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A Vision for Continuing Education & Lifelong

Learning

We envigon a continuum of health professional education from admissido a
health professional prograno retirementthat values, exemplifiesandassesses
lifelong learning skillemphasizesterprofessional and tearbased educatiomand
practice employstested,outcomesbased continuing education methods; aliiks

health professionakducation and delivergf carewithin the workplace.

To achieve this vision, we encourage an understandirandfsupport forthe need
for changeand collaboratioramongstakeholdergesponsible fothe

interdependent éementsof this visiong academic institutions, healthcare systems,
continuing education providersccrediting bodiedjcensing and credentialing

boards funders and others.

Statement endorsed bthe American Association of Colleges of Nursing Board of
Directors, July 2008ndthe Association of American Medical Colle@esincil of
DeansDe@mber2009
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Executive Summary

The Josiah Macy Foundag2 Y@ aconference on continuing educati@E)n the health
professiondgdentified the need, and set the stage fimprovementin this last and longest

phase oK S £ G K LINE F S & &Edtablighing & platfohRfaizEnlangielirtayi dra of health
care reform, thereport stressed incorporating findings from the extensive literature of health
LINE T S 4 aThéesy iacddediccreasing the focus on the didactic lecture as the primary
format for CE; increasing awareness of prachased learning; helgening attentiveness to

the importance of CE as a tool to improve competency and performance in the academic health
center; developing interprofessional education; and instilling lifelong learning skills.

The 2007 report, however, was silent thre waysby which these findings could be

implemented. The need to move to this next step prompted the dydoundation to fund a

jointly sponsored conference and consensus process hosted by the American Association of
Colleges of Nursing (AACN) and the AssocdiaticdAmerican Medical Colleges (AAMC). This was
a threephase effort detailed inSection 1a preconference planning phase in which white
papers were created in several critical areas and an invitation extended to key thought leaders
and organizationalapresentatives in Medicine and Nursing, subsequently known as the Expert
Panel; an invitational conference involving these individuals; and aqoogerence period

devoted to expanding and consolidating the white papers and developing clear
recommendatios in five key areaglthough the conference focused primarily on nursing and
medicine feedback from a broader interprofessional stakeholder group was sought as the
recommendations and report were finalized. Feedback from this interprofessional group was
positive and indicated that the content and recommendations presented in this report were
relevant to all health professional lifelong learning and continuing education.

The recommendations and dialogadiculated here represent the consensus of thepert
Panel, comprisd ofcontent experts and representatives @fwide array of stakeholders
including @ucation, practice, and regulan. The report describea preferred future for health
LINEFTSaaArz2yl faQ ddgofessioyatdevgldmaaRdiitelbng fkeanjhgwhich
canbestbe attained through full implementation of the recommendations distilled here.

A Vision for Continuing Education and Lifelong Learning

While the Expert Panel and writing groups reviewed the literature, discussedblications of
their findings, and developed extensive recommendations, a vision was created for the future.
This future for health professional lifelong learnjpigces greater emphasis amterprofessional
education and practigepreparation and asssment of graduates with skills that support

lifelong learning; increased diversity in continuing educatiwthodsand selflearning
opportunities; greater use of technologies to deliver evidebased information and assess
changes in practiceand a foas on ways in which this vision could be applied in the workplace
setting The recommendations thaarose from this procegsrovide a path for achieving this
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vision which we believe is necessary to address many of the issues currently facing the
O 2 dzy hedllihc@@rd system.

Major Recommendations

Over 30 major rqcommgndqtions directed ata variety of organizationalvstakehoIders pvolveg
FNRY GKS 9ELISNI tlyStQa ¢62N)] FyR &adzoaSldsSyidf e

identified four key areas foanalysis and recommendation.

Continuing Education Methods

Classroom education (meetings, conferences, rounds, courses, @edvige training) is

a tradition among health professionals. Most of these programs employ didactic
methods, demonstrated to beffective at transmitting new knowledge or delivering
updates, but with little evidence that they produce change in the practice of health
professionals. Newer and possibly more effective models are explored. Beyond
classroom educatiothere isa host ofbroadlydefined but undetutilized educational
interventionsthat existwhich employ preactive methods and strategies to effect
learning and change in health professionals. Support from the Expert Panel for these
methods was widespread.

InterprofessionaEducation

A large body of literatureegardinginterprofessional education and its possible megts
from undergraduate to continuing educatierinformed the panel and its writing

groups. In addition, there exist compelliatyidies and reviewthat sugget the positive
impact of thedevelopment of interprofessional teams in primary care, geriatrics, and
other specialized areas of health care. These two bodies of literature provide evidence
for the need to educate new and practicing health professionatsiiéaneously and
collaboratively.

Lifelong Learning

The panel defined lifelong learning ldentifying keycompetencies ioluding an
understanding of evidenebased healthcare and critical appraidaimiliarity with
informatics and literature search drretrieval strategiegpracticebased learning and
improvement methodsselfreflection and assessmerdand other skill sets related to
knowledge management. While many undergraduate health professional programs
have undertaken shifts towards problebased learning, most entdeveleducation
continues torely on a primarily didactic, lecturdased approach, followed by rotations
through standard clinical settings, with the emphasis still, for the most part, on
knowledge acquisition and application.

Workplace Learning

Workplace learning was envisioned by the Expert Panel to encompassaintra
interprofessional continuing education and lifelong learning occurring irclihecal

setting Described aa disruptiveconstruct,the model unites education ahwork as

mutually dependent, forming a seamless process of employing clinical performance
data to determine gaps in practice, establishing learning and other strategies to address

6 SNB
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these needs, and evaluating the outcome. A subset of work@doeation wa
considered to begoint of cardearning, defined by the panel to mean information
retrieved at the time and place of the health professional/patient visit or immediately
thereafter.

92t @AY FNRBY GKS f AGSNI GdzNB hsyaie diiedkeS8tot | ySt Qa RA & Odz
stakeholders in three key aregsducation, practice and related entities, and regulation.

Education

First, recommendations are made to academic institutions, including those faculty members
responsible for basic and undergraduate miag,encouraging thento promote
interprofessionalism, collaboratigand the development of lifelong learning skills. The
recommendations gb include the providers of €CBEboth educatimal leaders and faculty
memberg supporting theadoption ofinnovativeand morelearnercentered teaching

methods. These shifts in the preparation of faculty redesign of curricula and development of
relevant resources requisbuy-in on the part of medical and nursing schools in addition to the
recognition by accrediting baels of the importance of these skills.

Practice

Second, a cluster of recommendations is made to healthcare institutions and systems, insurers,
granting agenciesnd others to support developments in the workplace as well as
interprofessional and lifelagn learning, including CE.

Regulatory

Third, recommendations are made to the accrediting bodies. In health tterse
recommendations support workplace and lifelong learning by establishing appropriate and
supportive accreditation standards. In CE, teeommendations encourage the inclusion of
diverse evidencebasedmethodsfor the delivery of continuing education, includimgegration
into practice, andlelivery in the workplace and other more némraditional settings. Similarly,
undergraduate educadnal accrediting bodies responsible for enteyel or prepractice
learning are encouraged to suppdite development ofifelong learningskillsand to recognize
workplace learning in undergraduate and basic health professional education.
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Section 1: Background

Achieving Consensus In
Continuing Education and
Lifelong L earning

INTRODUCTION

¢KS W2aAl K a l(IMENZebry RO7cdnRrgn@eion continuing education in
the health professionkasraised public and professional awareness regartiegneed for
change in this last and longest phase of health professionals' edu¢hYion
Recommendations from the 2007 report built on previaeports(2-10) in thefield and
articulated recommendations in two major areas: the needd€oepmplete separaon of
commercial interest from all accredited continuing education (CE) health professional
activities and a reform of the accreditation of continuing education. These
recommendations have generated widespread attention. However, less publicized but
important recommendations from the 2007 JMF Report emphasized the development,
testing, and support of a more effective model of CE and increasing the linkage between CE,
competency, and performance. The 20@acy ReportContinuing Education in the Health
Prdessionsmay be found at the followingeb site: www.josiahmacyfoundation.org

With its long history of activity in medical education, the Assammadbf American Medical
Collegs (AAMC) has issued several reports related to this démeluded in them ar items
that fall under the rubric of its Medical School Objectives Project (MSOP), of which a
number are related to undergraduate education refoeng.,MSOPs otthe quality of care,
2001; rational prescribing, 2008nd informatcs and information managnent, 1998)
Similarly, the American Association of Colleges of NursiaGX through a sees of
initiatives and reports has reexamined how nurses, from entry into the profession to
advanced specialty practice, are educated for lifelong learning to theefuture needs of
the population and healthcare system. Policy statetsaegarding nursing education
(including requirements for professional certificatifil], preparationon for entry into the
profession [12]and advanced practice preparation agtlloctorallevel, [13])have been
developed and endorsed by the AACN membershiygse reports reach consensus about
the need to reexamine how health professionals are prepared for lifelong learning and the
need for changes in how lifelong learning is iempénted.

