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Advisory Committee on Interdisciplinary, Community-Based 
Linkages (ACICBL) 

Mission 
The Advisory Committee on Interdisciplinary, Community-Based Linkages (ACICBL) provides 
advice and recommendations to the Secretary of the Department of Health and Human Services 
(Secretary) concerning policy, program development, and other matters of significance related to 
interdisciplinary, community-based training grant programs authorized under sections 750-759, 
Title VII, Part D of the Public Health Service (PHS) Act, as amended by the Affordable Care 
Act.  As amended, Part D of Title VII of the PHS Act includes the following sections/programs:  

750 – General Provisions  
751 – Area Health Education Centers  
752 – Continuing Education Support for Health Professionals Serving in Underserved 

Communities 
753 – Education and Training Related to Geriatrics 
754 – Quentin N. Burdick Program for Rural Interdisciplinary Training 
755 – Allied Health and Other Disciplines 
756 – Mental and Behavioral Health Education and Training Grants  
757 – Advisory Committee on Interdisciplinary, Community-Based Linkages 
759 – Program for Education and Training in Pain Care  

The ACICBL prepares an annual report describing its activities conducted during the fiscal year, 
including findings and recommendations made to enhance these Title VII programs.  This annual 
report is submitted to the Secretary of the United States Department of Health and Human 
Services and ranking members of the Senate Committee on Health, Education, Labor, and 
Pensions, and the House of Representatives Committee on Energy and Commerce.  In addition, 
the ACICBL: (a) develops, publishes, and implements performance measures for programs under 
this part; (b) develops and publishes guidelines for longitudinal evaluations (as described in 
section 761 (d)(2) of the PHS Act) for programs under this part; and (c) recommends 
appropriation levels for programs under this part.  

Report Development Process 
The ACICBL's annual report includes findings and recommendations focusing on a select topic 
that encompasses a particular aspect of interprofessional education and training for healthcare 
providers covered in sections 750-759, Title VII, Part D of the PHS Act.  This annual report is 
prepared by the ACICBL after conducting an independent search of published literature on the 
selected annual topic, hearing testimony from experts in various areas relevant to that topic, and 
engaging in dialogue with each other, utilizing individual expertise and experiences in this area.  
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Chairperson’s Acknowledgements 
The Advisory Committee on Interdisciplinary, Community-Based Linkages (ACICBL) provides 
advice and recommendations to the Secretary of Health and Human Services (Secretary) 
concerning policy, program development, and other matters of significance as authorized under 
42 U.S.C. 294f, section 756(d) of the Public Health Service Act (PHS), as amended.  The 
ACICBL is governed by the Federal Advisory Committee Act (FACA), Public Law 92-463, as 
amended (5 U.S.C. Appendix 2), which sets forth standards for the formation and use of advisory 
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The ACICBL expresses appreciation to all presenters for their time and knowledgeable expertise. 
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and Interdisciplinary Education: Dr. Joan Weiss, Designated Federal Official, Director, Division 
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individuals in producing this report.   
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Advisory Committee on Interdisciplinary, Community-Based Linkages 

Associate Director, Appalachian Rural Health Institute 
Ohio University 
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Continuing Education, Professional Development, and 
Lifelong Learning for the 21st Century Health Care 

