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A Vision for Continuing Education & Lifelong 

Learning  

We envision a continuum of health professional education from admission into a 

health professional program to retirement that values, exemplifies, and assesses 

lifelong learning skills; emphasizes interprofessional and team-based education and 

practice; employs tested, outcomes-based continuing education methods; and links 

health professional education and delivery of care within the workplace. 

To achieve this vision, we encourage an understanding of and support for the need 

for change, and collaboration among stakeholders responsible for the 

interdependent elements of this vision ς academic institutions, healthcare systems, 

continuing education providers, accrediting bodies, licensing and credentialing 

boards, funders, and others.  

Statement endorsed by the American Association of Colleges of Nursing Board of 

Directors, July 2009 and the Association of American Medical Colleges Council of 

Deans December 2009.
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Executive Summary  
 

The Josiah Macy FoundatƛƻƴΩǎ 2007 conference on continuing education (CE) in the health 
professions identified the need, and set the stage for, improvement in this last and longest 
phase of ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŜŘǳŎŀǘƛƻƴΦ Establishing a platform for change in an era of health 
care reform, the report stressed incorporating findings from the extensive literature of health 
ǇǊƻŦŜǎǎƛƻƴǎΩ /9. These included: decreasing the focus on the didactic lecture as the primary 
format for CE; increasing awareness of practice-based learning; heightening 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 on the ways by which these findings could be 
implemented.  The need to move to this next step prompted the Macy Foundation to fund a 
jointly sponsored conference and consensus process hosted by the American Association of 
Colleges of Nursing (AACN) and the Association of American Medical Colleges (AAMC). This was 
a three-phase effort, detailed in Section 1; a pre-conference planning phase in which white 
papers were created in several critical areas and an invitation extended to key thought leaders 
and organizational representatives in Medicine and Nursing, subsequently known as the Expert 
Panel; an invitational conference involving these individuals; and a post-conference period 
devoted to expanding and consolidating the white papers and developing clear 
recommendations in five key areas. Although 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 dialogue articulated  here represent the consensus of the Expert 
Panel, comprised of content experts and representatives of a wide array of stakeholders, 
including education, practice, and regulation. The report describes a preferred future for health 
ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŎƻƴǘƛƴǳƛƴƎ ŜŘǳŎŀǘƛƻƴ or professional development and lifelong learning, which 
can best be 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, discussed the implications of 
their findings, and developed extensive recommendations, a vision was created for the future. 
This future for health professional lifelong learning places greater emphasis on interprofessional 
education and practice,  preparation and assessment of graduates with skills that support 
lifelong learning; increased diversity in continuing education methods and self-learning 
opportunities; greater use of technologies to deliver evidence-based information and assess 
changes in practice; and a focus on ways in which this vision could be applied in the workplace 
setting. The recommendations that arose from this process provide a path for achieving this 
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vision which we believe is necessary to address many of the issues currently facing the 
ŎƻǳƴǘǊȅΩǎ healthcare system.   

 

Major Recommendations 

 

Over 30 major recommendations directed at a variety of organizational stakeholders evolved 
ŦǊƻƳ ǘƘŜ 9ȄǇŜǊǘ tŀƴŜƭΩǎ ǿƻǊƪ ŀƴŘ ǎǳōǎŜǉǳŜƴǘƭȅ ǿŜǊŜ ǾŀƭƛŘŀǘŜŘ ōȅ ŀ ǊŜǾƛŜǿ ǇŀƴŜƭΦ ¢ƘŜ ǇǊƻŎŜǎǎ 
identified four key areas for analysis and recommendation. 

 

Continuing Education Methods 

Classroom education (meetings, conferences, rounds, courses, and in-service training) is 
a tradition among health professionals. Most of these programs employ didactic 
methods, demonstrated to be effective 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 education there is a host of broadly defined but under-utilized educational 
interventions that exist which employ pro-active methods and strategies to effect 
learning and change in health professionals. Support from the Expert Panel for these 
methods was widespread. 

 

Interprofessional Education 

A large body of literature regarding interprofessional education and its possible merits ς 
from undergraduate to continuing education - informed the panel and its writing 
groups. In addition, there exist compelling studies and reviews that suggest the positive 
impact of the development 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 professionals simultaneously and 
collaboratively.  

 

Lifelong Learning 

The panel defined lifelong learning by identifying key competencies including: an 
understanding of evidence-based healthcare and critical appraisal, familiarity with 
informatics and literature search and retrieval strategies, practice-based learning and 
improvement methods, self-reflection and assessment, and other skill sets related to 
knowledge management.  While many undergraduate health professional programs 
have undertaken shifts towards problem-based learning, most entry-level education 
continues to rely on  a primarily didactic, lecture-based 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 encompass intra- and 
interprofessional continuing education and lifelong learning occurring in the clinical 
setting. Described as a disruptive construct, the model unites education and work as 
mutually dependent, forming a seamless process of employing clinical performance 
data to determine gaps in practice, establishing learning and other strategies to address 
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these needs, and evaluating the outcome. A subset of workplace education was 
considered to be point of care learning, defined by the panel to mean information 
retrieved at the time and place of the health professional/patient visit or immediately 
thereafter.  

 

9ǾƻƭǾƛƴƎ ŦǊƻƳ ǘƘŜ ƭƛǘŜǊŀǘǳǊŜ ŀƴŘ ǘƘŜ tŀƴŜƭΩǎ ŘƛǎŎǳǎǎƛƻƴΣ ǊŜŎƻƳƳŜƴŘŀǘƛƻns are directed to 
stakeholders in three key areasςeducation, practice and related entities, and regulation.  

 

Education  

First, recommendations are made to academic institutions, including those faculty members 
responsible for basic and undergraduate training, encouraging them to promote 
interprofessionalism, collaboration, and the development of lifelong learning skills. The 
recommendations also include the providers of CEτ both educational leaders and faculty 
membersτsupporting the adoption of innovative and more learner-centered teaching 
methods. These shifts in the preparation of faculty redesign of curricula and development of 
relevant resources requires buy-in on the part of medical and nursing schools in addition to the 
recognition by accrediting bodies of the importance of these skills.  

 

Practice 

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

 

Regulatory  

Third, recommendations are made to the accrediting bodies. In health care, these 
recommendations support workplace and lifelong learning by establishing appropriate and 
supportive accreditation standards. In CE, the recommendations encourage the inclusion of 
diverse, evidence-based methods for the delivery of continuing education, including integration 
into practice, and delivery in the workplace and other more non-traditional settings. Similarly, 
undergraduate educational accrediting bodies responsible for entry-level or pre-practice 
learning are encouraged to support the development of lifelong learning skills and 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  

¢ƘŜ WƻǎƛŀƘ aŀŎȅ CƻǳƴŘŀǘƛƻƴΩǎ (JMF) November 2007 conference on continuing education in 
the health professions has raised public and professional awareness regarding the need for 
change in this last and longest phase of health professionals' education(1). 
Recommendations from the 2007 report built on previous reports (2-10) in the field and 
articulated recommendations in two major areas: the need for a complete separation 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 2007 Macy Report, Continuing Education in the Health 
Professions, may be found at the following web site: www.josiahmacyfoundation.org. 

With its long history of activity in medical education, the Association of American Medical 
Colleges (AAMC) has issued several reports related to this area. Included in them are items 
that fall under the rubric of its Medical School Objectives Project (MSOP), of which a 
number are related to undergraduate education reform (e.g., MSOPs on the quality of care, 
2001; rational prescribing, 2008; and informatics and information management, 1998). 
Similarly, the American Association of Colleges of Nursing (AACN)τthrough a series of 
initiatives and reportsτhas reexamined how nurses, from entry into the profession to 
advanced specialty practice, are educated for lifelong learning to meet the future needs of 
the population and healthcare system. Policy statements regarding nursing education 
(including requirements for professional certification [11], preparation on for entry into the 
profession [12], and advanced practice preparation at the doctoral level, [13])have been 
developed and endorsed by the AACN membership. These reports reach consensus about 
the need to re-examine how health professionals are prepared for lifelong learning and the 
need for changes in how lifelong learning is implemented. 