The Institute of Medicine (IOM) in 2003 releadd¢ealth Professions Education: a Bridge to
Quality, which called orthe health professions to examine and redesign the way all health
professionals are educated for the future teliver patientcertered care as members of

an interdisciplinary teamemphasizing evidenebased practice, quality improvement
approaches, and informati¢d 0). Despite the promulgation of these and other reports and
their recommendations, work remains to be done regardimg methods and formats of
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continuing education, interprofessional education, and preparing future practitioners for
fATSE2y3 €tSFNYAy3 G2 | RRNBaa GKS akKAFTaa Ay GKS
in the healthcare system, and exponentiabgth of knowledge and advances in

technology, biomedicahnd related fields.

Despite the promulgation of these and other reports and their recommendatizad)le
work remains to be done by the health professions regarding the methods and formats of
continuing education, interprofessional education, and preparing future practitioners for

meaningfullifelong learning

This report is the product of a cooperative effofta large number ohdividual
stakeholdersrepresentinga wide range of perspectivesom basicundergraduate

training to continuing educatiorirom medicine and nursin@nd from educationpractice
and regulatoryarenas Hosted by theAAMC and AACHhis effortfocuses on one set of the
2007JMFrecommendationsthose related to the divery of CE and the development of
lifelong learning skills in health professionals. Funded by the JMF, it attempts to address
issues of learner preparation and the delivery of continuing education in the cause of
improved patient care; hallmarks of hedh care reform.

THE LIFELONG LEARNING INITIATIVE

The initiative encompassed three distinct phases

PHASE | PRELIMINARY WORK A

July 2008; Sept 2008 Planning Phase

(Z)gé%ber 200& January PreConference Phase: literature review

PHASH INVITATIONAL CONFERREREACHING

February 910, 2009 CONSENSUS

February 1x March 5,2009 Invitational Conference held Alexandria, {Expert

March & March 27, Panel)

2009 Document drafts sent to section editors

March 30¢ April 30, Edted drafts sent to working groups

2009 Draft recommendations and chapters to all
conference participants for review

PHASE Il FINALIZING REPORRECOMMENDATIONS

May 13, 2009 Webinar for Invitational Conference Participants

May 14 31, 2009 Finaliation of report and recommendations

June, 2009 Presentation made to Interprofessional
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Organizational Leadership

August, 2009 Review by Externaéview panel members
September October Report dissemination, preliminary
2009 implementation

Phase 1The Prelimiary Work Phase consisted of planning activities and researching the
four originally identified areas upon which th&elong learning initiative waluilt. In this
phase, a review of the literature was conducted using various online databases such as
EBSC(Pro Questthe Research & Development Resources Base in CE of the University of
Torontoand CINAHL. For the search, key terms were uselliding(but not limited to)
Continuing Education, Point of Care, Lifelong Learning, Knowledge Translation, dgghnol
TeamBased Learning, and Education. This research hétpadsimilate a variety of peer
reviewed journals, articles and documents that provided a foundation for the development
of white papers on the four major thematic areas. The wigspers generatd by this
phaseoffered a synopsis of the literature, including issues, implications and
recommendations surrounding these four major themes, and provided a basis for the work
of the Invitational Panel in Phase II.

Phase IlI: Invitational ConferenéeRedching Consensés

An invitational conference, ebosted by AAMC and AACN, provided a central platform for
the Lifelong Learning Initiative. Key representatives from nursing and medicine with
expertise in the four identified thematic areas were invitedperticipate in this landmark
initiative. In addition to the four areas, participants represented a csesgion of

regulation, accreditation, education, and certification from both nursing and medicine. The
work of this Expert Panel was inaugurated abaference held February-20, 2009 in
Alexandria, Virginia. The conference focused on a distillation of the recommendations in
the white papers with a strong action orientation. The conference goal was to facilitate the
development of working structures drinitiatives to ensure the implementation of the final
report and recommendations.

The specific objectives of the conference wioe
1. Develop and refine specific, actionable recommendations arising from the White

Papers or other expertise;

2. Outline barriers and facilitators and next steps to the execution or implementation of
these recommendations; and

3. Outline organizational and logistical frameworks to oversee their evolution,
development, and assessment.

10
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Conference Format

The confeence agenda aimed to achieve its goals by a mixture of plenary sessions, large
group and small group discussions, and an iterative process of developing and sharing
recommendations.

The white papers provided a launch pad for discussion. Previous stutiesling findings
and recommendations, we clustered in four categorigsee Figure 1). In each area, a brief
description of current research findings was presented, followed by an exploration of their
implications. Initially, four working groups were altished: Continuing Education (CE),
Point of Care (POC), Lifelong Learning (LLL), angriofiessional Education (IPE). tAs

work of the Expert Panel progressed, two of these groups were compressed into one
(Continuing Education and Point of CareJl- 6 S fCB Rethdd@andanother group was
establishedn Workplace Learning (WPL). Taking the tpoimt-of-care learninggo mean
information retrieval at the time of a patient visit, the Expert Panel empowered a small
group to address issues in this ay@@w considered to be a subset of workplace learning.
Further definitions are listed in an appendix at the conclusion of thgene

Participants in each of the warlg groups were chosen based tmeir past work and
identified expertise in one of the tw major areas. However, Expert Panel members were
provided an opportunity to seléelect their work group if they felt more knowledgeable
interestedin another area.

The conference format allowed the participants to dissect the wpé#pers, ando
generate a set of recommendations that continued to evabe¢h during and following the
conferenceas the working groups and entire Expert Panel processed the information.
Following the invitational conferengeditors and writers from the individual workaups
were identified to craft the initial draft of the report.

Phase ItIFinalizing the Report & Recommendations

This phaséncluded several individual steps with the ultimate goal of reaching consensus
around a set of recommendations that would shdpture actions related to Lifelong
Learning. The first step brought the five work groups back together through electronic
means facilitated by ad hoc conference calisd orline file-sharing Individual
recommendations were presented, discussadd votad on by Expert Panel members a
final, summarywebinar processFollowing the teleconference and based on the consensus
of the Expert Panel, a final draft report was completed.

In June 2009 a presentation on the initiative and recommendaticasmadeby one of the
projectleadsto the Federation of Associations of Schools of the Health Professions
(FASHP). FASHP membership desuhe leadership of 14 heaklrofessions organizations.

In earlyAugust2009, the final draft report was sent to membersam External Review

Panel. Members of the External Review Panel, not members of the Expert Panel, included
individuals and organizational representatives identified as having expertise in the five

11
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major areas in the report or having a significant stakédha the successful implementation
of the recommendations contained within the report.

This phase was occupied with answering key questions raised during the conference, and in shaping
recommendations to key stakeholders. Both are outlined below.

Figure 1: Initial keyonstructs

Continuing Education

Lifelo

Lear

Inter-professional
Point of Care Learning education

Key questions addressed by Expert Panel

In the process of examining the rolesasfd potential impact orkey stakeholders in the
process of producing, accrediting, and supporting continuing education and lifelong
learning, severamportant questions were raised and processed. In many instances, the
group acknowledged that stakeholddrad already begun to addretisese and similar
guestions

o If there were no accreditation or credit systems, how would the professions
monitor quality/accountability for individuals, teams and the system? One
F LILINR F OK YAIKG 0SS G2 R20dzYSyid FyR Y2yAl:z
progress in achieving learning goals: gy portfolio-based activitiesa
process that could be consistent across professions

e What is the proper balance between current practice€E and lifelong
learning captured by the ternevidencebasedvs. innovation?

¢ What funding would be needed to implement the changes recommended?
Who or what entities might support the changes bothmetarily and
conceptually? What business cases, outlining values and returns on
investment, need to be developed, in order to guard against the issue of
unfunded mandates? Related to the issue of funding are serious questions

12
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about commercial support, coliéts of interest, bias and ethics in
continuing education.

e To support changes in continuing education practices, how can creative,
innovative, and personalizedculty developmenbestbe implemented
and supported?

¢ To what extent do we support the resedrand development aspects of
CE: Howean the published results of these studies be more widely
disseminated or implemented?

Stakeholders in Continuing Educati@mnd Lifelong LearningSecuring
External and Logistical Suppadidr Change

To achieve ahanged or futurevision of Continuing Educati@nd Lifelong Learnindproad
support is needed from those stakeholders who play significant roles in shaping the
ongoing education and learning of health professionals, both in academia and in practice.
These takeholders and the roles and challenges envisioned include:

Licensingpodiesand credentialing boardgossiblyaltering requirements for the
demonstration of competency in both academic programs and in continuing
education;

Educational accreditingodies, examining

U the role they can play in supporting the creation of effective, critically
thinking lifelong learners;

0 their effect on CE access, funding, and accountability; and
U their influence on fostering or inhibiting innovation.