Workforce 

Executive Summary 

During the 20th Century, continuing education was regarded as a mainstay in the ongoing 
development of a health care professional after graduation.  Commonly delivered through 
lectures that mirrored pre-service professional education experiences, health professionals 
listened to experts in health care education impart knowledge with the ultimate goal of changing 
practice behavior and improving patient health outcomes.  At the start of the 21st Century, 
however, escalating health care costs and the growing gap between health care evidence and 
practice prompted close scrutiny of health professions education as one contributing solution for 
improving the health care delivery system.  A prelude to this scrutiny began with the Institute of 
Medicine (IOM) report Crossing the Quality Chasm (2001), which uncovered issues affecting 
patient safety and quality of care such as excess costs, redundancy, and loss of care continuity.  
To address these issues, the IOM issued a subsequent report on Health Professions Education: A 
Bridge to Quality (2003) to examine the competencies that were necessary to transform 
education and enhance patient safety and quality of care.  This report recommended the 
integration of five core competencies into health professions education: provide patient-centered 
care, work in interdisciplinary teams, employ evidence-based practice, apply quality 
improvement, and utilize informatics (i.e., information technology).  Overall, both reports 
conveyed a summative message that our nation must transform all aspects of health care 
education and professional development.  

Recently, a review of health care education and professional development has focused on 
continuing education, as evidenced by the Macy Foundation (Macy) report on Continuing 
Education in the Health Professions (2008), the IOM report on Redesigning Continuing 
Education in the Health Professions (2010), and the Macy report on Lifelong Learning in 
Medicine and Nursing (2010).  These reports examined whether continuing education changed 
practice behavior and improved patient health outcomes.  In addition, the reports fueled a 
growing recognition that continuing education is but one component of continuing professional 
development—a multi-faceted approach to the acquisition and application of knowledge during 
the practice life of a health care professional.  

Health care professionals are overwhelmed by a proliferation of clinical information, resulting in 
a gap between available evidence-based clinical information and actual practice (Davis, 2011).  
Almost a decade ago, the IOM observed that an average of 17 years elapse between the 
discovery of a new treatment to the integration of that treatment into routine practice (IOM, 
2003; Balas, as cited in IOM, 2003).  Clinical information must be disseminated in a timely 
manner, using new and innovative ways, to enable health professionals to keep pace with the 
rapid development of evidence-based information.  The challenge is great because 10,000 to 
15,000 scientific articles are published annually (Holmboe, 2011).   
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This ACICBL report on Continuing Education, Professional Development, and Lifelong 
Learning for the 21st Century Health Care Workforce will examine the evolution of post-degree 
health professions education from a continuing education perspective, traditionally consisting of 
discipline-specific lectures, to a broad, multifaceted concept of continuing professional 
development.  Continuing professional development encompasses all forms of professional 
education, from the day a provider enters clinical practice and continuing as a provider acquires 
further knowledge and skills throughout their entire practice career.  Together, pre-practice 
clinical education and continuing professional development comprise the lifelong learning of a 
health care professional.  Lifelong learning involves the ability to resolve issues through inquiry, 
resource identification, and independent/continual assessment of one’s own learning needs 
(Macy, 2008).  Ensuring that continuing professional development is readily available 
throughout the practice life of a health care professional requires a system that (a) expands 
collaborative partnerships for continuing professional development, (b) ensures health 
professionals effectively use technology to access current evidence-based health information for 
the improvement of patient safety and point-of-care learning, and (c) emphasizes effective 
program design and evaluation to link continuing professional development to practice behaviors 
and improved patient outcomes.  

The Department of Health and Human Services, Health Resources and Services Administration 
(HRSA), Bureau of Health Professions (BHPR), is well-positioned to advance the vision for 
continuing education, professional development, and lifelong learning for the 21st Century health 
care workforce.  This report includes targeted and actionable recommendations that address 
flaws in our current continuing education processes and promotes the vision that evidence-based 
practice, much like patient care, depends upon evidence-based education.  

Recommendations 

The ACICBL recommends that the United States Department of Health and Human Services 
(DHHS) implement the following recommendations to help improve continuing education, 
promote professional development, and develop lifelong learning programs that serve to advance 
achievement of the five core competencies contained in the IOM report Health Professions 
Education: A Bridge to Quality: provide patient-centered care, work in interdisciplinary teams, 
employ evidence-based practice, apply quality improvement, and utilize informatics. 

1. Congress and HRSA should expand support for continuing professional development and 
lifelong learning activities within Title VII, Part D programs through activities such as 
collaborative partnerships with foundations and other agencies.  