The Institute of Medicine (IOM) in 2003 released Health Professions Education: a Bridge to 
Quality, which called on the health professions to examine and redesign the way all health 
professionals are educated for the future to: deliver patient-centered care as members of 
an interdisciplinary team, emphasizing evidence-based practice, quality improvement 
approaches, and informatics (10). Despite the promulgation of these and other reports and 
their recommendations, work remains to be done regarding the methods and formats of 
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continuing education, interprofessional education, and preparing future practitioners for 
ƭƛŦŜƭƻƴƎ ƭŜŀǊƴƛƴƎ ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ ǎƘƛŦǘǎ ƛƴ ǘƘŜ ƴŀǘƛƻƴΩǎ ǇŀǘƛŜƴǘ ǇƻǇǳƭŀǘƛƻƴΣ ƎǊƻǿƛƴƎ ŎƻƳǇƭŜȄƛǘȅ 
in the healthcare system, and exponential growth of knowledge and advances in 
technology, biomedical, and related fields. 

Despite the promulgation of these and other reports and their recommendations, sizable 
work remains to be done by the health professions regarding the methods and formats of 
continuing education, interprofessional education, and preparing future practitioners for 
meaningful lifelong learning. 

This report is the product of a cooperative effort of a large number of individual 
stakeholders, representing a wide range of perspectives: from basic, undergraduate 
training to continuing education; from medicine and nursing; and from education, practice, 
and regulatory arenas. Hosted by the AAMC and AACN, this effort focuses on one set of the 
2007 JMF recommendations- those related to the delivery 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 ς hallmarks of health care reform. 

THE LIFELONG LEARNING INITIATIVE 

The initiative encompassed three distinct phases. 

Dates Task 

PHASE I 

July 2008 ς Sept 2008 

October 2008 ς January 
2009  

PRELIMINARY WORK PHASE 

Planning Phase 

Pre-Conference Phase: literature review 

 

PHASE II  

February 9-10, 2009        

February 11 ς March 5, 2009 

March 5ς March 27, 
2009 

March 30 ς April 30, 
2009 

 

INVITATIONAL CONFERENCE: REACHING 
CONSENSUS 

Invitational Conference held Alexandria, VA (Expert 
Panel) 

Document drafts sent to section editors 

Edited drafts sent to working groups 

Draft recommendations and chapters to all 
conference participants for review 

PHASE III 

May 13, 2009 

May 14- 31, 2009 

June, 2009  

FINALIZING REPORT & RECOMMENDATIONS 

Webinar for Invitational Conference Participants 

Finalization of report and recommendations 

Presentation made to Interprofessional 
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Organizational Leadership  

 

August, 2009 Review by External review panel members  

September- October 
2009 

Report dissemination, preliminary 
implementation  

 

Phase I: The Preliminary Work Phase consisted of planning activities and researching the 
four originally identified areas upon which the lifelong learning initiative was built. In this 
phase, a review of the literature was conducted using various online databases such as 
EBSCO, Pro Quest, the Research & Development Resources Base in CE of the University of 
Toronto and CINAHL. For the search, key terms were used, including (but not limited to) 
Continuing Education, Point of Care, Lifelong Learning, Knowledge Translation, Technology 
Team-Based Learning, and Education. This research helped to assimilate 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 white papers generated by this 
phase offered 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 II: Invitational ConferenceΣ άReaching Consensusέ 

An invitational conference, co-hosted 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 invited to participate in this landmark 
initiative. In addition to the four areas, participants represented a cross-section of 
regulation, accreditation, education, and certification from both nursing and medicine. The 
work of this Expert Panel was inaugurated at a conference held February 9-10, 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 and initiatives to ensure the implementation of the final 
report and recommendations. 

The specific objectives of the conference were to:  

  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. 
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Conference Format 

The conference 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 studies, including findings 
and recommendations, were clustered in four categories (see 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 established: Continuing Education (CE), 
Point of Care (POC), Lifelong Learning (LLL), and Interprofessional Education (IPE). As the 
work of the Expert Panel progressed, two of these groups were compressed into one 
(Continuing Education and Point of Care) re-lŀōŜƭŜŘ ΨCE methodsΩ, and another group was 
established in Workplace Learning (WPL). Taking the term point-of-care learning to mean 
information retrieval at the time of a patient visit, the Expert Panel empowered a small 
group to address issues in this area, now considered to be a subset of workplace learning. 
Further definitions are listed in an appendix at the conclusion of this report. 

Participants in each of the working groups were chosen based on their past work and 
identified expertise in one of the four major areas. However, Expert Panel members were 
provided an opportunity to self-select their work group if they felt more knowledgeable or 
interested in another area.  

The conference format allowed the participants to dissect the white papers, and to 
generate a set of recommendations that continued to evolve both during and following the 
conference as the working groups and entire Expert Panel processed the information. 
Following the invitational conference, editors and writers from the individual work groups 
were identified to craft the initial draft of the report.  

 

Phase III: Finalizing the Report & Recommendations  

This phase included several individual steps with the ultimate goal of reaching consensus 
around a set of recommendations that would shape future actions related to Lifelong 
Learning. The first step brought the five work groups back together through electronic 
means, facilitated by ad hoc conference calls and online file-sharing. Individual 
recommendations were presented, discussed, and voted on by Expert Panel members via a 
final, summary webinar process. Following 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 recommendations was made by one of the 
project leads to the Federation of Associations of Schools of the Health Professions 
(FASHP). FASHP membership includes the leadership of 14 health-professions organizations.  

In early August 2009, the final draft report was sent to members of an 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 
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major areas in the report or having a significant stake hold in 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 key constructs

Lifelong 
Learning

Point of Care Learning

Continuing Education 

Inter-professional 
education 

 

 

Key questions addressed by Expert Panel  

In the process of examining the roles of and potential impact on key stakeholders in the 
process of producing, accrediting, and supporting continuing education and lifelong 
learning, several important questions were raised and processed. In many instances, the 
group acknowledged that stakeholders had already begun to address these and similar 
questions.  

 If there were no accreditation or credit systems, how would the professions 
monitor quality/accountability for individuals, teams and the system? One 
ŀǇǇǊƻŀŎƘ ƳƛƎƘǘ ōŜ ǘƻ ŘƻŎǳƳŜƴǘ ŀƴŘ ƳƻƴƛǘƻǊ ǘƘŜ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ 
progress in achieving learning goals: e.g., by portfolio-based activities, a 
process that could be consistent across professions 

 What is the proper balance between current practices in CE and lifelong 
learning, captured by the term evidence-based vs. innovation? 

 What funding would be needed to implement the changes recommended? 
Who or what entities might support the changes both monetarily 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 
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about commercial support, conflicts of interest, bias and ethics in 
continuing education.  

 To support changes in continuing education practices, how can creative, 
innovative, and personalized faculty development best be implemented 
and supported? 

 To what extent do we support the research and development aspects of 
CE: How can the published results of these studies be more widely 
disseminated or implemented?  

 

Stakeholders in Continuing Education and Lifelong Learning: Securing 
External and Logistical Support for Change  

To achieve a changed or future vision of Continuing Education and Lifelong Learning, broad 
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 stakeholders and the roles and challenges envisioned include: 

 Licensing bodies and credentialing boards; possibly altering requirements for the 
demonstration of competency in both academic programs and in continuing 
education;  

 Educational accrediting bodies, examining: 

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

ü their effect on CE access, funding, and accountability; and  

ü their influence on fostering or inhibiting innovation. 

 The leadership and faculty, including health science librarians, of academic 
institutions assessing ways in which they foster, support, and reward activities 
leading to the development of lifelong learners and provide more effective CE; 

 CE providersςprofessional organizations and individuals advancing the professional 
development of CE and lifelong learning;  

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

 Health care accreditation systems and other stakeholders in the healthcare arena, 
including hospitals, health systems, payers, state, and federal governments assessing 
their role in supporting and implementing these recommendations. 
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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 Panel (see Conference Participants and writing group members) 
developed two sets of issues and recommendations: 1) broad, overarching 
recommendations 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 
Learning. Each of these areas is addressed in greater depth in subsequent sections.  

The consensus conference permitted a rich discussion of the vision, 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 then shifted its 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. Lastly, the Panel considered the setting in which 
practice and learning come together - the broader construct of workplace learning and its 
narrower but important subset, point-of-care learning. 

