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The American Board of Podiatric Medicine (ABPM) Position Statement on the Revisions 
of CPME 320 for Podiatric Medicine and Surgery Residency Training 
 
ABPM is the specialty board recognized by the Council on Podiatric Medical Education’s Joint 
Committee on the Recognition of Specialty Boards to certify in the specialty area of podiatric 
medicine and podiatric orthopaedics. ABPM maintains one certification pathway leading to 
certification in podiatric orthopaedics and primary podiatric medicine. 
 
The American Board of Podiatric Medicine (ABPM) has adopted the following positions related to 
residency training in podiatric medicine and podiatric orthopaedics and the revisions to the Council 
on Podiatric Medical Education (CPME) 320 document. 
 
These positions were created with the guiding principle from CPME 320 Standard 6.0. 
 
“The podiatric medicine and surgery residency is a resource-based, 
competency-driven, assessment-validated program that consists of three years of postgraduate 
training in inpatient and outpatient medical and surgical management. The sponsoring institution 
provides training resources that facilitate the resident’s sequential and progressive achievement of 
specific competencies. The resident must be afforded training in the breadth of podiatric health 
care.” 
 
Our positions serve to improve residency training in podiatric medicine and podiatric orthopaedics 
to meet the current and future needs of the podiatric patient. 
 
 
Position #1: The ABPM is an autonomous body, recognized by the Joint Committee on the 
Recognition of Specialty Boards (JCRSB) of the CPME. 
 
CPME 220 asserts the autonomy of specialty boards: 
 
“Specialty boards established within the profession are considered to be autonomous bodies. 
Specialty boards voluntarily seek recognition from JCRSB. These specialty 
  
boards agree to abide by the criteria included in this publication. As stipulated within the policies of 
APMA, only one board in any single special area of podiatric medical practice may be recognized. 
APMA, CPME, and JCRSB have no jurisdiction with respect to 
other podiatric specialty boards that function without the recognition of JCRSB.” 
 
Furthermore, the APMA House of Delegates adopted the following language in 1995: 
 
“Autonomy of Specialty Boards: Specialty boards established within the profession are considered 
to be autonomous bodies.” 
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Position #2: The ABPM has the responsibility to determine the education and training 
requirements which must be met in the specialty of podiatric medicine and podiatric 
orthopaedics during Podiatric Medicine and Surgery Residency (PMSR) programs in order 
to be eligible for certification by the Board. 
 
The published goal of the ABPM is: To protect the health and welfare of the public through an 
ongoing process of evaluation and certification of the competence of podiatrists in the specialty of 
Podiatric Orthopedics and Primary Podiatric Medicine. 
 
CPME 220 Section 9.1 states “The specialty board shall grant appropriate certificates that relate to 
the ability and performance of the podiatric physician to satisfy the board's requirements. The board 
recognizes only those individuals who have satisfied the requirements for certification in order to 
assure the public and the profession that properly credentialed and examined podiatric physicians 
obtain certification.” 
 
CPME 220 states that one of the purposes of a specialty board is to “evaluate the specific 
educational qualifications, experience, and abilities of candidates for certification.” 
 
CPME 220 Requirement 6.1 states “The specialty board will be expected to demonstrate that the 
nature, scope, and breadth of the curriculum for postgraduate education programs is sufficiently 
rigorous and of an advanced level that goes well beyond the curriculum for the first professional 
degree.” 
 
CPME 220 Requirement 6.2 states “The specialty board shall collaborate with CPME in the 
development of standards and requirements for the evaluation and enhancement of postgraduate 
education programs. The specialty board appoints representatives to participate in various aspects 
of the approval process in order to provide a significant contribution to the review and recognition of 
postgraduate educational programs that relate to the educational requirements for certification. 
Such activities must include, but are not limited to the following: participation in the on-site 
evaluation of residencies and other postgraduate programs, representation on the Residency 
Review Committee, financial support of approval systems, and development of recommended 
revisions in approval standards and requirements.” 
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Position #3: The definition of podiatric medicine and podiatric orthopaedics has been long 
established and documented by the profession and the Board. 
 
The specialty of podiatric medicine and podiatric orthopedics currently includes the following 
categories which are listed under Appendix B Section 10 
of CPME 320: 
 
- Anesthesiology 
- Cardiology 
- Dermatology 
- Emergency Medicine 
- Endocrinology 
- Family Practice 
- Gastroenterology 
- Hematology/oncology 
- Imaging 
- Infectious disease 
- Neurology 

- Pathology 
- Pain management 
- Pediatrics 
- Physical medicine and rehabilitation 
- Psychiatry/behavioral medicine 
- Rheumatology 
- Sports medicine 
- Wound care 
- Burn unit 
- Intensive/critical care 
- Geriatrics 

 
Podiatric orthopaedics includes the major subject area of biomechanics, also defined in CPME 320 
Appendix  Section 7.1 as “the diagnosis, evaluation (biomechanical and gait examination), and 
treatment.” 
  