The leadership and fatty, including health science librariaref,academic
institutionsassessingvays in which they foster, support, and reward activities
leading to the development of lifelong learneasd provide more effective CE

CE providergprofessional organizatiorend individualsadvancing therofessional
development of CE and lifelong learning;

Specialty and professional societies exangrheir role in moving from reliance
primarily on didactic sessions to one of supporting a variety of lifelong learning
formats;

Health care accreditation systeraad aher stakeholders in the healthcare arena,
including hospitals, health systems, payers, state, and federal governassgssing
their role in supporting an@dnplementingthese recommendations

13
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Section 2: The Process, Value
and Outcomes of Continuing
Education and Lifelong L earning

REPORT OVERVIEW

The work of the Expert Panekgs Conference Participants and writing group members)
developed two sets of issues and recommendations: 1) broad, overarching
recommendatiors that are included in this section; and 2) more specific recommendations
focused on each of the five major themes identified in this report: Lifelong Learning,
Interprofessional Education, Continuing Education, Work Place Learning, and Point of Care
Learnng. Each of these areas is addressed in greater depth in subsequent sections.

The consensus conference permitted a rich discussidheovision, mission, and value of
continuing education and lifelong learning and formed a consensus surrounding these
critical principles, thus providing a foundation for the discussion and evolving work of the
Lifelong Learning Initiative. The Panel attended to the central construct of the learner, and
the skills of the competent and supported lifelong learner. It therfitstiits attention from

the individual learner to the team in which practice does or should occur and subsequently
developed an enriched understanding of the methods, resources, and activities of lifelong
learning and continuing education delivery. Ladthg Panel considered the setting in which
practice and learning come togethethe broader construct of workplace learning and its
narrower but important subset, poirbf-care learning.

THE VISION AND VALUE OF CONTINUING EDUCATION & LIFELONG LEARNING

Meaningful health care reform and its implications pose many challefaggdsealth
professionals and the héhcare system. These include, among other issadsancing
healthcare quality, delivering safe and cestective patientcentered care, increasing
access to care through the use of information/communication technology, changes in
insurance coverage and effective use of the health professimogtforce (L0). Geographic
variations and workforce shortages pose additional challenges to achieving healthca
reform.

Realimgthese expectations cannaiccurabsentcommitment to and reinvestment in
individually focused and teanand organizationally based lifelong learning and continuing
education. Where learning organizations exist, teams and individuattiping in those
settings are exposed to feedback and improvement practices, which enrich individual
knowledge {4). Smilarly, teams and organizatiormgpear tofunction optimallywhen

14
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individuals come to those settings prepared to offer perspectives@mpetencies to
advance clinical care and able to be engaged in systems that support that care.

Gonsiderable attention is givan this reportto the evidenceof effect of continuing
education on the competence and performance of health professiondlsrathe health
care outcomes of their patients. Lifelong learning and its partner, continuing edudatisn
offer notonlyenriching butalsoessential elements to healthcare reform.

In this report, considerable attention is given to the effect of conithg education on the
competence and performance of health professionals and on the health care outcomes of
their patients. The Panel noted that several shifts in thinking had begun to occur over the
years leading up to this report. First, the work of Rand othershad illuminatel the

nature and size of the clinical cagap (5, 16). Secondgontinuing education providersin
response to systematic reviews of the literatde’-21), had begun to augment didactic
teaching methods with interactive arather adult-learning techniques. Third, and perhaps
most importantly, two recent systematic literature reviews of the effect of continuing
education (at least for physicians) have congudrthat educational activitiaswhen
undertaken using interactive, muligp methods and sequencing techniquesan change
provider behavior and health care outcomes while maintaining competence, knowledge,
and skillg20,21)

Healthcare professionals have important roles in addressing the issues of lifelong learning
and continung education and should be equipped to work and make decisions
partnershipwith patients, cargivers, familiesinterprofessionakare teams, poliayakers,
and others. Lifelong learning and its partner, continuing education thus offer not just
enrichingbut essential elements to healthcare reform. To assure their effectiveness, the
skills of lifelong learnindemonstrated by individual health professionals require rigor and
supportfrom initial professional education to the point of care for individussms, and
across organizations. Further, continuing educatimethodsshould embrace clinical
systems, and complexity concepts using the best available evidandatsprovision
demonstrate a high level of innovation, accessibility, effectiveness]itigss, and

relevance to healthcare practice and to the learner.

Although not the focus of this report, funding models to support and research to advance

the science of learningre required 2 Sy adzNB AYLX SYSy Ol dAz2y FyR |
recommendaions. This report provides recommendations and policy guidaeseloped

by the ExpertPanelto move to a preferred vision farontinuing education and the

education of the skilled lifelong learnemecessary ingredients to achieve recognized and

emergirg health care improvemerand reformpriorities.

puli
Ny

Value of Lifelong Learning

All health professions valugas both a construct and a realitythe notion of lifelong

learning and the need for continuing education. For the most part, health professiargals
WKENRNBERQ gAGK | RSAANB (2 LISNGesstivaltothed K O2 YLIS U S
lives they touchln this sense, the Panel suggested thatirealth professional wants to

deliver less than statef-the science care, nor disappoint those entrukte their care.

15
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Yet, paradoxically, as knowledge expands to better serve the public, so too has the
complexity ofkeeping up to date anthe patient, family, and community dynamics that
intersect with an increasingly complex healthcare system. Ratherréwurcing these

burdens and enhancing professional identity and preventing burnout, continuing education
has frequentlybeenviewedby practitionersas another task to accomplish within a
inflexiblesystem. These and other forces conlpdlthe Paneto look closely at the value of
continuing education to society, health care deliveagd to the health professions
themselves. The lifelong learning and continuing education models presented in this paper
are conceptually linked to enhanced professional iagrand value, joy in learning, thus
aiding the provider and enriching the disciplines.

The Value and Purposes of CE and Continuous Learning

hyS OdzZNNByG @ASé 2F /9 A& (G2 2dzRIS Ada SFFSOI
performance change. laddition to this viewthe Expert Panel explored the value of

continuing education activity in a broader conteXhe Panekrgued that hetih services

research findingghat suggest continuing educatior2dS & wofk {provides a limited

perspective on the relevaecand importance of CE. Furthéne Panebrgued that

participation in CE had value in itsbifensuringll K 0 2y SQa LINI OGAOS 41 & Odz
developing contacts with other healttrofessionalslearningabout the health system in

which one practicg and enhancing sekefficacy All havevalue beyond changes in

performance or health care outcomes.

The Expert Panehstead urged an emphasis ¢me role of CE in

1. Validatingindividual practice and competence;

2. Engaginglearners in new knowledge and skill gasition for practice setting
application;

3. Reducingr closng practitioneridentified performance gaps;

4. improvingpatient care outcomes;

5. Affordingthe opportunity to integrate knowledge, performance, competence and
judgment; and

6. Generating professimal satisfaction and identity, potentially preventing or

decreasing burnout.

A VISION FOBONTINUING EDUCATION AND LIFELONG LEARNING

Recognizing that the overlapping, broad concepts of continuing education and lifelong
learning deserve a variety of perspves,Expert Panetonsensus developed around five
major themes, replacing the four outlined in the initial white papers and 2007 RRapprt
(1) (see Figure 2)n addition to these five major areas of focus, several important, eross
thematic considerabns were agreed upon inroadening theconceptualiation of
continuing education and lifelong learning. Thesasiderationsare presented here as
necessaryngredients in the reonceptualizatiorof CE and lifelong learning:

16



LLL Report

¢ A broader definition of contining education

U in particular the acronyms CME and CNE used by medicine and nursing
respectivelyappear tolead the reader to a more traditional and less
broad understanding of the field

U includng2 yf & WTF2NXIf Q 2N WiNI RAoithe2 y I £ Q / 9
term, leading to confusion relative to credit systems, and impeding
innovative thinking related to CE

U gpecificityis neededegarding the type of educational/learning method
or intervention;

¢ Incorporation of the principles, recommendations and nagges of this report into
basic or undergraduate health professional training; and

¢ Application of information technology to each of the five focus areas.

¢KS ySSR F2NJ 2y3a2Ay3 fSIENYAYy3I GKNRdAzZAK2dzi | KSI
supported; howeve there was consensus among the Expert Panel that a simple

readjustment of current polices and thinking regarding CE was insufficient to address

healthcare system needs, reforms critical to improving care gaps, and concerns about the

state of American hdthcare, matching the conclusions of othe{k6).

Several issues highlight the challenges and limitations to the form and structure of the
current CE system:

1. Growing complexity exists in the contemporary work environment. Current,
Wi NI RA G A20KISIAQ GI2LIKNGR f (0 K LR foublydlevetop | £ 4 Q S RdzO
the skills required to address the contingent nature of the work and the
distributed expertise in the work place.