THE VISION AND VALUE OF CONTINUING EDUCATION & LIFELONG LEARNING 

Meaningful health care reform and its implications pose many challenges for health 
professionals and the healthcare system. These include, among other issues, advancing 
healthcare quality, delivering safe and cost-effective patient-centered care, increasing 
access to care through the use of information/communication technology, changes in 
insurance coverage and effective use of the health professional workforce (10). Geographic 
variations and workforce shortages pose additional challenges to achieving healthcare 
reform.  

Realizing these expectations cannot occur absent commitment to and reinvestment in 
individually focused and team- and organizationally based lifelong learning and continuing 
education. Where learning organizations exist, teams and individuals practicing in those 
settings are exposed to feedback and improvement practices, which enrich individual 
knowledge (14). Similarly, teams and organizations appear to function optimally when 
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individuals come to those settings prepared to offer perspectives and competencies to 
advance clinical care and able to be engaged in systems that support that care.  

Considerable attention is given in this report to the evidence of effect of continuing 
education on the competence and performance of health professionals and on the health 
care outcomes of their patients. Lifelong learning and its partner, continuing education, thus 
offer not only enriching but also essential elements to healthcare reform. 

In this report, considerable attention is given to the effect of continuing 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 and others had illuminated the 
nature and size of the clinical care gap (15, 16). Second, continuing education providers, in 
response to systematic reviews of the literature (17-21), had begun to augment didactic 
teaching methods with interactive and other adult-learning techniques. Third, and perhaps 
most importantly, two recent systematic literature reviews of the effect of continuing 
education (at least for physicians) have confirmed that educational activitiesτwhen 
undertaken using interactive, multiple methods and sequencing techniquesτcan change 
provider behavior and health care outcomes while maintaining competence, knowledge, 
and skills (20,21). 

Healthcare professionals have important roles in addressing the issues of lifelong learning 
and continuing education and should be equipped to work and make decisions in 
partnership with patients, caregivers, families, interprofessional care teams, policymakers, 
and others. Lifelong learning and its partner, continuing education thus offer not just 
enriching but essential elements to healthcare reform. To assure their effectiveness, the 
skills of lifelong learning demonstrated by individual health professionals require rigor and 
support from initial professional education to the point of care for individuals, teams, and 
across organizations. Further, continuing education methods should embrace clinical 
systems, and complexity concepts using the best available evidence; and its provision 
demonstrate a high level of innovation, accessibility, effectiveness, timeliness, 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 learning are required ǘƻ ŜƴǎǳǊŜ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ŀƴŘ ŀŘƻǇǘƛƻƴ ƻŦ ǘƘŜ ǊŜǇƻǊǘΩǎ 
recommendations. This report provides recommendations and policy guidance developed 
by the Expert Panel to move to a preferred vision for continuing education and the 
education of the skilled lifelong learner ς necessary ingredients to achieve recognized and 
emerging health care improvement and reform priorities.  

Value of Lifelong Learning  

All health professions value ς as both a construct and a reality ς the notion of lifelong 
learning and the need for continuing education. For the most part, health professionals are 
ΨƘŀǊŘ-ǿƛǊŜŘΩ ǿƛǘƘ ŀ ŘŜǎƛǊŜ ǘƻ ǇŜǊŦƻǊƳ ǿƛǘƘ ŎƻƳǇŜǘŜƴŎŜ ŀƴŘ ŎƻƴŦƛŘŜƴŎŜ ς essential to the 
lives they touch. In this sense, the Panel suggested that no health professional wants to 
deliver less than state-of-the science care, nor disappoint those entrusted to their care. 
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Yet, paradoxically, as knowledge expands to better serve the public, so too has the 
complexity of keeping up to date and the patient, family, and community dynamics that 
intersect with an increasingly complex healthcare system. Rather than reducing these 
burdens and enhancing professional identity and preventing burnout, continuing education 
has frequently been viewed by practitioners as another task to accomplish within an 
inflexible system. These and other forces compelled the Panel to look closely at the value of 
continuing education to society, health care delivery, and to the health professions 
themselves. The lifelong learning and continuing education models presented in this paper 
are conceptually linked to enhanced professional identity and value, joy in learning, thus 
aiding the provider and enriching the disciplines.  

The Value and Purposes of CE and Continuous Learning 

hƴŜ ŎǳǊǊŜƴǘ ǾƛŜǿ ƻŦ /9 ƛǎ ǘƻ ƧǳŘƎŜ ƛǘǎ ŜŦŦŜŎǘ ǎƻƭŜƭȅ ōȅ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇǊŀŎǘƛŎŜ ƻǊ 
performance change. In addition to this view, the Expert Panel explored the value of 
continuing education activity in a broader context. The Panel argued that health services 
research findings that suggest continuing education dƻŜǎƴΩǘ work provides a limited 
perspective on the relevance and importance of CE. Further, the Panel argued that 
participation in CE had value in itself by ensuring ǘƘŀǘ ƻƴŜΩǎ ǇǊŀŎǘƛŎŜ ǿŀǎ ŎǳǊǊŜƴǘΣ 
developing contacts with other health professionals, learning about the health system in 
which one practices, and enhancing self-efficacy. All have value beyond changes in 
performance or health care outcomes.  

The Expert Panel instead urged an emphasis on the role of CE in:  

1.  Validating individual practice and competence; 

2.  Engaging learners in new knowledge and skill acquisition for practice setting 
application;  

3.  Reducing or closing practitioner-identified performance gaps; 

4.  improving patient care outcomes; 

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

6. Generating professional satisfaction and identity, potentially preventing or 
decreasing burnout. 

 

A VISION FOR CONTINUING EDUCATION AND LIFELONG LEARNING 

Recognizing that the overlapping, broad concepts of continuing education and lifelong 
learning deserve a variety of perspectives, Expert Panel consensus developed around five 
major themes, replacing the four outlined in the initial white papers and 2007 Macy Report 
(1) (see Figure 2). In addition to these five major areas of focus, several important, cross-
thematic considerations were agreed upon in broadening the conceptualization of 
continuing education and lifelong learning. These considerations are presented here as 
necessary ingredients in the reconceptualization of CE and lifelong learning: 
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 A broader definition of continuing education  

ü in particular the acronyms CME and CNE used by medicine and nursing 
respectively appear to lead the reader to a more traditional and less 
broad understanding of the field 

ü including ƻƴƭȅ ΨŦƻǊƳŀƭΩ ƻǊ ΨǘǊŀŘƛǘƛƻƴŀƭΩ /9 ŀǇǇŜŀǊǎ ǘƻ ƭƛƳƛǘ ǘƘŜ ǳǎŜ of the 
term, leading to confusion relative to credit systems, and impeding 
innovative thinking related to CE  

ü specificity is needed regarding the type of educational/learning method 
or intervention; 

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

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

¢ƘŜ ƴŜŜŘ ŦƻǊ ƻƴƎƻƛƴƎ ƭŜŀǊƴƛƴƎ ǘƘǊƻǳƎƘƻǳǘ ŀ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ŎŀǊŜŜǊ ǿŀǎ ǿƛŘŜƭȅ 
supported; however, 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 healthcare, matching the conclusions of others (16). 

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, 
ΨǘǊŀŘƛǘƛƻƴŀƭΩ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŜŘǳŎŀǘƛƻƴ may not fully develop 
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) information 
highlights the need for better information retrieval and knowledge-management 
skills ς termed point-of-care learning.  

3.  Limitations to the current approach to CE and the selection of learning activities 
with little or no objective feedback to participants contribute to variations in 
health care. Most health professionals attend CE activities as single or self-
contained events based on perceived learning needs that may not reflect real gaps 
in care or knowledge, or practice performance.  

4.  CE activities frequently do not provide information in a format that permits easy 
ŀǇǇƭƛŎŀǘƛƻƴ ǘƻ ƻƴŜΩǎ ǇǊŀŎǘƛŎŜΣ ƻŦŦŜǊ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ǘƻ ǇǊŀŎǘƛŎŜ ǳǎƛƴƎ ǘƘŜ ƴŜǿ 
ƛƴŦƻǊƳŀǘƛƻƴΣ ƻǊ ǊŜŎŜƛǾŜ ŦŜŜŘōŀŎƪ ŀōƻǳǘ ƻƴŜΩǎ ǇǊŀŎǘƛŎŜΦ 

5.  Despite the evidence and acknowledged potential for improving the processes and 
outcomes of care, there remains a generalized lack of focus on interprofessional 
CE learning experiences. 
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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 
complex, critical competency. 