2. HRSA should initiate efforts to identify a mechanism, by the end of fiscal year 2013, that 
will build capacity in Title VII, Part D programs to increase faculty members’ knowledge 
and abilities in the application of distance learning and e-learning technologies.  These 
technologies can be utilized in the ongoing development of interprofessional education, 
training, and continuing professional development programs.   



8 

3. HRSA should convene public-private partners, representative leadership of Title VII, Part D 
programs, and other stakeholders by no later than the end of fiscal year 2014, to develop 
recommendations and an action plan for the evaluation of interprofessional competencies 
attained through continuing professional development and lifelong learning, including the 
collection, development, refinement, standardization, implementation, and dissemination of 
innovative methods for evaluation.  
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Discussion 

History of Continuing Education 
To know the history of continuing education (CE) in the health professions is to understand its 
present state.  Florence Nightingale, who encouraged nurses to continue learning, may have been 
the first advocate for CE (Gallagher, as cited in IOM, 2010).  Such advocacy, coupled with 
limited educational opportunities, prompted establishment of the first U.S. course in nursing CE 
in 1894.  As nursing progressed from the late 19th to the mid-20th Century, continuing post-
graduate education for nurses often consisted of on-the-job experience in a specialty such as 
orthopedics or tuberculosis, as opposed to theory-based course instruction.  By 1960, federal 
funding enabled universities to begin offering short-term CE courses.  Nurses attended these 
courses because hospitals had available monies, and nurses required training in new 
technological therapies in units such as coronary care.  By the late 1990s, more than one-third of 
the U.S. states required nurses to earn CE credits for re-licensure (Stein, 1998).  At the current 
time, all states require CE as a condition for nursing license renewal.  

In pharmacy, the American Association of Colleges of Pharmacy and the American 
Pharmaceutical Association established a task force for CE in 1975.  The task force compiled 
principles and policies for CE programs, and stipulated that professional competency is 
dependent upon (a) current knowledge in pharmacy, and (b) adequate and appropriate 
performance consistent with professional knowledge and procedures (“The Continuing 
Competence,” 1975).   

In psychology, consumer activism in the 1960s spawned formation in the 1970s of a Continuing 
Education Committee by the American Psychological Association (APA).  This committee 
defined CE core values and purposes, and established an early foundation for CE to ensure 
consumer welfare.  As a result, CE was introduced into the APA Ethics Code.  In the mid-1970s, 
the Association of State Psychology Boards began to encourage members to include CE 
requirements for license renewal.  By the 1990s, efforts to nationalize CE included a study of 
mandatory CE, a task force on developing CE regulations, and a review of the APA approval 
system for CE providers.  This approval system currently regulates nearly 900 APA-approved 
CE providers.  The Association of State and Provincial Psychology Boards, the association of 
psychology licensing boards for the U.S. and Canada, now includes mandatory CE in its model 
licensing act.  Consistent with the evidence-based movement in health care, professional 
psychology has embarked on researching the practicing professional’s attitude towards CE (i.e., 
who takes what course, why, and when), the effectiveness of various learning environments and 
methods, and the impact of CE on practice.  Today, lifelong learning in psychology is 
increasingly linked to the inclusion of ongoing competencies over the course of professional 
development (Neimeyer & Taylor, 2010). 

For physicians, continuing medical education (CME) began after World War I, when medical 
faculties became aware that practitioners required educational updates about the latest advances 
in medicine.  However, after World War II and throughout the 1950s, medical faculty began to 
concentrate on residency programs instead of CME; in addition, studies revealed that 
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pharmaceutical sales representatives were a resource for new knowledge and information.  These 
study results ushered in a new and controversial evolution in CME, linking pharmaceutical 
companies with CME for physicians, a relationship that has persisted from the 1950s until recent 
years (IOM 2010; Arky, 2007).  To monitor and mitigate potential conflicts of interest, the 
American Medical Association and state medical societies began to regulate CME, and currently 
providers of CME are regulated by national accrediting organizations such as the Accreditation 
Council for Continuing Medical Education (ACCME) and the Association for Hospital Medical 
Education.  Despite such efforts, accreditation organizations, CME providers, and 
pharmaceutical companies continue to collaborate on the delivery of CME programming (IOM, 
2010).   