 
Position #4: The ABPM’s role on the CPME 320 Residency Ad Hoc Advisory Committee is to 
inform the Council of training experiences required to prepare a candidate for practice and 
certification. 
 
CPME 220 includes the “Purposes of a Specialty Board” as below: 
 
“Recognized specialty boards have as their principal mission the improvement of the quality of 
podiatric medical care in the best interests of the public by attesting to the high standards of 
achievement by appropriately credentialed podiatric physicians.” 
 
Specifically, listed are the following “Purposes”: 
 
5. Collaborate with and assist CPME in encouraging and helping advance standards for the 
approval/accreditation of specialty training programs. 
 
6. Advise podiatric physicians desiring specialist recognition about the course of study and 
education to be pursued and the specialized clinical experiences to be acquired in order to meet 
the requirements for certification. 
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Position #5: The terminology referring to the specialty of “podiatric orthopaedics and 
primary podiatric medicine” should be changed to “podiatric medicine” throughout the 
Council documents. 
 
Council documents are inconsistent in the terminology referencing the education and training 
experiences in podiatric medicine. 
 
The CPME-approved residencies Primary Podiatric Medicine Residency (PPMR) and Podiatric 
Orthopaedic Residency (POR) were transitioned into Podiatric Medicine & Surgery (PM&S) 
programs in 2003, and currently, the Podiatric Medicine and Surgery Residency (PMSR) in 2011. 
 
In 2012, to remain consistent with the terminological changes in residency training programs, the 
American Board of Podiatric Orthopaedics and Primary Podiatric Medicine (ABPOPPM) changed 
its name to the American Board of Podiatric Medicine. 
 
This terminology update does not indicate a change in the scope of ABPM’s eligibility or 
certification process and only serves to ensure that Council documents are current and consistent. 
  
 
Position #6: There should be a single residency training program, three years of length, in 
podiatric medicine and surgery. 
 
While CPME promotes one residency training program, the current model masquerades the fact 
that there are indeed two separate programs, one having an “added credential” of Rearfoot and 
Reconstructive Ankle (RRA) surgery. It is our position that all residents should complete the same 
training program, as not to create confusion in the 
profession, by the public, and by hospital staffs. 
 
CPME documents are clear that there are currently only two recognized specialties in podiatry; 
podiatric medicine and podiatric surgery. The added credential of RRA fragments the specialty of 
podiatric surgery and is explicitly prohibited in Council documents. 
 
CPME 220 Section 1.4 states, “Of particular concern to the American Podiatric Medical Association 
is the conduct of an appropriate and valid certification process that in no way fragment special 
areas of practice or duplicates the certification activities of other recognized specialty boards in the 
podiatric medical profession. Such fragmentation and duplication may portray an inconsistent and 
contradictory posture for the podiatric medical profession and leads to confusion on the part of the 
health care community and the general public.” 
 
The CPME staff has informed the ABPM that 98% of current approved residency programs have 
met the criteria for the added RRA qualification. Therefore, it is already nearly uniformly adopted 
and the CPME should not allow fragmentation of the specialty. 
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Position #7: A combined in-training exam including components of both podiatric medicine 
and podiatric surgery should be required. However, if the combined exam is not adopted, 
both the ABPM and the ABFAS in-training exams should be required. 
 
Podiatric medicine and surgery are separate, but equivalent, training experiences in a PMSR 
program. Both specialties are needed to provide comprehensive care to the podiatry patient. In the 
definitions of CPME 320, the purpose of an in-training exam is stated as: “Administered by the 
specialty board(s), the in-training examination serves as an external assessment of the resident’s 
development towards readiness for board qualification by the specialty board(s).” 
  
CPME 320 Requirement 7.2 C further defines the purpose of the in-training exam as “a guide for 
resident remediation and as part of the annual self-assessment of the program.” 
 
The in-training exam is a validated assessment tool essential for the residency program director 
and faculty to monitor, document, and remediate residents who are deficient in certain 
competencies in both podiatric medicine and podiatry surgery as stated in Requirement 7.2. 
 
Currently, both JCRSB-recognized specialty boards have separate in-training exams. The ABPM 
supports a single in-training exam that encompasses both podiatric medicine and surgery, 
however, the ABFAS has opposed our efforts to cooperate on a combined in-training exam. 
Therefore, it would not be appropriate to require only one specialty’s in-training exam as it 
minimizes the director and faculty opportunities to remediate the resident in both specialties. 
 
 
Position #8: Residency program competencies and resident evaluations should be based on 
milestones and not minimum activity volumes (MAVs). However, if CPME does not accept 
this model, then the ABPM will require MAVs for podiatric medicine and podiatric 
orthopaedic experiences. 
 