The process of lifelong learning presents multiple facets. On the one hand, it may be viewed 
as a value embraced by the broad health professional community. On the other, it may be 
seen as a behavior advocated by health professional organizations and adopted by 
individual health professionals. Pre-professional education and life experiences may lead to 
ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀŘƻǇǘƛƻƴ ƻŦ ƭifelong learning as a value and the development 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 that basic health 
professional education produces an accountable professional with learning skills 
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internalized as a core value leading to optimal knowledge management, self-appraisal, 
information retrieval, and critical appraisal. Further, it is expected that each professional 
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 TOGETHER: INTERPROFESSIONAL 
EDUCATION (IPE)  

 

Interprofessional education refers to the teaching and learning of individuals from different 
professions together during all or part of their professional trainingτ and in practiceτin 
order to promote collaborative working in their professional practice (22). 

The last three decades have witnessed a growing emphasis on creating an integrated 
healthcare delivery system requiring health professionals to collaborate in an effort to 
improve patient care. Despite this emphŀǎƛǎΣ ƳǳŎƘ ƻŦ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŜŘǳŎŀǘƛƻƴ ŀƴŘ 
practice remains in silos, hindering integrated collaborative care and shared knowledge and 
experience (23-25). Although interprofessional practice and education have become 
priorities in national and global health policies (26, 27), the development of 
interprofessional education (IPE) and practice models has been slower in the U.S. than in 
many developed countries (27). 

In these decades, IPE has been recognized internationally by many health- and social-care 
disciplines as a tool to improve health professional collaboration and healthcare delivery in 
many areas (24, 25). IPE programs have been endorsed by academic institutions, 
policymakers, and governmental agencies based on the tenet that learning together creates 
a better partnership (28). Further, research has shown that IPE and interprofessional (or 
interdisciplinary) collaborative care improves efficiency and efficacy of patient-centered 
care (29). 

In these studies, IPE appears to maximize the strengths of individual disciplines within the 
integrated delivery of relevant and optimum care. While the benefits of implementing IPE 
programs may be well recognized, its implementation is not without challenges. For 
successful IPE, all stakeholders (including health professional organizations, policymakers, 
insurers, academic institutions, CE providers, the public, and licensing and accrediting 
bodies) need to embrace a multi-professional framework of and a shared value for IPE. Any 
effective IPE model should be patient-centered and nimble, and provide a required and 
measurable component across the health professional educational continuum, from entry 
ŀƴŘ ǘƘǊƻǳƎƘƻǳǘ ƻƴŜΩǎ ǇǊŀŎǘƛŎŜ ŎŀǊŜŜǊΦ In addition, innovative methods for engaging in 
interprofessional education need to be designed and tested in order to provide 
opportunities for health professional students in diverse institutions and settings to 
participate in interprofessional education in a meaningful way.  
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CONTINUING EDUCATION METHODS AND ACTIVITIES 

Complementing and supporting the construct of lifelong learning, and for many decades 
ǘƘŜ Ƴŀƛƴǎǘŀȅ ƻŦ /9 ƛƴ ƴǳǊǎƛƴƎ ŀƴŘ ƳŜŘƛŎƛƴŜΣ ŀǊŜ ǘƘŜ ǘǊŀŘƛǘƛƻƴŀƭΣ ŦƻǊƳŀƭ ΨǇǊƻŘǳŎǘǎΩ ƻŦ 
continuing education: conferences, rounds, courses, lectures, and in-service training. When 
most people think about education and learning, they conceive of such formal offerings 
(e.g., a teacher who instructs a group of learner-clinicians as part of an institutionally pre-
determined curriculum). While other educational venues may come to mind, the default 
picture of continuing education is a formal transmission of a pre-determined body of 
knowledge. These activities are frequently provided with designated accreditation and 
ƎŜƴŜǊŀǘŜ ΨŎǊŜŘƛǘǎΩ ŦƻǊ ǇǊŀŎǘƛǘƛƻƴŜǊǎΣ ƴŜŎŜǎǎŀǊȅ ŦƻǊ Ƴƻǎǘ ǎǘŀǘŜ ƭƛŎŜƴǎǳǊŜ and other 
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 outcomes (20, 21, 30). 

For years, concern has been raised about the impact of formal, classroom-style continuing 
education on practice performance or healthcare outcomes, (17,19) when delivered in 
didactic, non-interactive modes. While confirming this finding, the Panel suggested that 
such methods are not without merit, however, and may communicate new or reaffirm 
previous knowledge. More recent systematic reviews (20, 21) confirm much of this 
evidence but suggested that well-designed educational activities employing a variety of 
educational methods, better needs assessments and design can alter clinician behavior and 
even health care outcomes. These activities of workplace learning build on well-developed 
constructs of organizational learning, learning communities and communities of practice.  

Given earliŜǊ ŜǾƛŘŜƴŎŜ ŀōƻǳǘ ƳƻǊŜ ΨŦƻǊƳŀƭΩ didactic education, it is not surprising that 
authors have generated a list of broadly defined educational interventions beyond the 
course or conference model. Generally considered to be more effective than didactic 
methods, (31-34) these interventions employ pro-active techniques and strategies to effect 
learning and change in health professionals. Among other methods, they include: 
community- or practice-based efforts, e.g., academic detailing, opinion leaders; computer-
generated reminders, protocols and decision-support systems; clinical database-driven 
audit and feedback methods; and multi-faceted 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 learner-centered 
activities in planned conferences and other more interventionist approaches pose several 
challenges. Frequently developed and tested in research settings, such innovations may be 
infrequently used on a widespread basis, due to cost and other factors (35). Exceptions may 
be found in programs funded by insurers or government agencies interested in academic 
detailing, train-the trainer and other programs. To expand the integration of and obtain 
funding for more interactive, learner-centered interventions, CE providers should broaden 
their competence in educational design, evaluation, and execution and be able to articulate 
the benefits of these interventions in improving healthcare outcomes. Faculty 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 other government 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 evidence-
based practice. 

EXPANDING SETTINGS FOR LIFELONG LEARNING & CONTINUING 
EDUCATION: LEARNING IN THE WORKPLACE AND AT THE POINT OF CARE 

Learning in the Workplace 

While formal education with a pre-determined curriculum may have prepared students to 
enter the world of work in the 20th century, concerns have been expressed in non-health 
professional vocational and 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 systems. The Expert Panel defined workplace learning as 
άǘƘŜ ǿŀȅ ƛƴ which individuals 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 organizational liveǎέ (36). 

The Expert Panel defined workplace learning as άthe way in which individuals or groups 
acquire, interpret, reorganize, change or assimilate a related cluster of information, skills 
and feelings, and a means by which individuals construct meaning in their personal and 
shared organizational livesΦέ 

Such systems comprise collections of individual agents with freedom to act in frequently 
ǳƴǇǊŜŘƛŎǘŀōƭŜ ǿŀȅǎΣ ŀƴŘ ǿƘƻǎŜ ŀŎǘƛƻƴǎ ŀǊŜ ƛƴǘŜǊŎƻƴƴŜŎǘŜŘ ǎƻ ǘƘŀǘ ƻƴŜ ŀƎŜƴǘΩǎ ŀŎǘƛƻƴǎ 
change the context for other agents. Such systems ǘǊŀƴǎŦƻǊƳ ǘƘŜ ƴŀǘǳǊŜ ƻŦ ǘƻŘŀȅΩǎ ǿƻǊƪ 
environment from relatively routine tasks to problems and challenges that are 
characterized as contingent (37). This contingent nature requires workers to go beyond 
ǇǊŜǾƛƻǳǎƭȅ ƭŜŀǊƴŜŘ άǎŎǊƛǇǘŜŘέ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǊŜǎƻƭǾŜ ƴƻvel and poorly defined work 
challenges. In this environment, skilled performance in the work environment reflects the 
expertise that is distributed among the members of a group or team. Because successful 
performance appears to be dependent on factors not yet 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, replace, enhance, and retro-fit  
their expertise, as changes in technology and work processes gradually eliminate the need 
for skills they learned previously and necessitate the development of new ones. 