2. The unrelenting increase in biomedical (e.g., genomic and proteomic)riafam
highlights the need for better information retrieval and knowledganagement
skillsq termed pointof-care learning.

3. Limitations tothe current approach to CE and the selection of learning activities
with little or no objective feedbacto participantscontribute to varidionsin
health care. Most health professionals attend CE activities as single-or self
containedeventsbased on perceived learning needs that may not reflect real gaps
in care or knowledge, or practice performance.

4. CE advitiesfrequentlydo not provide information in a format that permits easy
FLILXE AOKGAZY G2 2ySQa LINI OGAOSEI 2FFSNI 2 LI NI
AYVF2NXYIGAZ2Y T 2NJ NBOSAQPS FTSSRol Ol lo2dzi 2y S

5. Despite theevidence andicknowledged potenal for improving the processes and
outcomes of care, there remains a generalized lack of focus on interprofessional
CE learning experiences.

17
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Lifelong Learning

Graduate Health
Professional
Education

Continuing
Education
-Methods

Health Professional
Education

Workplace
Learning

Interprofessional Education

Figure 2 Finalized Key Constructs of the LLLi

THE PROCESS OF LIFELONG LEARNING: PREPARING AND SUPPORTING THE
LEARNER

The process of lifelong learning represents both a value of the health professions and|a
complexcritical competency.

The process of lifelong learning presents multiple facets. On the one hand, it may be viewed
as a value embraced by the broaddltd professional community. On the other, it may be
seen as a behavior advocated by health professional organizations and adopted by
individual health professionals. Rpeofessional education and life experiences may lead to
'y AYRA @A R dzlifdlofgilearnifyad dval yind #ha& dedelopment of skills needed
to translate the value into behaviors. Despite whatever level of valuing or skill in lifelong
learning a student brings to his/her educational experience, it is expected#sathealth
professional education produces an accountable professional with learning skills
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internalized as a core value leéadto optimal knowledge management, selppraisal,
information retrieval and critical appraisal. Further, it is expected that each professiona
program will provide students with multiple opportunities to develop the essential skills to
identify, prioritize and embrace learning, and translate learning into professional behavior
throughout their careers.

THE PROCESS of WORKING AND LEARNING ERGETHRPROFESSIONAL
EDUCATIONPE)

Interprofessional education refers to the teaching and learningndividualsfrom different
professions together during all or part of their professional tramirand in practice in
order to promote collaborativerorking in their professiongiractice(22).

The lasthree decade$ave witnesse@ growing emphasis on creating an integrated

healthcare delivery system requig health professionals to collaborate in an effort to

improve patient care. Despite thisempta A 82 Y dzOK 2F KSIFf 0K LINRPFSaaA?z
practice remains in silos, hindering integrated collaborative care and shared knowledge and
experiencg23-25). Although interprofessional practice and education have become

priorities in national and globdealth policieg26, 27)the development of

interprofessional educatiodPE)ynd practice models has been slower in the U.S. than in

many developed countrie@7).

In thesedecades, IPE has been recognized internationally by many haatilsociakare
disciplines as a tool to improve health professional collaboration and healthcare delivery in
many areag24, 29. IPE programs have been endorssddzademic institutions,

policymakers, and governmental agencies based on the tenet that learning togethates

a better partnershig28). Further, research has shown that IPE and interprofessional (or
interdisciplinary) collaborative care improves efficiency and efficacy of patiemiered
care(29).

In these studiedPEappears tamaximize the strengthsf individual disciplines within the
integrated delivery of relevant and optimum care. While the benefits of implementing IPE
programsmay bewell recognized, its implementation is not without challenges. For
successful IPE, all settolders(including helth prafessional organizations, policyakers,
insurers, academic institutions, CE providers, the puatidlicensing and accrediting
bodies)need to embrace a mulprofessional frameworkf anda shared valudor IPEAny
effectivelPE model should beatient-centered and nimble, and provide a required and
measurable component across the health professional educational continuum, from entry
FYR (KNRdJzIK2 dzii 2y &idiidn, indNdateimeD@is far lergdyi@gNab
interprofessional educationeed to be designednd tested in ordeto provide

opportunities for health professional students in diverse institutions and settings to
participate ininterprofessional education ia meaningful way.
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CONTINUING EDUCATION METHODS AND ACTIVITIES

Complenenting and supporting the construct of lifelong learning, and for many decades

0KS YlIAyadlre 2F /9 Ay ydz2NEAY3 YR YSRAOAYSST I N
continuing educationconferences, rands, courses, lectures, andservice training. When

most people think about education and learning, theyceive of such formal offerings

(e.g.,a teacher who instructs a group t#arnercliniciansas part of an institutionally pre

determined curriculum While other educational venues may come to mithe, default

picture of continuing education is a formal transmission of agetermined body of

knowledge. These activities are frequently provided with designated accreditation and

ISYSNI UGS WONBRAGAQ FT2NJ LINI Ol Aaiddothgf SNRA S ySOSaal N
credentialing processes. The literature highlights the generally positive role of CE in

acquiring knowledge, skills and attitudes, and, to a lesser extent, in affecting behavior and

patient health outcome$20, 21, 30Q.

For years, @ancern has bee raisedabout the impact of formal, classroostyle continuing
education on practice pé&rmance or healthcare outcomes, (17,3#en delivered in
didactic, noninteractive modesWhile confirming this finding, thBanelsuggestedhat

such methods are rtawvithout merit, however, and may communicate new or reaffirm
previous knowledgeViore recentsystematic review§20, 21)confirmmuch of this

evidence but suggest that welldesigned educational activities empiog a variety of
educational methods, betir needs assessments addsigncan alter clinician behavior and
even health care outcome$hese activities of workplace learning build on vagieloped
constructs of organizational learning, learning communities and communities of practice.

Givenearb NJ SPARSY OS | ad@atzicedycatibidSit isundt BuNaising tiat
authors tave generated a list of broadtiefined educational interventions beyond the
course or conference model. Generally considered to be more effective than didactic
methods,(31-34)these interventions employ practivetechniquesand strategies to effect
learning and change in health professionals. Among athethods theyinclude

community or practicebased efforts, e.g., academic detailing, opinion leadessputer
gererated reminders, protocols and decisisnpport systems; clinical databadeven

audit and feedbacknethods;and multifaceted educational programs/activities (see Table
5.1 in Section 5). Both accredited CME and CNE providers have begun to adopt some of
these measures.

Despite evidence for their possible effect, the use of more interactive and leaardered
activities in planned conferences and other more interventionist approaches pose several
challenges. Frequently developed and tested in reseaettings, such innovations may be
infrequently used on a widespread basis, due to cost and ddwtors B85). Exceptions may

be found in programs funded by insurers or government agencies interested in academic
detailing, trainthe trainer and other proggms. To expand the integration of and obtain
funding for more interactive, learnazentered interventions, CE providers should broaden
their competence in educational design, evaluation, and execution and be able to articulate
the benefits of these interuaions in improving healthcare outcomdsaculty members
responsible for the delivery of CE need to develop new skills and strategies for using these
learning methodologies. Finally, potential funders of such programs, such as insurers and
state and othegovernment agencies, should be made aware of the potential of such
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interventions to decrease costs and increase quality, safety, and the delivery of ewdence
based practice.

EXPANDINGETTINGS FOR LIFELONG LEARNING & CONTINUING
EDUCATION: LEARNING IN TIHHIRWPLACE AND AT THE POINT OF CARE

Learning in the Workplace

While formal education with a prdetermined curriculum may have prepared students to
enter the world of work in the 20th century, concerns have been expressed kneaith
professional vocatioriaand professional education literature that this type of education
may not prepare people for work in contemporary society, increasingly characterized as a
collection of complex adaptive systenihe Expert Panel definedorkplace learning as

G i KS whicindivigluals or groups acquire, interpret, reorganize, change or assimilate
a related cluster of information, skills and feelings, and a means by which health
professionals construct meaning in their personal and organizatliveal €36).

The ExperPanel defined wrkplacelearningasdéthe way in which individuals or groups
acquire, interpretreorganize change or assimilate a related cluster of information, skills
and feelingsand a means by which individualenstruct meaning in their personaldn
sharedorganizationalivesb €

Such systems comprise collections of individual agents with freedom to act in frequently

dzy LINBRAOUI 6fS gl &ax FyR ¢6K2asS | OGA2ya NB AydsS
change the context for other agents. Such systéin$l y a ¥F2 NY (G KS yIF GdzZNB 27F 0
environment from relatively routine tasks to problems and challenges that are

characterized asontingent @7). Thiscontingent nature requires workers to go beyond

LINSE@A2dzat &8 €SI NYSR aaONa add ey definkdndd®  OKS&a G2 NB
challenges. In this environment, skilled performance in the work environment reflects the

expertise that is distributed among the memiseof a group or team. Because successful
performanceappears to be dependent on factors nggt known or predictable, workers

are confronted on a regular basis with problems and challenges not adequately addressed

in their formal education program. They continuously add, replanhane, and retrofit

their expertise, as changes in technologylavork processes gradually eliminate the need

for skills they learned previously and necessitate the development of new ones.