We believe that educational experiences for podiatric residents should be based on milestones and 
not MAVs. This is the position of the APMA Board of Trustees and are the current ACGME 
residency training standards. Milestones would provide a framework for the assessment of the 
resident in key dimensions of the elements of competency in podiatric medicine and podiatric 
surgery. 
 
In a letter dated March 5, 2019, the APMA BOT wrote to the CPME 320 Residency Ad Hoc 
Advisory Committee; “We also encourage you to transition from MAV’s to the 
Milestones/Competencies model adopted by ACGME. A competencies model for both surgical and 
podiatric medicine milestones would allow residency directors to better assess resident’s strengths 
and weaknesses and focus on being competent in areas of weakness. Ultimately this should lead 
to graduating a more completely trained and competent podiatric physician and surgeon.” 
(Appendix A) 
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The ABPM is not attempting to dictate the requirements for the podiatric surgical specialty, 
however, if the CPME is not willing to move to the more contemporary ACGME-approved milestone 
model, then the ABPM will require MAVs for podiatric medicine and podiatric orthopaedic 
experiences and submit those to the Council. 
 
The ABPM has convened an ad hoc committee to make recommendations to the Board for 
requirements in the milestones model as well as the MAV model. These will be submitted to the 
CPME 320 Residency Ad Hoc Advisory Committee upon our notification of which evaluation model 
the CPME intends to use. 
 
 
Position #9: Wound Care should be a required, separate, and defined residency training 
experience. 
 
Wound Care represents a significant portion (>10%) of the ABPM qualification and certification 
exams. Residents need required Wound Care experiences, which include the use of modern 
technologies, in the PMSR program to adequately prepare for the exam. 
 
Most importantly, the needs of the podiatry patient are changing. Wound Care and diabetic foot 
care is now a large and growing need of the public. PMSR residency standards must evolve with 
the needs of the public to create a competent podiatric physician who can handle the needs of the 
current and future wound patient. 
 
In the aforementioned letter, the APMA BOT encouraged the CPME 320 Residency Ad Hoc 
Advisory Committee to include more comprehensive podiatric medicine experiences by stating; 
“residency programs, that in addition to providing comprehensive surgical training, a PMSR as 
defined by the CPME 320 document should offer increased training in primary care of the lower 
extremity, including but not limited to biomechanics, wound care, geriatric care, dermatology, etc.,” 
 
The ABPM is prepared to submit defined milestones or MAVs to the Council for the Wound Care 
experience. 
 
 
Position #10: Residents should be required to perform pathology-specific biomechanical 
exams instead of comprehensive biomechanical examinations. 
 
Biomechanics is a necessary discipline of the profession and provides the basis of a diverse range 
of podiatric medical treatments and podiatric surgical procedures. A sound understanding of 
biomechanics and pathomechanics is required to provide comprehensive podiatric care. In podiatric 
practice, focused exams are more appropriate and useful to the practitioner. 
  
Focused, pathology-specific exams aid the residency director and faculty in teaching biomechanical 
principles of podiatric pathology and its relationship to podiatric medical and surgical interventions. 
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As indicated above, the ABPM would prefer pathology-specific biomechanical exams to be included 
in the milestone model for podiatric conditions. In the event of CPME 320 continuing to utilize 
MAVs, the ABPM will require MAVs for pathology-specific biomechanical exams and submit those 
to the CPME 320 Residency Ad Hoc Advisory Committee. 
 
 
Position #11: Increase the minimum required number of comprehensive history and 
physical (H&P) examinations. 
 
CPME 320 already recognizes the value of the comprehensive H&P as stated in Appendix A, 
Section 3(f) under Required Case Activities: 
 
4.  Comprehensive history and physical examinations. Admission, preoperative, and outpatient 
H&Ps may be used as acceptable forms of a comprehensive H&P. A problem-focused history and 
physical examination does not fulfill this requirement. 
 
The Document further states that, “The resident must demonstrate competency through a diversity 
of comprehensive history and physical examinations that also include evaluations in the diagnostic 
medicine evaluation categories. The resident must develop the ability to utilize information obtained 
from the history and physical examination and ancillary studies to arrive at an appropriate diagnosis 
and treatment plan. Documentation of the approach to treatment must reflect adequate 
investigation, observation, and judgment.” 
 
Furthermore, The Centers for Medicare and Medicaid Services (CMS) Conditions of Participation 
state that a medical history and physical examination (H&P) is required to be completed and 
documented for each patient no more than 30 days prior to or 24 hours after hospital admission 
and prior to surgery and other procedures requiring anesthesia. 
 