Strategies to Strengthen Health Professional Education  
During the past decade, accreditation organizations, institutes, and foundations have increasingly 
focused on competencies and criteria to strengthen the standards for health professional 
education, including CE.  In 2001, the Accreditation Council for Graduate Medical Education 
(ACGME) issued requirements for addressing four new competencies for physician training: 
practice-based learning and improvement, systems-based practice, professionalism, and 
interpersonal and communication skills (Kokemueller & Osguthorpe, 2007).  In 2003, the IOM 
expanded this concept to “all programs and institutions engaged in the education of health 
professionals” by listing five core competencies: provide patient-centered care, work in 
interdisciplinary teams, employ evidence-based practice, apply quality improvement, and utilize 
informatics (IOM, 2003).  In 2006, the ACCME expanded CME criteria to include: improving 
professional practice, gathering data for program-based analysis, and separating CME from 
commercial activities to restrict the degree of collaboration between physicians, CME providers, 
and pharmaceutical companies (Kokemueller & Osguthorpe, 2007).  These variances in 
educational goals, with numerous organizations endorsing a range of educational competencies, 
create an overall lack of consistency that could potentially undermine efforts to align health care 
education goals with health care practice goals to improve performance and patient care.  

Prior to a discussion of testimony presented to the ACICBL, it is important to provide a 
definition of terms.  The following table provides a sample of learning activities that go beyond 
traditional lectures or conferences.  

Definition of Terms 

Audit Measurement of a health care professional’s clinical performance, obtained 
from observation, patients, or records/databases.  Results subsequently 
offered as a feedback to the professional (Mazmanian, 2011; IOM, 2010). 

Academic 
Detailing 

Visitation to a health care professional by another knowledgeable and 
credible health care professional, who provides materials and/or advice on 
practice-related matters (IOM, 2010; Doyne et al., 2004). 



11 

Definition of Terms 

Learning 
Portfolios 

Web-based or hard-copy documentation of professional learning from 
clinical or educational activities.  Some web-based portfolios include 
interactive milestones that inform professionals or others of their learning 
progress (IOM, 2010). 

Opinion Leaders Professionals who are well regarded by peers for their clinical expertise 
and interpersonal skills (IOM, 2010). 

Point-of-Care 
Learning 

Learning generated by a clinical encounter between a health care 
professional and patient (i.e., in person, by phone, through email or video) 
in which the professional provides an answer, during the encounter or 
shortly thereafter, by conducting a research of biomedical literature or 
other sources (Macy, 2010). 

Virtual Patients Computer-based programs that simulate real-life clinical patient scenarios 
and allow professionals to learn from their diagnostic and therapeutic 
decisions (Ruiz, 2011; Huang, Reynolds, & Candler, 2007). 

 