¢2 FRRNXaa (GKS fSINYyAy3d ySSRa 2F KSIFfGK LINRPFSA
care environment, the Pangroposed the oncept of adisruptivelearning system. Coined

by Christensen, disruptiienovationdescribessimple innovations or changdisat

unexpectedlyprovide alternatives to the traditional andisplace an establishqutactice

(38). Use of the term disruptivendicates that the learning needs of health professionals

G2NJAYy3 Ay (2RIFeQa O2YLX SE KSIfGK OFNB SYygaANRy
or small components of the current approachto health@éfa A 2yt aQ / 9 wSTt SO
disruptive approach, tle Panel suggested that sizable efforts be undertaken by health care
organizations, health care systems, CE providerd other stakeholders to ensure the

adequate incorporation and testing of workplace learning strategies in health care settings.
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Point-of-Care Learning

Pointof-Care Learning, a subset of workplace learning, was defined by the Panel as
learning that occurs at the time and place (whether virtualatual) ofa health
professional/patient encounter.

Pointof-CareLeaningt seen by the Pael asa subset of workplace learnimgcomprises
activities occurring at the time and placé a cliniciarpatient visit, and thereforés most

often distinguished by its contexthe active encounter between the clinician and the
patient in the healthcarsite, home, or elsewhere. It is during this process that information
needs are identified and the opportunity for clinician and patient education, clinical
decisions, and patient management intersect. The clinipatient encouner traditionally
hasoccured faceto-face in a clinical setting; however, in this age of growing information
and communication technologies and new approaches to healthcare delivery;qfecare
encounters may also include clinicipatient interactions such as telephone caéisail
communications, and video conferencing.

Point-of-care learning involves the recognition of an information need generated by a
clinical encounter. It also includes the use of biomedical literature or other information
resources, ultimately providingn answer either at the time of the patient encounter or
soon after.

ACHIFING A VISION FOR LIFELONG LEARBHENERAL
RECOMMENDATIONS

+AaA2y F2NIISIEOK tNRPFSaaAz2ylrtaQ [AFSt2y3 [ SI N

APGAAaA2Yy FT2N KSIf 0K LINRoWwe frégmihe ligetaturgd and mokeT St 2y 3 £ St
specifically from the Expert Panel and small group dialogue and work. The broad

recommendations presented here grew out of this visiand implementation is seen as

requisite for the full realization of thisreferredfuture.

Inan era of mushrooming scientific knowledge, advances in technodoghhealth care
reform placing a greater emphasis on interprofessional educatibite broadening the
conceptualization of continuing education becomes paramount. The vision for health
pr2 FSaaArz2ylrftaQ ftAFSt2y3 ftSINYAYyI SyO2YLI aasSay

e | SIfTOK LINPFSaaAz2ylfaQ SRdzOFGA2y GKI G AyOf dzR
experiences in both the didactic and clinical components of the curriculum.
Curricular experiences are designed gmedsentedcollaboratively, rolemodeling
interprofessional practice. Interprofessional learning and practice experiences
continue throughout advanced training and clinical components.

22



LLL Report

e Graduates of health professional education programs have documented knowledge
andskills that prepare them to engage in meaningful lifelong learning experiences
throughout their careers.

¢ Interprofessional practice teams are implemented across the healthcare system and
comprise the most common practice model.

¢ Health professionals havopportunities to engage in a variety of seéflected
learning or continuing education opportunities to supplement knowledge and skills
acrossareas of science and practice.

¢ Newly developed and tested technologies are used to deliveiotgate, evidene-
based information directly to health professionals in all practice settings and to
document changes in practice and patient care outcomes.

This vision for a preferred future of lifelong learning and continuing education lays out a
vision,collaborativdy developed by experts and stakeholders in education, pracice

NEJdz  GA2y FTNRY | ONR&aa (GKS KSIfOGK LINRPFSaairzyaqQ
vision with new focus on critical components and actions identified as necessary to address

many ofthe issues currently facing the healthcare system.

The broad recommendatioredvancedoy the Expert Panelddress identified barriers or

issues that may impede the development of a new model for lifelong learning in the health

professions. Many of thesenpediments mirror a response to any change, but others are
ALISOATAO (2 KSIfGK LINBRIFr&alation2ssieaddeRixily thet 2 v = LINI
Panel included insufficient financiahd logisticasupport for lifelong learning and

continuing eduation; lack of uniformity in health information technology; emphasis on

hours of credit and other requirements imposed by regulators, including licensing,

accrediting, and certifying bodies; the enormous size of the current CE enterprise; CE

payment systerg; individual practitioner inexperience with self assessment; and the lack of

effective qualitative and quantitative tools to measure the impact of CE on practice.

More specific recommendations related to each of the five feareasare addressed at the
end of each subsequent section. In fiedive sections, recommendations aa¢so
addressed to the specific entity or organization impacted by the recommendation.

Hdm | SFEGK LINRPFSdaAz2yaQ 2NBFYyAT FdGA2yas /9 LINRC
and disseminate evidence to the public, policy makers, and regulatory agencies that CE

and lifelong learning contribute to improved health care quality and safety, cost
effectiveness of care, and improved access.

Policymakers at all levels, including heatire systems, payers, legislatures, and

government, need to consider the importance of lifelong learning relative to its

contribution to improved quality, patient safety, provider retention, ce$tectiveness, and
overall impact on the health care syste8upport by these bodies for the development and
implementation of lifelong learning skills and CE activities consistent with these principles is
critical.
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To achieve this goal, the health professions should advance efforts to advocatedarck
and dsseminate evidenae where it exists about the closing of clinical care gaps by
educational means. Narrowing the gap between best evidemzbcurrent practiceor
betweendesired and actual performance, shown to improve patient outcomes, require
individud clinicians, practice groups, and the professions to identify and generate

S

meaningful, evidencéased CE content that addresses the needs of the public, patients,

health professionals, and an integrated healthcare system.

This process would highlight aadvocate for the value and cebenefits of CE and lifelong

learning;and would serve tadentify the roles of CE in professional selifjulation,
protection of the public, and improving systems of care. The Panel indicated that the
identification ofgapsin careand effective strategies for promoting change in practice
would support the core principles of effeve CE and lifelong learningpnnecting CE to

practice realities, patient needs, providers and health systems. In addition, the process

would addess individual, team, and systebased learning across all health professions.

2.2. Health professions, the academic institutions that prepare clinicians, the regulatc
bodies responsible for overseeing the basgontinuing education and licensing of
clinicians, and the care facilities that employ them, should embrace a new construct ¢
lifelong learning that includes the development, fostering, and testing of knowledge
management and related skills.

Such skills are essential elements to effectivecelipractice, necessary from entry to
KSHfGK LINPFSaaAzylf SRdzOIF GA2y GKNERdAAK

=
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This new construct would reinforce or require collaboration among health professional
organizations, higher education institutions, healthcare organizatiand regulatory
02RASa GKIFO &adzLIL2 NI fAFSE2y3 £ SENYyAy3
healthcare system.

providers, and regulatory bodieshouldembrace an interprofessional education (IPE)

significant and measurable component acroge educationalcontinuum from entry
into health professional education throughouty S Qa O NJB S NJ»

model or construct. This modetould be patientcentered and flexible and encompass a

y
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2.3 Health professions organizations, academic institutions, policy makers, insurers, CE

Achievement of this recommendation would require the development of a national vehicle

for fostering IPEhat builds on and consolidates the work of current interprofessional
educationfocused groupsThe process of developing a national femork would create a
shared vision and value for IPE and provide an interprofessional dimension in health
LINEPFSaarzyaQ NBaSIkNOKI SRdzOFGA2y S | yR
recommends:

e An examination of existing anthe development of newnodels that define

LINF OGAOS

the roles and responsibilities of healthcare team members and serve as a
F2dzy R GA2y F2NJ KSFfGK LINPFSaaAz2yaQ SRdzO!
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collaborative decisiomaking, professional development, clinical
recognition of contributiongo care, and advancement of the science and
application of collaborative, interprofessional patient care;

e The formation of organizational infrastructures to foster the development
of IPE initiatives that address the IOM teamwork core competency;

 The cration of a national standard for IPE as a core competency for all
KSIFf UK LINRPFTSaaA2ylftaQ SRdAzOFUGAZYT

e Enhanced support for evidendsmsed IPE education and research that can
be translated intgoractice and the wornilace 23).