Interpretive Guidelines 482.22(c)(5)(i): 
  
The medical history and physical examination must be completed and documented by a physician 
(as defined in section 1861(r) of the Act), oromaxillofacial surgeon, or other qualified licensed 
individual in accordance with State law and hospital policy.3 

 
Section 1861(r) of the Social Security Act includes a Doctor of Podiatric Medicine in the definition of 
a physician. 
 
Increasingly, podiatric physicians are requesting the separately delineated privilege to perform 
H&Ps in hospitals and ambulatory surgery centers. Many organizations require that podiatric 
physicians demonstrate competency in performing H&Ps in order to be granted this privilege. The 
ABPM supports including the comprehensive H&P in resident milestones consistent with the 
ACGME model. In the event of CPME 320 continuing to utilize MAVs, the ABPM will recommend 
an increase in MAVs for comprehensive H&P encounters to the Council. 
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Position #12: Podiatric Clinic and Office Encounters should not be reduced and should be 
documented and enforced similar to all other required competencies. 
 
Podiatric medicine and podiatric surgery are equal and related specialties in the profession which 
are both vital in the care of all podiatric patients. However, in the practice of podiatry, a majority of 
patient encounters occur in the clinic or office setting. 
 
Podiatric clinic and office encounters are essential in providing the resident exposure to the wide 
variety of podiatric pathologies commonly encountered in practice and adequately prepare them for 
treating patients in the clinic/office setting. 
 
The current Required Case Activity for Podiatric clinic/office encounters is described in CPME 320 
Appendix A, Section 3(a): 
 
1.  Podiatric clinic/office encounters. This activity includes direct participation of the resident in the 
clinical evaluation and management of patients with foot and ankle complaints. The sponsoring 
institution must document the availability of at least 1,000 encounters per resident. 
 
The ABPM is prepared to provide the Council with strategies to assist with documentation and 
enforcement of this standard. 
  
 
Position #13: PMSR programs must include sufficient experiences in pediatrics and 
geriatrics to adequately meet the needs of the public and prepare the resident for Board 
certification. 
 
The specialty of podiatry includes the diagnosis and treatment of patients of all age groups. 
Therefore, training programs, in order to be comprehensive, must adequately prepare a podiatric 
physician to provide care for patients across the age continuum. 
 
Conclusion 
 
The ABPM respects its core responsibility, to protect the public, and we are also excited to work 
with The Council and the APMA in advancing the standards of podiatric education and training to 
reflect the current needs of the public and the role of today’s podiatrist. This Position Statement 
provides a framework on the path we believe is best to achieve these goals. The ABPM is 
committed to implementing the above positions through all mechanisms at our disposal. 
  

mailto:admin@ABPMed.org
http://www.abpmed.org/


 

 1060 Aviation Blvd., #100, Hermosa Beach, CA  90254 • Ph: (310) 375-0700 • Fax: (310) 861-0445 
admin@ABPMed.org  •  www.ABPMed.org 

 

 
 
Appendix A:  Letter from APMA BOT dated March 5, 2019, to the CPME 320 Residency Ad 
Hoc Advisory Committee 
 
Dear Chairman, Cook and Members of the Residency Ad Hoc Committee, 
 
The APMA Board of Trustees has reviewed CPME 320, Standards and Requirements for Approval of 
Podiatric Medicine and Surgery Residencies. The following comments and suggestions are offered for 
your consideration. 
 
The board would first like to take the opportunity to compliment the ongoing quality work performed by 
CPME and its ad hoc advisory committee in the review and development of the proposed standards and 
requirements of document 320. The board recognizes the importance of professional accreditation and 
the role of CPME to assure quality in podiatric medical education and training. 
 
We are of the opinion that the transition to a 3‐year mandatory residency in Podiatric medicine and 
Surgery was necessary and has been beneficial to the profession, but that the guidelines may be 
modified to even better prepare a podiatric physician to meet the lower extremity healthcare needs of 
the public. CPME 320 in section 6.0 clearly describes a curriculum that covers the breadth of care a 
podiatric physician and surgeon could anticipate providing in practice. We would hope there is a 
mechanism to educate residency programs that in addition to providing comprehensive surgical training, 
a PMSR as defined by the CPME 320 document should offer increased training in primary care of the 
lower extremity, including but not limited to biomechanics, wound care, geriatric care, dermatology, 
etc. 
 
We also encourage you to transition from MAV’s to the Milestones/Competencies model adopted by 
ACGME. A competencies model for both surgical and podiatric medicine milestones would allow 
residency directors to better assess resident’s strengths and weaknesses and focus on being competent 
in areas of weakness. Ultimately this should lead to graduating a more completely trained and 
competent podiatric physician and surgeon. 
 
We look forward to your response on the issues. Again, we appreciate the opportunity to provide 
comments and hope that these may be of some assistance to the Committee as it goes about 
formulating its recommendations to the Council. 
 
Sincerely, 
 

 
Dennis R. Frisch, DPM, President 
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