To determine how CE, professional development, and lifelong learning can strengthen health 
professions education, the ACICBL heard testimony from nationally recognized experts in the 
fields of health professions education, medicine, psychology, public health, accreditation, and 
credentialing.  Dr. Paul Mazmanian began with educational outcomes, describing an evaluation 
system containing seven progressive levels of impact: participation, satisfaction, learning, 
competence, performance, patient health, and community health.  He stated that, presently, CE 
does a good job in measuring a health care professional’s participation, satisfaction, and 
learning; however, it neither measures the educational impact on a professional’s competence 
and performance nor the resulting impact on patient health and community health (Mazmanian, 
2011).  This concurred with testimony by Dr. Candice Chen that CE should ideally evaluate both 
individual patient health outcomes as well as the health outcomes of patient populations with 
similar health problems.  Dr. Chen also stressed that effective care must address health 
disparities in communities and provide quality of care that is accessible (Chen, 2011).  In 
testimony before the ACICBL, Dr. Ronald Cervero stated that CE delivered through a traditional 
lecture format, and CE credits provided merely for attendance, must undergo a transformation to 
a practice/evidence-based learning and performance-based evaluation system.  He added that the 
impact of CE can be strengthened by incorporating (a) a high-quality needs assessment, (b) 
ongoing feedback, (c) an interactive format with multiple media and educational methods, and 
(d) the inclusion of information that is contextually relevant to the professional’s practice.  In 
addition, it is helpful to include professionals within the same practice setting, who can reinforce 
the knowledge of their colleagues, and provide mutual support in the workplace to encourage 
positive practice behavior changes (Cervero, 2011; AHRQ, 2007).   

As noted, CE credits have traditionally been based upon classroom or coursework time, with 
drastic variation in credit requirements across disciplines and from one state to another.  Reports 
and literature in the past decade have started to address the limitations of traditional CE.  For 
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instance, in 2003 the IOM commented that advances in health care are occurring at too rapid a 
pace for any one provider to remain current, stating that “providing relevant information in an 
accessible format at the point of care” may offer a solution to this dilemma.  The use of virtual 
patients for CE evaluation and credit requirements is one way to implement practice- and 
evidence-based learning, as well as performance-based evaluation, through the use of 
technology.  In testimony before the ACICBL, Dr. Jorge Ruiz explained that current technology 
permits the use of virtual patients to test a health professional’s competence and performance.  
Further CE evaluation, and its impact on patient and community health, may be available 
through chart audits, direct observation, or patient surveys (Ruiz, 2011).  This supports Dr. 
Mazmanian’s testimony that an effective educational evaluation process measures both the 
competence/performance of a health care professional and the outcomes of patients within the 
community (Mazmanian, 2011).  

Presently, CE curricular design issues include types of media, educational techniques, and 
number of exposures.  Research is inconclusive as to whether enough evidence exists to 
determine the type of curricular design or the amount of CE that is needed to have a positive 
impact on a health professional’s competence or performance (AHRQ, 2007; IOM, 2010).  
Clearly, more refined assessment and evaluation tools are needed to determine the optimal type 
of curricular design to convey clinical knowledge that develops and demonstrates clinician 
performance in achieving the five IOM competencies.  In testimony before the ACICBL, Dr. 
Eric Holmboe stated that multiple and non-redundant assessment methods, involving 
community-based training and simulation, can provide effective CE evaluation.  He commented 
that the key to competency is not the amount of time in practice, but repeated exposure to a 
clinical issue or procedure that reinforces/improves professional competency.   

Learning is more challenging than ever for the health care professional because of the plethora of 
published literature and electronic information that exists, combined with the fact that new 
knowledge is emerging at an accelerating pace.  Upon entering practice, the health care 
professional experiences increased demands that reduce the time available for learning and 
assessment, and over time the professional’s knowledge of emerging evidence-based practice 
and professional competence may deteriorate.  Until now, greater emphasis has been placed on 
pre-practice education, which generally ranges from 5 to 15 years, yet the practice life of a health 
care professional can range from 35 to 40 years.  Because of this, it is apparent that a full 
transformation is needed to emphasize CE, professional development, and lifelong learning 
throughout the practice life of a health care professional (Holmboe, 2011).  