¢ƻ ŀŘŘǊŜǎǎ ǘƘŜ ƭŜŀǊƴƛƴƎ ƴŜŜŘǎ ƻŦ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǿƻǊƪƛƴƎ ƛƴ ǘƻŘŀȅΩǎ ŎƻƳǇƭŜȄ ƘŜŀƭǘƘ 
care environment, the Panel proposed the concept of a disruptive learning system. Coined 
by Christensen, disruptive innovation describes simple innovations or changes that 
unexpectedly provide alternatives to the traditional and displace an established practice 
(38). Use of the term disruptive indicates that the learning needs of health professionals 
ǿƻǊƪƛƴƎ ƛƴ ǘƻŘŀȅΩǎ ŎƻƳǇƭŜȄ ƘŜŀƭǘƘ ŎŀǊŜ ŜƴǾƛǊƻƴƳŜƴǘ Ŏŀƴƴƻǘ ōŜ ƳŜǘ ōȅ ƳŜǊŜƭȅ ŦƛȄƛƴƎ ǇƛŜŎŜǎ 
or small components of the current approach to health profŜǎǎƛƻƴŀƭǎΩ /9Φ wŜŦƭŜŎǘƛƴƎ ǘƘƛǎ 
disruptive approach, the Panel suggested that sizable efforts be undertaken by health care 
organizations, health care systems, CE providers, and 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  

 

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

Point-of-Care Learningτseen by the Panel as a subset of workplace learningτcomprises 
activities occurring at the time and place of a clinician-patient visit, and therefore is most 
often distinguished by its context; the active encounter between the clinician and the 
patient in the healthcare site, 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 clinician-patient encounter traditionally 
has occurred face-to-face in a clinical setting; however, in this age of growing information 
and communication technologies and new approaches to healthcare delivery, point-of-care 
encounters may also include clinician-patient interactions such as telephone calls, email 
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 providing an answer either at the time of the patient encounter or 
soon after.  

ACHIEVING A VISION FOR LIFELONG LEARNING: GENERAL 
RECOMMENDATIONS  

±ƛǎƛƻƴ ŦƻǊ IŜŀƭǘƘ tǊƻŦŜǎǎƛƻƴŀƭǎΩ [ƛŦŜƭƻƴƎ [ŜŀǊƴƛƴƎ  

A  Ǿƛǎƛƻƴ ŦƻǊ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƭƛŦŜƭƻƴƎ ƭŜŀǊƴƛƴƎ evolved from the literature and more 
specifically from the Expert Panel and small group dialogue and work. The broad 
recommendations presented here grew out of this vision, and implementation is seen as 
requisite for the full realization of this preferred future.   

In an era of mushrooming scientific knowledge, advances in technology, and health care 
reform placing a greater emphasis on interprofessional education while broadening the 
conceptualization of continuing education becomes paramount. The vision for health 
prƻŦŜǎǎƛƻƴŀƭǎΩ ƭƛŦŜƭƻƴƎ ƭŜŀǊƴƛƴƎ ŜƴŎƻƳǇŀǎǎŜǎΥ  

 IŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŜŘǳŎŀǘƛƻƴ ǘƘŀǘ ƛƴŎƭǳŘŜǎ ǎƛƎƴƛŦƛŎŀƴǘ ƛƴǘŜǊǇǊƻŦŜǎǎƛƻƴŀƭ ƭŜŀǊƴƛƴƎ 
experiences in both the didactic and clinical components of the curriculum. 
Curricular experiences are designed and presented collaboratively, role-modeling 
interprofessional practice. Interprofessional learning and practice experiences 
continue throughout advanced training and clinical components.  
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 Graduates of health professional education programs have documented knowledge 
and skills 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 have opportunities to engage in a variety of self-selected 
learning or continuing education opportunities to supplement knowledge and skills 
across areas of science and practice.  

 Newly developed and tested technologies are used to deliver up-to-date, evidence-
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, collaboratively developed by experts and stakeholders in education, practice, and 
ǊŜƎǳƭŀǘƛƻƴ ŦǊƻƳ ŀŎǊƻǎǎ ǘƘŜ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŎƻƳƳǳƴƛǘȅΣ ŀƴŘ ŀ ǇŀǘƘ ŦƻǊ ŀŎƘƛŜǾƛƴƎ ǘƘƛǎ 
vision with new focus on critical components and actions identified as necessary to address 
many of the issues currently facing the healthcare system.   

The broad recommendations advanced by the Expert Panel address identified barriers or 
issues that may impede the development of a new model for lifelong learning in the health 
professions. Many of these impediments mirror a response to any change, but others are 
ǎǇŜŎƛŦƛŎ ǘƻ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŜŘǳŎŀǘƛƻƴΣ ǇǊŀŎǘƛŎŜ, and regulation. Issues addressed by the 
Panel included insufficient financial and logistical support for lifelong learning and 
continuing education; 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 systems; 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 focus-areas are addressed at the 
end of each subsequent section. In these five sections, recommendations are also 
addressed to the specific entity or organization impacted by the recommendation.  

нΦм IŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ƻǊƎŀƴƛȊŀǘƛƻƴǎΣ /9 ǇǊƻǾƛŘŜǊǎΣ ŦŀŎǳƭǘȅΣ ŀƴŘ ƻǘƘŜǊǎ ǎƘƻǳƭŘ ŀǎǎƛƳƛƭŀǘŜ 
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 healthcare systems, payers, legislatures, and 
government, need to consider the importance of lifelong learning relative to its 
contribution to improved quality, patient safety, provider retention, cost-effectiveness, and 
overall impact on the health care system. Support by these bodies for the development and 
implementation of lifelong learning skills and CE activities consistent with these principles is 
critical.  



LLL Report  

 

24 

To achieve this goal, the health professions should advance efforts to advocate for research 
and disseminate evidenceτwhere it existsτ about the closing of clinical care gaps by 
educational means. Narrowing the gap between best evidence and current practice, or 
between desired and actual performance, shown to improve patient outcomes, requires 
individual clinicians, practice groups, and the professions to identify and generate 
meaningful, evidence-based CE content that addresses the needs of the public, patients, 
health professionals, and an integrated healthcare system.  

This process would highlight and advocate for the value and cost-benefits of CE and lifelong 
learning; and would serve to identify the roles of CE in professional self-regulation, 
protection of the public, and improving systems of care. The Panel indicated that the 
identification of gaps in care and effective strategies for promoting change in practice 
would support the core principles of effective CE and lifelong learning: connecting CE to 
practice realities, patient needs, providers and health systems. In addition, the process 
would address individual, team, and system-based learning across all health professions. 

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

Such skills are essential elements to effective clinical practice, necessary from entry to 
ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭ ŜŘǳŎŀǘƛƻƴ ǘƘǊƻǳƎƘ ƻƴŜΩǎ ǇǊŀŎǘƛŎŜ ŎŀǊŜŜǊΦ  

This new construct would reinforce or require collaboration among health professional 
organizations, higher education institutions, healthcare organizations, and regulatory 
ōƻŘƛŜǎ ǘƘŀǘ ǎǳǇǇƻǊǘ ƭƛŦŜƭƻƴƎ ƭŜŀǊƴƛƴƎ ƻŦ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǿƛǘƘƛƴ ǘƻŘŀȅΩǎ ŎƘŀƴƎƛƴƎ 
healthcare system.  

 

2.3 Health professions organizations, academic institutions, policy makers, insurers, CE 
providers, and regulatory bodies should embrace an interprofessional education (IPE) 
model or construct. This model would be patient-centered and flexible and encompass a 
significant and measurable component across the educational continuum from entry 
into health professional education throughout oƴŜΩǎ ŎŀǊŜŜǊΦ  

Achievement of this recommendation would require the development of a national vehicle 
for fostering IPE that builds on and consolidates the work of current interprofessional 
education-focused groups. The process of developing a national framework would create a 
shared vision and value for IPE and provide an interprofessional dimension in health 
ǇǊƻŦŜǎǎƛƻƴǎΩ ǊŜǎŜŀǊŎƘΣ ŜŘǳŎŀǘƛƻƴΣ ŀƴŘ ǇǊŀŎǘƛŎŜΦ ¢ƻ ŀŎŎƻƳǇƭƛǎƘ ǘƘƛǎ ƎƻŀƭΣ ǘƘŜ tŀƴŜƭ 
recommends:  

 An examination of existing and the development of new models that define 
the roles and responsibilities of healthcare team members and serve as a 
ŦƻǳƴŘŀǘƛƻƴ ŦƻǊ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŜŘǳŎŀǘƛƻƴŀƭ ǊŜŦƻǊƳΣ ǊŜǎŜŀǊŎƘΣ ŀƴŘ 
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collaborative decision-making, professional development, clinical 
recognition of contributions to care, and advancement of the science and 
application of collaborative, interprofessional patient care;    

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

 The creation of a national standard for IPE as a core competency for all 
ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŜŘǳŎŀǘƛƻƴΤ ŀƴŘΣ 

 Enhanced support for evidence-based IPE education and research that can 
be translated into practice and the workplace (23). 