This recommendation includeke establishment of national leadship, a process and
structurethat would unite disparate and disconnected interprofessional education,

I YRX

research, and practice efforts at the individual, institutional, and national levels to promote

dialogue and sharekarning. Thiprocess couldnclude:

¢ A national summit for identified stakeholders engaged in efforts to foster

IPE across the educational continuum. The purpose of the summit would be

to develop a shared agenda, identify individual contributions toalfREbest
practices, and craft a plan for furthering IPE.

¢ Synthesis of national, consensbiased IPE models, incorporating
clarification of roles and responsibilities of each health profession, and
dissemination of these models that integrate acmmmunicade approaches
to education and care delivery among the health professions;

¢ Building a discursive mechanism within academic institutions and practice
settings to create awareness about the issue of power in education and
practicesettings(39).

¢ A networkingtool to disseminate standards of IPE metrics and outcomes at
the clinician, micrg and macresystem levels;

¢! KSFfOK LINPFS&aaA2yaQ SRdzOFGA2y NBasStH
0 K

SEFYAYLFdA2Y 2F Lt9 | LILINRI OKS&a | yR
educafon and healthcare outcomes across the continuum of care; and,

¢ A platform for addressing legal, sociopolitiGaid other impediments to
effective IPE and teatbased care.

2.4. Health pofessions organizations, polioyakers, the public, regulatory bodie$igher
education institutions, and CE providers should continue to investigate and implemer
the most effective CE methods to support providers, practicasd health systems in
order to integrate and improve healthcare quality and safety.

—+

The Panel iteated that such a process would support the development and use of more
effective CE methods by building on adult learning theory and testing new and creative
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methods and strategies, most likely within the framework of an institute or similar body for
CE irthe health professions. The information gleaned would provide evidence to refine the
use of provider feedback mechanisms, electronic health records, and otherqfesatre

tools to improve performance and healthcare outcomes.

It is equally important theaccrediting bodies recognize the relative value of CE methods in
achieving differing goals or outcomes. To do this, these bodies should consider the
emphasis placed on lifelong learning in the academic or practice organization and examine
the extent to which these institutions or organizations provide resources to support
educational activities leading to measurable lifelong learning skills.

2.5. Higher education and healthcare institutions, professional organizations, and oth|ers
should fund and in othemways support the development and reducation of CE |
providers to achieve the goals of a newly envisioned, ceffiective CE system and to |
support effective lifelong learning across the health professions. |

The Panel believed that the professional developinaf CE providers and faculty members
would ensure a broad understanding of the healthcare system the importance and
effectiveness of CE methods, as well as the need for interprofessional education and
workplace or point of care learning. Further, profies&l development activities would
enhance skills in data use to foster performance improvement, critical skills to influence
system administrators and organizational culture, and methods to improve collaboration
between clinicians and administrators.

2.6. Health system leaders, payers, regulatory agencies, and CE providers should
recognize the potential contributions to quality and delivery of care based on best
evidence, and support the increased development and use of wpl&ce learning
strategies, intuding point-of-care learning.

To accomplish this goal, the Panel suggested that an extensive dissemination and public
relations effort should be undertaken to help policy makers (at the institutional, state, and
federal levels), private and public insuseand other fundersand individual health
professionals understand the valueaigoing evidencebased workplace learning. While
classroombased CE and wotkased learning are complementary to this process,
redistribution of resources to ensure the vility and impact of worlkbased learning isital.

2.7. Health professions organizations, healthcare delivery systeamsl regulatory
bodies should embrace poinbf-care learning strategies. This includes the facilitation of
research on such learning stragées, including selassessment mechanisms and the use
of required technological approaches to improve practice and the streamlining of credit
systems for pointof-care activities.
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Section 3: The Competency of
Lifelong L earning

BACKGROUND

Lifelong Learningis a Construct

Lifelonglearning was defined by thexpert Panel as thaoluntaryand selfmotivated"
pursuit of knowledge for eithergpsonal or professionatéasong40).ly G KS t FitySt Qa @A S
comprisesanabilityto NS Ff SOU 2y 2 yefebydetdriNde @arrin@ideds;y| R U K
efficiently and accurately search for learning resources and critically appraise them; apply

these resources to clinical and other questions; manage large and changing bodies of
SOARSYOST FyR S@I t dzpiaQicedas&Diater@aRanteitisd y OA Sa | yR
feedback The Panel expressed the belief that this constructseasewhatdistinct from
current models of basic education, which stress knowledge acquisition and retention.

Lifelong learningvas viewed by the Panes the "lifelong, life wide, voluntary, and self
motivated" pursuit of knowledge for either personal or professional reasons. As such,
lifelong learningenhances social inclusion, active citizenship and personal development
Theconstruct has gained incread attention in the health professiona,product of he
accelerated pace of developments in the science and technalblggalth care and growing
concerns about maintaining and enhancing quality of care in an increasingly complex
practice environment. ThPanel suggested that the process of lifelong learning can bring
personal satisfaction and even joy to learning and practice, can enhance professional
identity and value, and may prevent burnout.

The Value of Lifelong Learning

Lifelong learning can be wieed in two waysfirst, as a value embraced by the broad

community of health professionals and, second, as a behavior advocated by health

professional organizations and adopted by many individual health professionals. Its value

and acceptance is modified/lpre-professional experiences, which may lead to an

AYRAQGARdzZI t Q& T R2LIWGA2Y 2F {y2¢ftSR3IS YIylI3aSySyaxs
Valuing these skills is a necessary precursor to the translation of evidence into practice.

The Competencies dfifelong Learning

In an ideal world, the process of completing a professional program would ensure that

lifelong learning competencies were a key component of what it means to be an

accountable, selflirected professionallThecompetencies of lifelong leainginclude

ASOSNIt O2YLRYySyday (GKS FoAtAdGe G2 NBFESOG 2y
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needs; the ability to efficiently and accurately search for learning resources and critically

appraise then(41, 42); skills inapplyingthese resourcs to clinical and other questions; the
YEYyF3ASYSyid 2F f1NHS FyR OKIFIy3aAy3a 062RASAE 2F SOGA
competencies and practice based on external feedback. Professional education programs

hold a key role in providing students withultiple opportunities to develop these and

other skills in order to continuously acquire evidence and translate it into professional

behaviors.

¢KS AYLERNIIYOS 2F RS@OSt2LAY3I YR YIFAYGFAYAY3
working lives has beestressed in both the nursing and medibitdrature @3-46). The

Panel discussetivo aspects to achieving this aim: 1) creating a sustainable educational

infrastructure with strategies to assess, support, and facilitate lifelong learning needs
throughoutK S f G K LINRPFSaaArz2zylftaQ ¢g2NJAy3a tAGSaAaT FyR |
and experiences to generatnd assesself-directed learners with skills in knowledge

acquisition, appraisal, and application. The Panel believed that the latter issuestiastdi

from current models of basic education, which stress knowledge acquisition and retention.

While studies provide evidence of a strong interest in continuing education among nurses

and other health professionals at the individual lef#f), theyals suggest that lifelong

f SEFNYAYy3 &aK2dzZ R SEGSYR 0S@82yR AYRAGARdZ f RS&AN
schools, healthcare organizations, and regulatory bodesne progress is being maite

this area: for examplelibrarians work with educatarto teach and assess competencies in

information management and retrieval, but even more collaborative activity is required to

develop common approaches across institutions and organizations (Atsljtionally,

lifelong learningequiresalignmentin health systems with safe practices and patient

outcomes(10, 48 49. Finally, at an early stage, lifelong learning skills need to be integrated

AyiG2 LINPTFSaarzylf aoOK22faQ OdaNNAOdz I (2 Sy adzNB
in knowledge acquison, appraisal, and applicatiai®0).

Barriers tothe full implementation of Lifelong Learning

Despite the strong evidence regarding the need for and role of continuing education and
selfdirected lifelong learning, sizable barriers to their full impletation exist. These

OF NNASNB AYKAOAG GKS Fdztf S@2tdziazy 2F | aeadas
learning. First, healthcare worker shortages and urAdeding of CE programs within
healthcare systems are widespreddadequate funding fo€CE development and programs

is frequently reflected in the competing priorities of corporate educational systems,
affected by regulatory bodies, higher education institutions, and healthcare organizations.
Second, there exist differing mandates and priestof healthcare authorities and
professional bodies for lifelong learning, influenced by political, public, and organizational
perspectives on the CE needs of healthcare professionals. Third, current knowledge about
appropriate and effective curricula drtraditional educational methodologies may limit the
creation of learning situations conducive to the lifelong learning needs of health
professionals. The rapid changes in professional knowledge and technology generate
tremendous challenges for both thedrner and thesystems in which he/she works,

including the educational, accreditation, certificaticand caredelivery facets of these
systems. A further challenge resides in the development of an integrated lifelong learning
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system thatis closely tiedd 2 LIt GASYydaQ KSIFfdK 2dzi02YSas
LINETSaaAzylftaQ O2YLIISUSYOASa®

Continuing education should be considered from the perspective of how it could encourage
the adoption of lifelong learning as an operating value, support the deveémt of lifelong
learning skills, and increase the possibility that relevant learning will be incorporated into
appropriate professional decisions and behaviors. Encouraging academic and healthcare
institutions and health professions organizations to depesustainable, accessible,
collaborative, health outcomefcused lifelong learning programs is the focus of the
following recommendations.