System Redesign for Continuing Professional Development 
In 2008, the Macy Foundation issued a report on Continuing Education in the Health 
Professions, which recommended (a) the establishment of a national interprofessional 
Continuing Education Institute (CEI), and (b) that the IOM convene a committee to examine 
development of a CEI.  Short- and long-term learning must be examined, and different 
techniques must be assessed to determine best practices for CE and professional development 
(Arky, 2007).  In response to the Macy Foundation, the IOM issued a report in 2010 on 
Redesigning Continuing Education in the Health Professions, defining lifelong learning as “…a 
continuum, from elementary and secondary education to undergraduate and graduate education, 
lasting through the end of one’s career.”  The report also noted that CE delivery mainly focused 
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on discipline-specific lectures and conferences, and though innovations in delivery have 
developed (e.g., webinars), measurement of competencies acquired and provision of credits for 
innovative learning activities have lagged behind (IOM, 2010).  CE must be restructured to offer 
formal credits for interprofessional learning activities and incorporated as part of a greater and 
learner-driven concept known as Continuing Professional Development (CPD).  CPD 
encompasses didactic learning as well as other modalities such as point-of-care learning and 
opinion leaders.   

Subsequently, a 2010 Macy report on Lifelong Learning in Medicine and Nursing continued this 
theme with the endorsement of CE and lifelong learning.  The report stated that acronyms such 
as CME approached CE from a discipline-specific perspective—not the interprofessional 
perspective that is so vital in today’s health care system.  The report defined lifelong learning as 
a voluntary acquisition of knowledge from life experience and education that reflects the values 
and behaviors of a health care professional.  The Macy report also noted that CE experienced the 
same challenging health education issues noted in the 2003 IOM report on health professions 
education: demographic shifts in patient population creating a lack of cultural competence in 
health care delivery, an exponential increase of knowledge, and a complex health care system.  
Additionally, the report advocated alternatives to traditional CE such as academic detailing and 
audits of clinical performance (Macy, 2010).   

As a result, there is a clear movement to change the nature of CE to ensure continuing 
competence and lifelong learning throughout the practice life of a health care professional.  
Ensuring continuing competence involves incorporating the five core competencies of the 2003 
IOM report on Health Professions Education: A Bridge to Quality into CE and CPD because the 
incentives, strategies, and outcomes of health education are currently not adequately aligned to 
improve practice behavior and patient health outcomes (Mazmanian, 2011).  The development 
and dissemination of accurate assessments that measure the impact of acquired competencies on 
professional knowledge and patient care will help to ensure both the effectiveness and value of 
CE and its contribution to CPD.  The ongoing and continuous nature of CPD requires technology 
to keep pace with the rapid growth of evidence-based knowledge and to provide the flexibility 
for CPD to fit into a practitioner’s busy schedule.  This requires the ability of faculty to impart 
knowledge, with the aid of technology, across distance and disciplines.   

The emphasis on CPD, applied within interprofessional practice, will create and reinforce a team 
synergy of common attitudes, values, and behaviors greater than the sum of each professional’s 
knowledge (Frenk, 2010).  A 2011 report on Core Competencies for Interprofessional 
Collaborative Practice stated that health care professionals must recognize the limits of their 
professional expertise within our nation’s complex health care system, and collaborate with other 
health care professionals to provide quality patient-centered care.  This patient-centered and 
team-based care is enhanced by participating in CPD and demonstrating the five IOM core 
competencies in practice (IPEC, 2011).  With an aging population and a corresponding increase 
in chronic health conditions, it is paramount to improve health care efficiencies and assess 
interprofessional competencies as part of CPD and lifelong learning.  In addition, aligning CPD 
and lifelong learning with the five IOM core competencies will assist health care teams in 
acquiring the information needed to provide the best care possible to the patients they serve.  
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Recommendations with Rationale 

The ACICBL recommends implementation of the following recommendations to help improve 
continuing education, promote professional development, and develop lifelong learning 
programs.  These programs would serve to advance achievement of the five core competencies 
contained in the IOM report Health Professions Education: A Bridge to Quality: provide patient-
centered care, work in interdisciplinary teams, employ evidence-based practice, apply quality 
improvement, and utilize informatics. 