This recommendation includes the establishment of national leadership, a process and 
structure that would unite disparate and disconnected interprofessional education, 
research, and practice efforts at the individual, institutional, and national levels to promote 
dialogue and shared learning. This process could include:  

 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 to IPE and best 
practices, and craft a plan for furthering IPE.  

 Synthesis of national, consensus-based IPE models, incorporating 
clarification of roles and responsibilities of each health profession, and 
dissemination of these models that integrate and communicate 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 
practice settings (39). 

 A networking tool to disseminate standards of IPE metrics and outcomes at 
the clinician, micro-, and macro-system levels;  

 ! ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŜŘǳŎŀǘƛƻƴ ǊŜǎŜŀǊŎƘ ƛƴǎǘƛǘǳǘŜ ǘƘŀǘ ƛƴŎƻǊǇƻǊŀǘŜǎ 
ŜȄŀƳƛƴŀǘƛƻƴ ƻŦ Lt9 ŀǇǇǊƻŀŎƘŜǎ ŀƴŘ ǘƘŜƛǊ ƛƳǇŀŎǘ ƻƴ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ 
education and healthcare outcomes across the continuum of care; and,  

 A platform for addressing legal, sociopolitical, and other impediments to 
effective IPE and team-based care. 

2.4. Health professions organizations, policymakers, the public, regulatory bodies, higher 
education institutions, and CE providers should continue to investigate and implement 
the most effective CE methods to support providers, practices, and health systems in 
order to integrate and improve healthcare quality and safety.  

The Panel iterated 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 in the health professions. The information gleaned would provide evidence to refine the 
use of provider feedback mechanisms, electronic health records, and other point-of-care 
tools to improve performance and healthcare outcomes.  

It is equally important that accrediting 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 others 
should fund and in other ways support the development and re-education of CE 
providers to achieve the goals of a newly envisioned, cost-effective CE system and to 
support effective lifelong learning across the health professions.  

The Panel believed that the professional development of 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, professional 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 work-place learning 
strategies, including 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 insurers and other funders, and individual health 
professionals understand the value of ongoing, evidence-based workplace learning. While 
classroom-based CE and work-based learning are complementary to this process, 
redistribution of resources to ensure the viability and impact of work-based learning is vital. 

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

BACKGROUND 

Lifelong Learning as a Construct 

Lifelong learning was defined by the Expert Panel as the "voluntary and self-motivated" 
pursuit of knowledge for either personal or professional reasons (40). Iƴ ǘƘŜ tŀƴŜƭΩǎ ǾƛŜǿΣ it 
comprises an ability to: ǊŜŦƭŜŎǘ ƻƴ ƻƴŜΩǎ ǇǊŀŎǘƛŎŜ ŀƴŘ ǘƘereby determine learning needs; 
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 
ŜǾƛŘŜƴŎŜΤ ŀƴŘ ŜǾŀƭǳŀǘŜ ƻƴŜΩǎ ŎƻƳǇŜǘŜƴŎƛŜǎ ŀƴŘ practice based on internal and external 
feedback. The Panel expressed the belief that this construct was somewhat distinct from 
current models of basic education, which stress knowledge acquisition and retention. 

Lifelong learning was viewed by the Panel as the "lifelong, life wide, voluntary, and self-
motivated" pursuit of knowledge for either personal or professional reasons. As such, 
lifelong learning enhances social inclusion, active citizenship and personal development. 
The construct has gained increased attention in the health professions, a product of the 
accelerated pace of developments in the science and technology of health care and growing 
concerns about maintaining and enhancing quality of care in an increasingly complex 
practice environment. The Panel 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 viewed in two ways: first, 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 by pre-professional experiences, which may lead to an 
ƛƴŘƛǾƛŘǳŀƭΩǎ ŀŘƻǇǘƛƻƴ ƻŦ ƪƴƻǿƭŜŘƎŜ ƳŀƴŀƎŜƳŜƴǘΣ ƛƴŦƻǊƳŀǘƛƻƴ ǊŜǘǊƛŜǾŀƭΣ ŀƴŘ ǊŜƭŀǘŜŘ ǎƪƛƭƭǎΦ 
Valuing these skills is a necessary precursor to the translation of evidence into practice.  

The Competencies of Lifelong 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, self-directed professional. The competencies of lifelong learning include 
ǎŜǾŜǊŀƭ ŎƻƳǇƻƴŜƴǘǎΥ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ ǊŜŦƭŜŎǘ ƻƴ ƻƴŜΩǎ ǇǊŀŎǘƛŎŜ ŀƴŘ ǘƘŜǊŜōȅ ŘŜǘŜǊƳƛƴŜ ƭŜŀǊƴƛƴƎ 
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needs; the ability to efficiently and accurately search for learning resources and critically 
appraise them (41, 42); skills in applying these resources to clinical and other questions; the 
ƳŀƴŀƎŜƳŜƴǘ ƻŦ ƭŀǊƎŜ ŀƴŘ ŎƘŀƴƎƛƴƎ ōƻŘƛŜǎ ƻŦ ŜǾƛŘŜƴŎŜΤ ŀƴŘ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ ŜǾŀƭǳŀǘŜ ƻƴŜΩǎ 
competencies and practice based on external feedback. Professional education programs 
hold a key role in providing students with multiple opportunities to develop these and 
other skills in order to continuously acquire evidence and translate it into professional 
behaviors. 

¢ƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ŘŜǾŜƭƻǇƛƴƎ ŀƴŘ ƳŀƛƴǘŀƛƴƛƴƎ ǘƘŜǎŜ ǎƪƛƭƭǎ ǘƘǊƻǳƎƘƻǳǘ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ 
working lives has been stressed in both the nursing and medical literature (43-46). The 
Panel discussed two aspects to achieving this aim: 1) creating a sustainable educational 
infrastructure with strategies to assess, support, and facilitate lifelong learning needs 
throughout ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǿƻǊƪƛƴƎ ƭƛǾŜǎΤ ŀƴŘ нύ ŀŘŀǇǘƛƴƎ ŎǳǊǊŜƴǘ ŀŎŀŘŜƳƛŎ ŎǳǊǊƛŎǳƭŀ 
and experiences to generate and assess self-directed learners with skills in knowledge 
acquisition, appraisal, and application. The Panel believed that the latter issue was distinct 
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 level (47), they also suggest that lifelong 
ƭŜŀǊƴƛƴƎ ǎƘƻǳƭŘ ŜȄǘŜƴŘ ōŜȅƻƴŘ ƛƴŘƛǾƛŘǳŀƭ ŘŜǎƛǊŜǎ ŀƴŘ ōŜ ǎǳǇǇƻǊǘŜŘ ōȅ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ 
schools, healthcare organizations, and regulatory bodies. Some progress is being made in 
this area: for example,  librarians work with educators to teach and assess competencies in 
information management and retrieval, but even more collaborative activity is required to 
develop common approaches across institutions and organizations (115).  Additionally, 
lifelong learning requires alignment in health systems with safe practices and patient 
outcomes (10, 48, 49). Finally, at an early stage, lifelong learning skills need to be integrated 
ƛƴǘƻ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎŎƘƻƻƭǎΩ ŎǳǊǊƛŎǳƭŀ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ŀǊŜ ōŜǘǘŜǊ ŜǉǳƛǇǇŜŘ 
in knowledge acquisition, appraisal, and application (50). 

