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The American Board of Dermatology is embarking on an initiative to 
significantly change our certifying examination.  The current certifying 
exam is largely a test of factual knowledge and visual recognition and 
does not evaluate some very important aspects of practice – in 
particular, clinical judgment.   



Being certified means that one has satisfactorily completed a residency 
in an accredited program and passed a standardized exam.  Together, 
these two steps are supposed to ensure that the certified dermatologist 
is competent.  The results of the exam should, to the extent possible, be 
a reflection of clinical competence. 
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The current certifying exam primarily assesses knowledge base and the 
ability to evaluate physical findings and determine the most likely 
diagnosis.  These are important aspects of competence.  But there are 
many gaps – many components of competence that are not tested or 
insufficiently tested in the current exam. 
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For example, the ability to generate a realistic differential diagnosis, to 
know when to obtain lab tests and when not to do so, to generate a 
practical management plan, to have a dialogue with the patient about 
diagnosis and management, to modify the management plan depending 
on response to therapy, and to manage complications are all aspects of 
competence that are not covered or not sufficiently covered in the 
current exam. 
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Residents may focus on memorizing facts at the expense of refining 
their diagnostic and management skills.  Thus, preparing for the exam 
does not align optimally with preparing to be an excellent clinician. 
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What follows is a draft proposal.  We are presenting it to you – program 
directors, chairs, and interested faculty – for your ideas and comments.  
  
It is expected that the final structure and details will be different, and 
might be substantially different, depending on the feedback we receive 
from you.   
 
Although it would be ideal to be able to institute change immediately, 
the process of implementation will necessarily take a few years.  The 
items needed for an exam emphasizing clinical judgment are new types 
of items, and extensive piloting will be required.   
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Some additional observations about our current certifying process: 
Basic knowledge and skills – the sorts of things that we expect 
everyone should and does know – are largely not tested on the 
certifying exam.   
The pass/fail decision is made on the basis of the overall score.  It 
could theoretically be possible to pass the exam while having less than 
a minimum level of competence in some important area of the scope of 
practice of general dermatology – i.e., surgery, pathology, pediatric 
dermatology, or perhaps even visual recognition. 
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Our goals in changing the certifying process are  
 
•  To ensure that residents master the fundamentals 

•  To ensure that a minimum level of competence has been achieved in 
all the major areas of general dermatology 

•  To develop a certifying exam that is a more complete test of clinical 
competence and clinical judgment 

 
In short, we want to do our part in producing the best doctors! 
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The overall structure for the Exam of the Future is as follows: 
 
•  A qualifying exam given during residency that primarily evaluates 

visual recognition and knowledge base   This would replace the In-
Training Exam. 

•  A certifying exam given after residency that primarily tests application 
of knowledge in a series of clinically-relevant case scenarios 
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There are certain constraints: 
•  The examination must be psychometrically valid. 
•  The process must be feasible. 
•  It should be cost-neutral for our examinees. 
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The qualifying exam is further divided into a BASIC exam, testing 
knowledge and skills that every resident should have by the end of year 
1 of residency, and a CORE exam, primarily testing knowledge base 
appropriate for a senior resident.   
The APPLIED exam, i.e., the certifying exam, is focused on the 
application of knowledge in clinically-relevant settings.   
 
These exams represent a tiered acquisition of skills, from fundamentals 
through acquisition of more advanced knowledge through ability to 
apply knowledge.  If it would be useful to do so, the exams could be 
aligned with the Milestones. 
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The three exams are shown graphically. 
•  BASIC – end of year 1, fundamentals 
•  CORE – senior residents, more advanced knowledge base 
•  APPLIED – after residency, clinical competence 
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The American Board of Anesthesiology recently changed its exams to a 
“Staged Examinations System”, consisting of a BASIC exam, taken 
after 18 months of residency, an ADVANCED exam, taken after 30 
months, and an APPLIED exam, taken after successful completion of 
residency.  The BASIC + ADVANCED replace their Written exam.  They 
wanted to ensure that residents learn the basics, and they felt that 
learning would be more durable if done throughout residency rather 
than in cramming for a single Written exam.   
 