RECOMMENDATIONS

3.1 Academic institutions, curriculum designers and planners, faculty members, and
others shoulddevelop, test, and refine curricula that emphasize and reflect the value of
lifelong learning and incorporate lifelong learning skills. Their accrediting bodies should
explicitly incorporateinto standards and program expectatiorsonsiderations of the
extent to which programs foster and evaluate lifelong learning skills

Along with institutional and professional accrediting bodies assessing the extent to which
entry-level health professional education programs provide learners with and test lifelong
learning skills, undergraduate and entigvel educational programs should also undergo
reform. This latter process would include promoting educational curricula that focus on
individualand groupresponsibility for selflirected learning while building a fountianal
culture d responsibility for externallguided continuous learning throughout the

LINE FS&aA2y|.Sueka pioeedslmight lclutieh T S

e Rebalancing health professional curricula towards an emphasis on
knowledge management, safssessment, ahrelated skills

e Developing and testing tools to assess lifelong learning skills, self
assessment abilities, and knowledge management competencies;

e Targeting lifelong learning to changing healthcare needs and practices; for
example, addressing an agingdagiverse U.S. population through
interprofessional team collaboration; and

e Emphasizing information and communication technology usage to better
prepare learners for learning throughout their careers. These technologies
include those related to informats, telehealth, computebased instruction,
virtual simulation, and other§1)

3.2 Continuing education planners, faculty anelachers, and regulatory bodies
(including accrediting, certifyingand licensing bodies) should value, comprehend, and
support the principles of lifelong learning in education activities and their regulatory
processes, including credit systems, standards, and assessment processes.

29
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Achievement of this recommendation would require the incorporation of the following
elements:

o Devel@ing new business models that support learning, aligned with new
CE opportunities, approaches, and methodologies;

e Designing CE activities to incorporate a broad organizing framework that
addresses learning needs related to not just clinical but cognitive,
interpersonal, moral/ethical, and skill development needs at the individual
and system level;

e Targeting learning using social networking principles and balancing the use
of simulation and technology with human interaction and mentorship;

¢ Incorporating re&time technologyusing emerging approaches thaave
the capacity to increase accessibility for users and can provide for
evaluation;

e Improving seHassessment through the use of metrics related to health
professional knowledge, skills, behaviors, aedlthcare outcomes across
the educational continuum;

e Developing mechanisms for external validation and feedback from
colleagues in similar clinical practices

¢ Evaluating and documenting changes in care processes and patient
outcomes attributable to lifelongearning activities. Such strategies require
FGOaSyaAazy G2 lylrfteara 2F RAFFSNByd
with appropriately aligned metrics and efforts to avoid over and under
measuring

e Providing credit for these individual LLL, evidehased CE activities.

3.3 Healthcare settings and systems, employers and their accreditation systems should
support and incorporate the value of lifelong learning and the skills necessary to make
its adoption a reality for the professionals associated witheir organizations.

This process would safeguard opportunities in healthcare organizations for health

LINE FSaaAzyl f ase) Health &fe pryadizafiofslwhid be/eRcouraged to
determine and support the continuing education needs of theltieprofessional staff and
other employeesin addition, such a process would support the development of strategies
that address a variety of factors that determine succegshimarea including

organizational, sociopolitical, and individual factdfsally, achievement of this
recommendation would establish an infrastructure for the lifelong learning of all healthcare
professionals within organizations that:

¢ Meets the various needs of health professionals;
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Integrates the logistics of continuing eduaatiparticipation (time,
financing and other factors) into the workplace;

Supports the implementation of technology use and other strategies that
foster partnerships and learning among health professionals;

Measures the impact of CE programs on learnimgg¢iice changes, and
patient outcomes; and

Promotes workforce development, including attention to knowledge
transfer, which captures the wisdom of experts at the micamd macre
system levels to avoid the clinical and organizational consequences of lost
knowledge.
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Section 4: Interprofessional and
Team-Based Continuing
Education

BACKGROUND

Interprofessional approaches to care are not new. In the U.S., three decadddagiead
published the first review of the outcomes of interprofessional team approsahé¢he area
of chronic illness and rehabilitatigip3). Outcome studies of interprofessional care detiv

in many other areas of cafe.g., primary care, mental health, geriatrics, critical care,
chronic iliness, and hospice care) have appeared ititr@ture subsequently Implicit in

the cyclical interest in interprofessional approaches has libeir use inrespondngto

critical issues in health care delivery. In rehabilitation, in geriatrics, and more recently, in
chronic illness care, an undenyg issue has been the need for complex, comprehensive
care. In primary care, work force shortages, access to care for underserved populations, as
well as familyoriented and preventive care needs have driven the development of
interprofessional care modg| including the creation and growth of the nurse practitioner
NRPES aGFNIAGIEE Ay (GKS mdcnQa

While many models of interprofessional care delivery have been generitads initial
safety studies and the recognition in IOM repai®$)that poor inteprofessional teamwork
processes are implicated in patient safetyd quality, that gave a new sense of urgency to
efforts to generate evidence that improved interprofessional care processes, primarily in
the highrisk [for error] areas of acute care institons, would contribute to improving care
outcomes.

Studies of the outcomes of interprofessional approaches have followed the cyclical re

emergence of interest in interprofessional models of care. Limitations of these studies

typically have included thguality of design and measuremeri\en with more rigorous

research approaches, it often has been difficult to estdibthe structure(s) or proce@ss)

that produced differences in outcomes because of the inherent complexity of the team

intervention, thet  O1 2F G dSyGAz2y (G2 GKS OFNARIFOAfAGE | dz
between the nature of the intervention and the outcomesamined %6, 57). Conceptual

limitations haveincludedthe@A S ¢ G KIF G AYOGSNILINRFSaaA2ylf | LILINRI
structuresthatd G ST Y@ 2NJ ¢ LINROSaasSa | NB o wdfiat Y2dza 6 A 0K
teams functionin isolation froma larger institutional context. The development of work on
clinicalmicrosystemg59) and the properties of an institutional safetylture have helped

to place interprofessional approaches to safe care in context, at least in institutional care

settings.
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Concurrent with the interprofessional practice movement, a growing interest in
interprofessional education (IPExsemerged. Interpofessional education (IPE) is defined

Fa alye (el 2F SR dabeainihgesgsdion inNdhidhyiwo grinbre G ST+ OK A y 3

health and social care professions are learnimigractivel\ (25). The definition includes

both instruction in formal trainingrograms and continuing education efforts, including
workplace learning. Howevétris defined interprofesional educatiorthe Panel suggested
that it remains relatively underdeveloped and undervalued in health professions education
and formal continuingeducation.

From a formal training perspective, IPE has been advocated as part of basic health
professions training sindé K S S I NEoacurnemp with fbé eergence of federal

structures and legislation to fund interprofessional demonstration projedtswvever,

despite some compelling educatioretperiments §0), IPE remaiaon the margin of
professional education silos as elective experiences reaching a small number of students. In
the past, these students subsequentlyprkedin settings where littlattention was paid to
interprofessional care processeA IOM report in 200310), in light of growing concern

over patient safety and quality, recommended the integration of five competencies as core
G2 Ittt KSIFfdK LINETSa i thesgiscanpeieRodzO warkhire y T 2y S
interprofessional teams. Other recommendations emphasized establishment of national
goals for improvement in the core competencies, and the need for engagement and
coordination of those in charge of oversight processeshas those providing

accreditation of educational programs, professional licensure, and certification haoalies
ensure that the core competencies were integrated into health professions education
programs. Supportive training environments were advocatéoh@with the development

of a stronger base of evidence in professional and interprofessional educational
approaches, whose outcomes could be linked to improved patient care. Better
measurement of core competencies, such as the ability to work in intézpstonal teams,

was viewed as an important part of strengthening the evidence base.

Other recent major national initiatives have contributed to the expectations for
transformation in health professions education to address the five core IOM competencies.
The Institute for Healthcare Improvement, through its Interprofessional Education
Collaborative, introduced quality improvemetnaining, and linked training for QI to
interprofessional learningof members of the Collaboratiy@1l). Partners for Quality
Education, a longerm project of the Robert Wood Johnson Foundation, funded a series of
initiatives that emphasized interprofessional learning, including ones that focused on
managed care, and one on systems learning and qualppyovement 62).