Barriers to the full implementation of Lifelong Learning 

Despite the strong evidence regarding the need for and role of continuing education and 
self-directed lifelong learning, sizable barriers to their full implementation exist. These 
ōŀǊǊƛŜǊǎ ƛƴƘƛōƛǘ ǘƘŜ Ŧǳƭƭ ŜǾƻƭǳǘƛƻƴ ƻŦ ŀ ǎȅǎǘŜƳ ǎǳǇǇƻǊǘƛǾŜ ƻŦ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƭƛŦŜƭƻƴƎ 
learning. First, healthcare worker shortages and under-funding of CE programs within 
healthcare systems are widespread. Inadequate funding for 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 priorities of 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 and traditional 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 the learner and the systems in which he/she works, 
including the educational, accreditation, certification, and care-delivery facets of these 
systems. A further challenge resides in the development of an integrated lifelong learning 
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system that is closely tied ǘƻ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎΣ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƴŜŜŘǎΣ ŀƴŘ ƘŜŀƭǘƘ 
ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŎƻƳǇŜǘŜƴŎƛŜǎΦ  

Continuing education should be considered from the perspective of how it could encourage 
the adoption of lifelong learning as an operating value, support the development 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 develop sustainable, accessible, 
collaborative, health outcomes-focused lifelong learning programs is the focus of the 
following recommendations.  

RECOMMENDATIONS 

3.1 Academic institutions, curriculum designers and planners, faculty members, and 
others should develop, test, and refine curricula that emphasize and reflect the value of 
lifelong learning and incorporate lifelong learning skills. Their accrediting bodies should 
explicitly incorporate into standards and program expectations considerations 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 entry-level educational programs should also undergo 
reform. This latter process would include promoting educational curricula that focus on 
individual and group responsibility for self-directed learning while building a foundational 
culture of responsibility for externally guided continuous learning throughout the 
ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǿƻǊƪƛƴƎ ƭƛŦŜ. Such a process might include:  

 Rebalancing health professional curricula towards an emphasis on 
knowledge management, self-assessment, and related skills; 

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

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

 Emphasizing information and communication technology usage to better 
prepare learners for learning throughout their careers. These technologies 
include those related to informatics, telehealth, computer-based instruction, 
virtual simulation, and others.(51) 

3.2 Continuing education planners, faculty and teachers, and regulatory bodies 
(including accrediting, certifying, and 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.  
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Achievement of this recommendation would require the incorporation of the following 
elements:  

 Developing new business models that support learning, aligned with new 
CE opportunities, approaches, and methodologies; 

 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; 

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

 Incorporating real-time technology, using emerging approaches that have 
the capacity to increase accessibility for users and can provide for 
evaluation;  

 Improving self-assessment through the use of metrics related to health 
professional knowledge, skills, behaviors, and healthcare outcomes across 
the educational continuum; 

 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 lifelong learning activities. Such strategies require 
ŀǘǘŜƴǘƛƻƴ ǘƻ ŀƴŀƭȅǎƛǎ ƻŦ ŘƛŦŦŜǊŜƴǘ ǎȅǎǘŜƳǎΩ ƭŜǾŜƭǎ όƳƛŎǊƻΣ ƳŀŎǊƻΣ ŀƴŘ ƳŜǎƻύ 
with appropriately aligned metrics and efforts to avoid over and under-
measuring  

 Providing credit for these individual LLL, evidence-based 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 with their organizations.  

This process would safeguard opportunities in healthcare organizations for health 
ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƭƛŦŜƭƻƴƎ ƭŜŀǊƴƛƴƎ (52). Health care organizations would be encouraged to 
determine and support the continuing education needs of the health professional staff and 
other employees. In addition, such a process would support the development of strategies 
that address a variety of factors that determine success in this area, including 
organizational, sociopolitical, and individual factors. Finally, 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 education participation (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 learning, practice changes, and 
patient outcomes; and  

 Promotes workforce development, including attention to knowledge 
transfer, which captures the wisdom of experts at the micro- and macro-
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 decades ago, Halstead 
published the first review of the outcomes of interprofessional team approaches in the area 
of chronic illness and rehabilitation (53). Outcome studies of interprofessional care delivery 
in many other areas of care (e.g., primary care, mental health, geriatrics, critical care, 
chronic illness, and hospice care) have appeared in the literature subsequently. Implicit in 
the cyclical interest in interprofessional approaches has been their use in responding to 
critical issues in health care delivery. In rehabilitation, in geriatrics, and more recently, in 
chronic illness care, an underlying issue has been the need for complex, comprehensive 
care. In primary care, work force shortages, access to care for underserved populations, as 
well as family-oriented and preventive care needs have driven the development of 
interprofessional care models, including the creation and growth of the nurse practitioner 
ǊƻƭŜ ǎǘŀǊǘƛƴƎ ƛƴ ǘƘŜ мфслΩǎ (54). 

While many models of interprofessional care delivery have been generated, it was initial 
safety studies and the recognition in IOM reports (55) that poor interprofessional teamwork 
processes are implicated in patient safety and quality, that gave a new sense of urgency to 
efforts to generate evidence that improved interprofessional care processes, primarily in 
the high-risk [for error] areas of acute care institutions, 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 the quality of design and measurement. Even with more rigorous 
research approaches, it often has been difficult to establish the structure(s) or process(es) 
that produced differences in outcomes because of the inherent complexity of the team 
intervention, the ƭŀŎƪ ƻŦ ŀǘǘŜƴǘƛƻƴ ǘƻ ǘƘŜ ǾŀǊƛŀōƛƭƛǘȅ ǉǳŀƭƛǘȅ ƻŦ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴΣ ŀƴŘ ǘƘŜ άŦƛǘέ 
between the nature of the intervention and the outcomes examined (56, 57). Conceptual 
limitations have included the ǾƛŜǿ ǘƘŀǘ ƛƴǘŜǊǇǊƻŦŜǎǎƛƻƴŀƭ ŀǇǇǊƻŀŎƘŜǎ ŀǊŜ ƭƛƳƛǘŜŘ ǘƻ άǘŜŀƳέ 
structures; that άǘŜŀƳǿƻǊƪέ ǇǊƻŎŜǎǎŜǎ ŀǊŜ ǎȅƴƻƴȅƳƻǳǎ ǿƛǘƘ ǘŜŀƳ ǎǘǊǳŎǘǳǊŜǎ (58); and that 
teams function in isolation from a larger institutional context. The development of work on 
clinical microsystems (59) and the properties of an institutional safety culture 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 (IPE) has emerged. Interprofessional education (IPE) is defined 
ŀǎ άŀƴȅ ǘȅǇŜ ƻŦ ŜŘǳŎŀǘƛƻƴΣ ǘǊŀƛƴƛƴƎΣ ǘŜŀŎƘƛƴƎ, or learning session, in which two or more 
health and social care professions are learning interactivelyέ (25). The definition includes 
both instruction in formal training programs and continuing education efforts, including 
workplace learning. However it is defined, interprofessional education the Panel suggested 
that it remains relatively underdeveloped and undervalued in health professions education 
and formal continuing education. 

From a formal training perspective, IPE has been advocated as part of basic health 
professions training since ǘƘŜ ŜŀǊƭȅ мфтлΩǎΣ concurrent with the emergence of federal 
structures and legislation to fund interprofessional demonstration projects. However, 
despite some compelling educational experiments (60), IPE remains on the margin of 
professional education silos as elective experiences reaching a small number of students. In 
the past, these students subsequently worked in settings where little attention was paid to 
interprofessional care processes. An IOM report in 2003 (10), in light of growing concern 
over patient safety and quality, recommended the integration of five competencies as core 
ǘƻ ŀƭƭ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŜŘǳŎŀǘƛƻƴΤ ƻƴŜ ƻŦ ǘƘŜǎŜ ƛǎ these is competence to work in 
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 processes, such as those providing 
accreditation of educational programs, professional licensure, and certification bodies, to 
ensure that the core competencies were integrated into health professions education 
programs. Supportive training environments were advocated, along 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 interprofessional 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 improvement training, and linked training for QI to 
interprofessional learning for members of the Collaborative (61). Partners for Quality 
Education, a long-term 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 quality improvement (62). 