During development of this new system, the ABA sought input from 
program directors and chairs.  As an example, the ABA initially 
envisioned the BASIC exam as an exam for information only – i.e., 
passing not required.  The feedback from program directors and chairs 
was that they wanted passing to be required.  The ABA listened and 
made the BASIC exam a pass/fail exam. 
 
The ABA attributes much of the smoothness of the transition to having 
sought input from program directors, chairs, and other interested faculty 
during the development phase.  This is what we hope to do at ABD. 
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The BASIC exam is a test of knowledge and skills that residents should 
have by the end of their first year.  Examples of basic knowledge and 
skills are as follows: 
 
•  The ability to recognize common conditions in their classic 

presentations 
•  The ability to manage common conditions in low- or moderate-

complexity situations 
•  An in-depth understanding of drugs that are commonly used 
•  An ability to perform minor procedures competently 
•  An ability to recognize the histology of common conditions that have 

distinctive pathology findings (BCC, lichen planus) 
 
These are the sorts of abilities that residents should attain regardless of 
what has been covered in didactics.   
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Expectations for what one needs to know in the BASIC exam can be 
definable and explicit.  For example, residents can be given a list of 
20-30 diagnoses, from which all of the visual recognition questions will 
be taken.   
 
The major goal of having a BASIC exam is to ensure that fundamental 
knowledge and skills have been attained.   
 
Ideally, all residents would perform well on this exam.  However, if a 
resident is struggling with a fundamental skill such as visual recognition, 
the BASIC exam would help identify that resident.  It is hoped that 
identifying an at-risk resident early would give the resident a chance to 
bring their performance up to an acceptable level while still practicing 
under supervision.   
 
It is hoped also that providing a third-party, independent assessment 
will be helpful to program directors on those occasions when they have 
a resident who is performing at a level below expectations. 
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The BASIC exam is envisioned as being given in modules.  Proposed 
modules are visual diagnosis, general dermatology, surgical 
dermatology, dermatopathology, basic science, and case 
presentations / case management.   
 
The rationales for administering the exam as modules are to ensure a 
minimum level of competence in each area and to identify strengths 
and weaknesses.   
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The American Board of Radiology recently changed its exam structure 
to have a Core exam during residency, and to administer its exams as 
modules.  The individual modules must be passed.   
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Several questions are to be determined about the BASIC exam: 
•  Will it be worth the effort?  Will it serve the purposes for which it is 

intended? 
•  Should it be for information only, or should passing be required?  If 

passing is required, the level of anxiety of residents will likely 
increase.  If passing is not required, the results are less useful to the 
program director and resident.   

•  If passing is required, how often can the exam be retaken?   
•  How is it administered?  Is it best administered the way the current 

In-Training Exam is given?  Would it be better for residents to go to a 
testing center such as Pearson VUE?  Can it be given by remote 
proctoring?   

 
The most convenient of the exam administration options, both for the 
resident and for the program, is remote proctoring.  The ABD has 
piloted remote proctoring with a few volunteers in the two most recent 
In-Training Exams and with 50 volunteers in the most recent 
Maintenance of Certification exam.  It appears to be a viable, 
convenient way of test delivery.   
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For remote proctoring, requirements are a computer with a camera and 
microphone, a broadband internet connection, and a quiet room without 
access to books and papers.  With remote proctoring, the exam can be 
taken from home, at a quiet room in an office, or even on vacation.   
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The CORE exam is primarily a test of knowledge base appropriate for a 
senior resident.  Because knowledge base is emphasized, it is the 
exam most closely resembling the current certifying exam.   
 
The CORE is envisioned as a modular exam.  Residents would not 
have to take all the modules at one time.  The exam schedule can be 
tailored to where the resident is in his/her own training.  For example, a 
resident who has had a more intensive experience in surgery but has 
not yet had a more intensive experience in dermatopathology may opt 
to take the surgery module early on and the dermatopathology module 
later.  
  
All modules should be passed, but there is an opportunity to retake 
failed modules during residency.   
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The modules planned are medical/general dermatology, pediatric 
dermatology, surgical dermatology, dermatopathology, and basic 
science.   
 