The firsteffort to address improved interprofessional processes for practitioners through
explicit teambuilding interventions was published by Rulbimd colleaguesh 1975(63),
subsequently augmented lifze introduction of team models from aviation safety and
lessons learned about how to create high reliability human performance inrisgh
circumstances. Efforts to incorporate interprofessional learning in the workplace often have
been embedded in interprofessional quality improvement projects, with interpitesl
learning implicit rather thamexplicit(63). More explicit attention has been paid to

improving communication, teamwork behaviors, and care coordination in the workplace as
a result of standard setting biyhe American Association of Critical Nur&eh andthe

National Qualitymprovement Forum, among other§g).
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The gaps, errors, redundancies, and other problems associated with limitations of the

structure and processes of interprofessional céaed implicated in poor care coordination)

have beome the target of tearbuilding literature and programs in institutional contexts

Theyrange from changing individual professional attitudes, sKilkeluding communication

skillsand behaviors) to tearbvasedinterventions(such as interprofessional unibunds) to

large institutional culture change interventions, as well as the creation of checklists and
G§SOKy2t23A0Ft GFAES&E GKIFG OFy &dzLdLl2 NI AYLINRGS
(66-71).

Studies of these interprofessional structure and pracesprovement efforts have been

subject to some of the same limitations as eanigrk (25). These limitations are

compounded by the problem of measuring safety outcomes reliably. HowthesRanel

noted progress, particularly in highsk institutionalsettings, in refining our understanding

of critical interprofessional care processes, such as communication processes and strategies
for improving them(72, 73.

Barriers to Interprofessional Education

While there is evidence related to processes and onites of care to support the
implementation of posficensure teamwork training in healthcare delivery and
documented learning outcomes for interprofessional education as part of the preparation
of future health care professionals in our academic institusiadthere are a number of
challenges to the planning, implementation, and evaluation of IPE models in practice and
education. Challenges listed by Headriclalf74) include differences imistory and

culture, in language and jargon, in schedules andgssibnal routines, and in

accountability, payment, and rewards; professional and interprofessional professional
identity, and clinical responsibility; levels of preparation, qualifications, and statdsina
requirements(75), regulations, and norms of pfessional education. Within académ
settings there are more specifisarriers (B) including a lack of administrative support,
financial and human resourcesrfinterprofessional educatio(2,75), conflicts in
A0KSRdzf S& I yR KSI & ani limiatidhFoShe tinde 2eyfuired to@ldeNahidh O dzt
implement IPEaculty development for interprofegsnal learning(76). Finally, despite
progressthere remainssizable regulatory and professional barriers to achieving full and
meaningful implementatio of effective IPE models

SUMMARY

The benefits of implementing IPE programs are well recognized. However, for IPE to be
effective and broadly implemented, the health professions, policymakers, insurers, academic
institutions, CE providers, and regulatdrgdies should embrace and adopt a new, IPE
framework. These stakeholders should create a shared value and vision for interprofessional
KSFfOIK LINPFSaaAz2yaQ SRdzOF A2y > NBE-&GHMEOKE | yR LI
nimble, andcontaina measirable component of IPE across thetire educational continuum,

from admissionnto a health professional prograthrough retirement. Such a framework

would maximize and value the strengths of individual professions in the integrated delivery of
high quaity care. Finally, in creating a successful IPE model, a series of questions should be
considered: How best can team competence be measured? How should individual behavioral
changes be documented when we think of individual rather than téavel changesPiow do
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we create and measure performance criteria based on shared understanding and experience
in the practice setting?

RECOMMENDATIONS

4.1 Educators, curriculum planner and others should consider and incorporate meaningful,
formal and experiential, inteprofessional education in entrevel and advanced training
of all health professionals. This should include, but iz limited to, curricular redesign,
creation of experiential learning opportunities, evaluation of IPE activities, and
design/implementation of IPE continuing education programs specific to work settings.

Evidence strongly supports the notion that interprofessional education be integrated into

the culture of health professional academic programs to foster health professional

collaboration n caredelivery (77, 78)This cultureshift would create a framework for

KSFfGK LINPFSaaArAz2yaQ SR dzO uporc@nyhonivéluesiandiggald2 N1.J2 NI (0 S
related to patientcentered care, mutual respect, effective communication, knowledge

regardinghealth professional rokeand responsibilities8), andbehaviors that express

cooperation, coordination, and collaboration. IPE curriculum planning should incorporate a
determination of the types of interprofessional experiences appropriate for differen

f SINYyAYy3 fS@PSftas Kz2¢g (GKSAS SELISNASyOSa OFy o084
curricula and identification of core IPE competencies for all health professionals. IPE

experiences should be dynamic and incorporate interactive activities.

To supprt the integration of IPE curricula and core confpgf OA Sa Ay G2 KSIf 0K LINE
education, several elements are necessary:

e Faculty and staff development that focuses on the development and
implementation of interprofessional content and learning s&@ies needs
to occur early in the development of an IPE curriculum;

e Health professioh f S RdzOI G A2y kdenhdfibiBoR afcleanfml 6 2 RA S & Q
meaningful standards for IPE that establish expectations, drive curricular
change, and require performanceeasurement and translation into
practice;

e Collective actions by interprofessional education, resegaiol clinical
practice leaders should foster the testing of innovations and the
subsequent modification of health professions curricula to foster IPE; and

¢ Partnerships among health professional schools should facilitate exchange
of resources and best practices, to promote IPE innovation and curricular
development and to support the development of a common value base

4.2 Organizations concerned with thessessment of competence, including licensing
and certifying bodies, should develop and assess interprofessional team competencies in
conjunction with health professional organizations.
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Based on nationally agreagoon core competencies, the developmentao$tandardized
FaaSaayYSyid LINRPOS&da ¢2dzdZ R KSf LI RSGSNYAY
together and translate these knowledge and skills into practice. Further, a standardize
assessment would create measurement and performance toaissied on effective team

S KSIfdaK
d

functioning including knowledge, skills, and attitudes of interprofessional communication,

overall team performance, technical /clinical competence and an understanding of
professional roles.

4.3 Continuingeducation providers, faaglty members, and certification and CE
accreditation bodies should support and create strategies for meaningful, outcomes
oriented IPE. These strategies should include streamlined curricula and program des
andthe development of certification processe® encourage IPE complementing the
individual professional accreditation components and systems. In addition, standardi:
CE accreditation processes should address both intra and interprofessional educatio
and performance criteria that are not solelyrpfession specific.

ign

7ed
nal

The cevelopment ofiPEwould articulate the individual, organizationahd system factors
that need to be addressed to enhance quality care to patients. To achieve this goal, C
providers and health professionals, program faculty stianeate IPE experiences using

E

effective learning methods that encourage knowleesfearing and counteract preconceived

notions among healthcare professiondBE should engage healthcare professionals, at
both the individual and organizational levels,deliver and demonstrate knowledge and
understanding of the issues or problems that camcpractitioners and consumer3he
Panel believed that int@rofessionalCE can serve as the ultimate learning laboratory by
providing a rich environment for integrad learning and application, and coordination of
KSFEf 0K LINRPFSaaAz2yl fasodcludetiuse ofcdnminhiatidhz R a
technologies to create learning communities for planning, sharing, and exchanging
knowledge.Throughthe adoption of these mihods and policies, clinical educators, facul
and administrators, as well as academic and health care institudansffect IPE that is
evidencebased and improves care outcomes.

Finally, accrediting bodies should attend to the development and impitatien of
meaningful accreditation and certification criteria that support outcoroeignted, team
based care.

for meaningful, interactive health professional leamng experiences that provide
FSSRoOoIFO]l 2y (GKS KSIfGK LINRFSaarzylfQa

into standards and policies.

4.4 Healthcare institutions should create or collaborate to ensure multiple opportunities

accrediting and regulatory bodies should incorporate requirements for IPE experiences

Yl @

ty,

LIS NJF 2 NJXY |

This recommendation raqres organizations that set professional standards for healthcare

institutions, professional specialties, and academic institutigmduding The Joint
Commission, Centers ftMedicare and Medicaid Services [CM8{ other healthcare
accreditation bodielsto support the creation and implementation of performance
measures that reflect intreand interprofessional behaviors leading to improved patient

outcomes. Further, the National Committee for Quality Assurance (NCQA), National Quality

Forum (NQF), andg&ncy for Healthcare Research and Quality (AHRQ) should engage
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development and implementation of performance and data tracking systems that reflect
IPE frameworks at the individual and systems (micro/macro) levels and develop standards
for IPE metgs and outcomes measurement that reflect these same individual and imicro
macroda @ a0 SYaQ LISNRELISOGAQGSa®

LYGSaNIdAy3d Lt9 Ayid2 KSIfOK LpkxiwcSamdA 2yl aQ
schedules is critical. bhis regard]PE should be grounded tieam-based and other

collaborative practice models and subject to outcome evaluat{@g 80). Investingin

research to evaluate the efficacy of IPE and its impact on patient outcomes and the

healthcare delivery system is inherent in this process.
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