The first effort to address improved interprofessional processes for practitioners through 
explicit team-building interventions was published by Rubin and colleagues in 1975 (63), 
subsequently augmented by the introduction of team models from aviation safety and 
lessons learned about how to create high reliability human performance in high-risk 
circumstances. Efforts to incorporate interprofessional learning in the workplace often have 
been embedded in interprofessional quality improvement projects, with interprofessional 
learning implicit rather than explicit (63). More explicit attention has been paid to 
improving communication, teamwork behaviors, and care coordination in the workplace as 
a result of standard setting by The American Association of Critical Nurses (64) and the 
National Quality Improvement Forum, among others (65).  
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The gaps, errors, redundancies, and other problems associated with limitations of the 
structure and processes of interprofessional care (and implicated in poor care coordination) 
have become the target of team-building literature and programs in institutional contexts. 
They range from changing individual professional attitudes, skills (including communication 
skills and behaviors) to team-based interventions (such as interprofessional unit rounds) to 
large institutional culture change interventions, as well as the creation of checklists and 
ǘŜŎƘƴƻƭƻƎƛŎŀƭ άŦƛȄŜǎέ ǘƘŀǘ Ŏŀƴ ǎǳǇǇƻǊǘ ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ ƛƴǘŜǊǇǊƻŦŜǎǎƛƻƴŀƭ ŎŀǊŜ ǇǊƻŎŜǎǎŜǎ 
(66-71). 

Studies of these interprofessional structure and process improvement efforts have been 
subject to some of the same limitations as earlier work (25). These limitations are 
compounded by the problem of measuring safety outcomes reliably. However, the Panel 
noted progress, particularly in high-risk institutional settings, 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 outcomes of care to support the 
implementation of post-licensure 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 institutions, there are a number of 
challenges to the planning, implementation, and evaluation of IPE models in practice and 
education. Challenges listed by Headrick et al (74) include differences in: history and 
culture, in language and jargon, in schedules and professional routines, and in 
accountability, payment, and rewards; professional and interprofessional professional 
identity, and clinical responsibility; levels of preparation, qualifications, and status; and in 
requirements (75), regulations, and norms of professional education. Within academic 
settings, there are more specific barriers (76) including a lack of administrative support, 
financial and human resources for interprofessional education (72,75), conflicts in 
ǎŎƘŜŘǳƭŜǎ ŀƴŘ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŎǳǊǊƛŎǳƭa, and limitations to the time required to plan and 
implement IPE faculty development for interprofessional learning (76).  Finally, despite 
progress, there remains sizable regulatory and professional barriers to achieving full and 
meaningful implementation 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 regulatory bodies should embrace and adopt a new, IPE 
framework. These stakeholders should create a shared value and vision for interprofessional 
ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŜŘǳŎŀǘƛƻƴΣ ǊŜǎŜŀǊŎƘΣ ŀƴŘ ǇǊŀŎǘƛŎŜΦ ¢Ƙƛǎ Ǿƛǎƛƻƴ ǎƘƻǳƭŘ ōŜ Ǉŀǘƛent-centered, 
nimble, and contain a measurable component of IPE across the entire educational continuum, 
from admission into a health professional program through retirement. Such a framework 
would maximize and value the strengths of individual professions in the integrated delivery of 
high quality 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 team-level changes? How 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, interprofessional education in entry-level and advanced training 
of all health professionals. This should include, but not be 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 in care delivery (77, 78). This culture shift would create a framework for 
ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ ŜŘǳŎŀǘƛƻƴ ǘƘŀǘ ƛƴŎƻǊǇƻǊŀǘŜǎ ŀƴŘ ōǳƛƭŘǎ upon common values and goals 
related to patient-centered care, mutual respect, effective communication, knowledge 
regarding health professional roles and responsibilities (78), and behaviors that express 
cooperation, coordination, and collaboration. IPE curriculum planning should incorporate a 
determination of the types of interprofessional experiences appropriate for different 
ƭŜŀǊƴƛƴƎ ƭŜǾŜƭǎΣ Ƙƻǿ ǘƘŜǎŜ ŜȄǇŜǊƛŜƴŎŜǎ Ŏŀƴ ōŜǎǘ ōŜ ƛƴǘŜƎǊŀǘŜŘ ƛƴǘƻ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ 
curricula and identification of core IPE competencies for all health professionals. IPE 
experiences should be dynamic and incorporate interactive activities.  

 To support the integration of IPE curricula and core competŜƴŎƛŜǎ ƛƴǘƻ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴǎΩ 
education,  several elements are necessary:  

 Faculty and staff development that focuses on the development and 
implementation of interprofessional content and learning strategies needs 
to occur early in the development of an IPE curriculum;  

 Health professionŀƭ ŜŘǳŎŀǘƛƻƴ ŀŎŎǊŜŘƛǘƛƴƎ ōƻŘƛŜǎΩ identification of clear and 
meaningful standards for IPE that establish expectations, drive curricular 
change, and require performance measurement and translation into 
practice; 

 Collective actions by interprofessional education, research, and 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 the assessment 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 agreed-upon core competencies, the development of a standardized 
ŀǎǎŜǎǎƳŜƴǘ ǇǊƻŎŜǎǎ ǿƻǳƭŘ ƘŜƭǇ ŘŜǘŜǊƳƛƴŜ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŀōƛƭƛǘƛŜǎ ǘƻ ǿƻǊƪ ŜŦŦŜŎǘƛǾŜƭȅ 
together and translate these knowledge and skills into practice. Further, a standardized 
assessment would create measurement and performance tools focused on effective team 
functioning including knowledge, skills, and attitudes of interprofessional communication, 
overall team performance, technical /clinical competence and an understanding of 
professional roles.  

4.3 Continuing education providers, faculty 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 design 
and the development of certification processes to encourage IPE complementing the 
individual professional accreditation components and systems. In addition, standardized 
CE accreditation processes should address both intra and interprofessional educational 
and performance criteria that are not solely profession specific. 

The development of IPE would articulate the individual, organizational, and system factors 
that need to be addressed to enhance quality care to patients. To achieve this goal, CE 
providers and health professionals, program faculty should create IPE experiences using 
effective learning methods that encourage knowledge-sharing and counteract preconceived 
notions among healthcare professionals. IPE should engage healthcare professionals, at 
both the individual and organizational levels, to deliver and demonstrate knowledge and 
understanding of the issues or problems that concern practitioners and consumers.  The 
Panel believed that interprofessional CE can serve as the ultimate learning laboratory by 
providing a rich environment for integrated learning and application, and coordination of 
ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǿƻǊƪΦ /9 ƳŜǘƘƻŘǎ Ƴŀȅ also include the use of communication 
technologies to create learning communities for planning, sharing, and exchanging 
knowledge.  Through the adoption of these methods and policies, clinical educators, faculty, 
and administrators, as well as academic and health care institutions can affect IPE that is 
evidence-based and improves care outcomes. 

Finally, accrediting bodies should attend to the development and implementation of 
meaningful accreditation and certification criteria that support outcomes-oriented, team-
based care. 

4.4 Healthcare institutions should create or collaborate to ensure multiple opportunities 
for meaningful, interactive health professional learning experiences that provide 
ŦŜŜŘōŀŎƪ ƻƴ ǘƘŜ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǇŜǊŦƻǊƳŀƴŎŜΦ Lƴ ŀŘŘƛǘƛƻƴΣ ƘŜŀƭǘƘŎŀǊŜ ƛƴǎǘƛǘǳǘƛƻƴǎΩ 
accrediting and regulatory bodies should incorporate requirements for IPE experiences 
into standards and policies.  

This recommendation requires organizations that set professional standards for healthcare 
institutions, professional specialties, and academic institutions (including The Joint 
Commission, Centers for Medicare and Medicaid Services [CMS] and other healthcare 
accreditation bodies) to support the creation and implementation of performance 
measures that reflect intra- and interprofessional behaviors leading to improved patient 
outcomes. Further, the National Committee for Quality Assurance (NCQA), National Quality 
Forum (NQF), and Agency for Healthcare Research and Quality (AHRQ) should engage in the 
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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 metrics and outcomes measurement that reflect these same individual and micro- 
macro-ǎȅǎǘŜƳǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎΦ 

LƴǘŜƎǊŀǘƛƴƎ Lt9 ƛƴǘƻ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŜŘǳŎŀǘƛƻƴ ŀƴŘ ƛƴǘƻ ǘƘŜƛǊ Řŀƛƭȅ practices and 
schedules is critical. In this regard, IPE should be grounded in team-based and other 
collaborative practice models and subject to outcome evaluation, (79, 80). Investing in 
research to evaluate the efficacy of IPE and its impact on patient outcomes and the 
healthcare delivery system is inherent in this process. 






















