Affording residents some flexibility in when they take particular modules 
should allow them to concentrate in certain content areas.  It is hoped 
this will lead to more durable learning. 
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This is an example of how the CORE might work.  The hypothetical 
residency program shown has four residents per year.  In the cohort of 
Lisa, Marge, Bart, and Homer, Lisa is conscientious, competent, and 
confident, and takes all 5 modules late in her second year.  She passes 
all of them.  She has completed the CORE.   
Marge is conscientious and competent but not as confident and takes 
some modules late in her 2nd year and the remainder early in her 3rd 
year.  She competes the CORE in the fall of her 3rd year. 
Bart is confident but not justifiably so.  He takes all 5 modules early, 
fails 3, and has to take pediatrics twice before he eventually passes the 
CORE. 
Homer knows he is slower, so he has a less ambitious schedule, but he 
passes the modules.   
All of the cohort get to the same point eventually, but each at their own 
pace.   
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Some details to be determined about the CORE: 
•  How often can the exams be repeated?  This will depend in part on 

the size of the item bank.  We are fairly confident we can offer them 
at least every 6 months.   

•  When would it be optimal to offer the exams?  To some extent, this 
may depend on how often it can be offered.  Residents need 
sufficient opportunity to retake failed modules during residency. 

•  How should it be administered?   
•  How can the dermatopathology practical exam be administered?   
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To illustrate the difference between knowledge base and application of 
knowledge, here are two relatively simple questions.   
The knowledge base question asks the most common side effect of oral 
isotretinoin (of those listed).  It is clinically useful to have the 
perspective that hypertriglyceridemia is reasonably common, whereas 
some other potential side effects are not so likely to happen.  It is a 
reasonable question, but a question of fact. 
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The above question illustrates application of knowledge – specifically, 
evaluating results of therapy and modifying management, if appropriate.   
In this example, a woman is placed on isotretinoin for an appropriate 
indication.  She is started on 0.5 mg/kg/day for a month, then is given 1 
mg/kd/day.   
She appears well and has no symptoms except dryness. 
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Her labs are fine except that the triglycerides have been increasing.  
After a month at 1 mg/kg/day, her triglyceride level is 350.   
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What do you recommend? 
Should she stop isotretinoin, lower the dose (which would double the 
length of time that she is at risk for pregnancy while on isotretinoin), or 
keep the dose the same and follow closely?  The oral contraceptive 
could be contributing.  Perhaps that should be changed.   
 
This is one of the types of questions that may appear on the APPLIED 
exam.   
Some characteristics to note: 
The answers to questions like these often have to be determined by 
consensus, as there may not be evidence base.   
It takes much longer to read and answer this item than it did for the 
knowledge base item.  Thus, case presentations cannot cover the 
breadth of content per unit time as do one-best-answer-of-five 
knowledge base questions. 
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The APPLIED exam is the centerpiece of our proposed Exam of the 
Future.   
It will emphasize application of knowledge and clinical judgment. 
Realistic scenarios that do not fit well into one-best-answer-of-five-
choices can be used.  For example, cases may be used where there is 
not necessarily a single best management approach but rather any one 
of several approaches may be acceptable.  
Clinical-pathologic correlations may be presented.  In some cases, the 
pathology may lead to a definitive diagnosis, but in others, the 
examinee will have to decide what to do when neither the clinical nor 
the histologic is diagnostic.   
Cases may be presented where one evaluates the response to 
treatment and modifies the treatment plan or revisits the diagnosis. 
 
The APPLIED exam is envisioned to be a simulator of clinical practice.  
As such, it should be weighted toward conditions that are either 
frequent or important.  Conditions that are both frequent and important 
would have highest priority. 

28 



Our hope is by testing application of knowledge, resident learning will 
be directed toward acquiring the skills needed to become excellent 
clinicians.  It should lead to a richer and more valuable residency 
experience. 

29 



Probably the biggest challenge we face is that applied knowledge 
questions are much more difficult to write.   
They are also difficult to grade.   Correct answers are often determined 
by consensus, not evidence base. 
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The ABD has engaged a psychometrics consultant to guide us through 
the changes and ensure that our final product is psychometrically valid.   
We have formed committees to write these new types of questions.  
The first meeting of the committees is in November.   
We are still in the design stage.  The entire process will probably take 4 
years or so to implement.   
The types of questions on the APPLIED exam are completely new for 
us.  They will need extensive piloting before they can be used in 
certification.   
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Please send us your comments.   
 
Your feedback is important and will be much appreciated! 
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