Recommendation 1 

Congress and HRSA should expand support for continuing professional development and 
lifelong learning activities within Title VII, Part D programs through activities such as 
collaborative partnerships with foundations and other agencies.   

Rationale for Recommendation 1 

In the report Health Professions Education: A Bridge to Quality (2003), the IOM recommended 
a set of five core competencies to address the health care challenges in the 21st Century.  Seven 
years later, the IOM report on Redesigning Continuing Education in the Health Professions 
(2010) determined that traditional CE does not adequately facilitate the acquisition of these 
competencies by health care professionals.  Therefore, our nation must establish a system of 
effective CE, incorporating the principles of CPD, to ensure that health care professionals can 
actively acquire and employ the five core competencies in their practices (Cervero, 2011).  The 
ACICBL believes that utilizing CE, CPD, and lifelong learning methods to educate health care 
professionals about these five core competencies will be crucial to ensuring that the health care 
workforce will be adequately prepared to practice in the evolving 21st Century health care 
system.   

Expanding support for CPD and lifelong learning activities should involve collaborative 
partnerships with public and private stakeholders such as: (a) agencies within DHHS; (b) 
foundations involved with health care policy; (c) universities, medical schools, nonprofits; and 
(d) other federal, state, and local agencies.  These partnerships would leverage collective 
resources and position Title VII, Part D programs to serve as effective vehicles for aligning CE, 
CPD, and lifelong learning in the health professions with the five core competencies emphasized 
in the 2003 and 2010 IOM reports.  These programs are well positioned to develop/expand CE 
and CPD because they have a long history of providing training to students and CE to practicing 
health care professionals, as well as establishing collaborative partnerships with foundations and 
other agencies.  Title VII, Part D programs are legislatively mandated to collaborate with two or 
more disciplines, and possess the capacity to provide CE and CPD in an interdisciplinary/ 
interprofessional environment.  In addition, the delivery of CE and the dissemination of 
evidence-based health information contribute to the core mission of Title VII, Part D programs.  
This educational content equips health care providers with the knowledge and skills to deliver 
high-quality, culturally-competent, evidence-based, and patient-centered care.   

Because the content addressed in CE programs is subject to continual change and development, 
it is imperative that CE delivery continue to become more versatile in its approach and 
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methodology, enabling CE to be an active and contributing component to CPD.  Providing CE 
and CPD interprofessionally, and fostering activities such as collaborative partnerships with 
foundations and other agencies, establishes an environment where quality improvement can be 
applied and informatics can be utilized.   

Increasingly, grantees funded through Title VII, Part D programs are transitioning from 
traditional lecture-based formats to interactive web-based courses, real-time videoconferencing, 
educationally-oriented clinical consultations, and quality improvement practice projects 
involving interprofessional teams.  Title VII, Part D programs have the potential to assume a 
leadership role in building capacity and infrastructure to develop innovative education models 
that address the five competencies contained in the IOM report. 

Recommendation 2 

HRSA should initiate efforts to identify a mechanism, by the end of fiscal year 2013, that will 
build capacity in Title VII, Part D programs to increase faculty members’ knowledge and 
abilities in the application of distance learning and e-learning technologies.  These technologies 
can be utilized in the ongoing development of interprofessional education, training, and 
continuing professional development programs. 

Rationale for Recommendation 2 

The ACICBL recognizes that multiple factors impact the availability and skills of professionals 
to provide quality health care services in a team-based, interprofessional environment.  This is 
supported by the documented shortage of health professionals from multiple disciplines across 
the health care workforce (IOM, 2008) and limited training opportunities for interprofessional 
team practice that exist in health professions’ curricula (IOM, 2003; IOM, 2010; Mezey et al., 
2010; Reuben et al., 2003).  The lack of reimbursement for team-based collaborative care is 
another deterrent for real-time experiential learning for health professions students and other 
health care professionals in the collaborative process of care coordination and interprofessional, 
team-based care.   

