Hungary, Ukraine, Belarus, Czech Republic) 
were found in the way CME is embedded within the 
educational pathway, and the roles and responsibilities 
of universities in CME  –  refl ecting the diff erent political 
environment. 

 In the majority of western European countries, a 
signifi cant distinction is found between well-structured 
undergraduate education provided by medical schools 
and universities and more or less unstructured ap-
proaches to CME, depending on the personal interest 
of the physician without any validation or feedback 
mechanisms. In these systems, universities play no role 
in CME, neither in providing framework or educational 
knowledge nor in set-up and execution of educational 
programmes. If at all, they act as CME providers on a 
local level. In contrast in the former eastern European 
countries, especially the representatives of the former 
Soviet Union, CME is an integral part of the educational 
pathway with the universities as the central providers of 
undergraduate education, specialisation and postgradu-
ate education, based on an educational programme 
with mandatory and optional elements. Taking all this 
into account, it is not surprising that it is an eastern 
European country that uses the term  ‘ life-long learning ’  
for CME.   

 Conclusions 
 For the fi rst time, this research has enabled us to es-
tablish a comprehensive data base of prevailing CME 
systems, medical education pathways, and roles and 
responsibilities of the various stakeholders was built up, 
which we consider mandatory knowledge for the devel-
opment and implementation of successful educational 
programmes that add value to the learner. 

 Our research revealed signifi cant structural and sys-
tematic diff erences in the medical education systems 

as well as in the understanding and impact of stated 
CME requirements. However are these fi ndings rel-
evant to the development of educational programmes? 
Th e authors of this article share the strong belief that 
the answer is yes, even though this research project 
was not set up to provide statistical signifi cance for this 
hypothesis. 

 Approach and expectations of the learner for CME 
programmes will be very diff erent depending of the 
medical education system they come from  –  as will 
be their reactions to certain learning styles. Learners 
coming from a very structured,  ‘ school-based ’  system 
will be challenged by interactive, less structured pro-
grammes or programmes where the learner is in the 
driving seat. 

 Th e identifi ed structural and systematic diff erences 
support the need not only to know the accreditation 
requirements at national level and to address them in 
the development of programmes. Th ey must also be 
familiar with the CME providers as well as other CME 
professionals (including the industry) fully to under-
stand these diff erences. Th ey must use their knowledge 
during the educational planning process in order to 
provide value to the learner. A high-quality educa-
tional programme must not only fulfi l the accredita-
tion requirements of a specifi c country but must take 
into account how the learner is accustomed to learn, 
who are the relevant partners and stakeholders in the 
country and the providers should understand the envi-
ronment where the learner practises in order positively 
to impact on patient care. 

 Th e next step will be to broaden this knowledge to 
more countries in the hope that its integration in edu-
cational programmes will infl uence motivation and 
willingness to learn and thereby create positive learning 
outcomes. Another interesting aspect will be to include 
cultural diff erences in the analysis.   
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