Practice realities necessitate innovative, accessible strategies for teaching and learning.  Distance 
or e-learning can provide all health care professionals, regardless of practice configuration or 
geographic locale, access to innovative learning environments where they can attain 
competencies that will help them contribute as more effective members of interprofessional 
health care teams.  Enhanced CE opportunities that employ e-learning ensure a wider 
dissemination of current information, affording health professionals the option to access 
educational content at their convenience (for more information on e-learning, refer to the 
Appendix).   

The body of health care knowledge continues to grow exponentially, and traditional approaches 
to curricula provide limited opportunities for inclusion of additional content.  The continuous and 
rapid development of critical and specialized knowledge makes it imperative to provide 
information to all health care professionals in real time (Davis, 2011).  This requires that faculty 
find ways to identify current research findings and protocols that inform evidence-based practice, 
and utilize creative ways to disseminate information across distances that are adaptive to the 
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varying schedules of health care professionals.  The ACICBL believes that e-learning 
technologies can make this information readily available in a cost-effective and efficient manner.  

Recommendation two supports building upon the developed and broad spectrum of e-learning 
technologies to strengthen the capacity of Title VII, Part D programs to keep pace with rapid 
advances in clinical knowledge.  Improving the application of distance learning technology for 
both education and CE courses throughout the entire network of partners for Title VII, Part D 
programs requires an infrastructure that can leverage successful local, regional, and national e-
learning models and disseminate those models to all partners.   

Increasing demands on practitioners’ time and pressure for increased productivity require the use 
of technology to provide health care professionals with CE, CPD, and lifelong learning 
opportunities that can be accessed at will (Mazmanian, Davis, & Galbraith, 2009).  To meet this 
imperative, faculty must be knowledgeable about and have the capacity to develop new curricula 
and educational products utilizing a variety of e-learning platforms, because existing evidence 
demonstrates the effective use of innovative models of e-learning technologies (Ruiz, 2011).  
Web-based and lab-based multimedia models of e-learning, such as virtual patients, have the 
potential to improve both access to and the quality of lifelong professional and interprofessional 
education and training (Fernandez, Parker, Kalus, Miller, & Compton, 2007; Issenberg et al., 
1999; Ruiz, Mintzer, & Leipzeg, 2006).   

Overcoming structural and resource barriers to the development of e-learning modalities is 
directly related to: (a) faculty time, knowledge, and expertise in developing/utilizing various e-
learning modalities; (b) cost; (c) institutional infrastructure; and (d) availability of on-site 
technical assistance and mentoring.  These critical components are needed to support faculty in 
the development and application of e-learning strategies for inclusion in curricula, CE programs, 
and production of enduring materials such as self-directed, web-based modules for education and 
training. 

Linking competencies and demonstration of competency attainment to course objectives and 
accreditation standards is a critical factor for institutions as well as faculty and students.  
Implementation of e-learning modalities for delivery of curriculum content ensures a level of 
fidelity.  For example, web-based learning portfolios provide opportunities for both learning and 
evaluation, enabling health care professionals to document ongoing professional growth 
throughout their careers (Heyer et al., 2003; Plaza, Draugalis, Slack, Skrepnek, & Sauer, 2007).  

Because e-learning requires not only a different way of presenting knowledge but also new 
technological skills, many faculty members are neither knowledgeable nor prepared to apply 
these new instructional technologies to training and education.  While universities are expanding 
their Information Technology and Instructional Technology/Informatics staff, building capacity 
within existing health professions faculty is critical.  Technology skills are highly variable 
among faculty and across health care disciplines, and great variability also exists in the 
institutional resources available to teach/assist faculty in applying/incorporating e-learning 
modalities in curricula.   

Distance and e-learning technologies provide better capacity to manage the ongoing/exponential 
growth of clinical knowledge as well as the ability to disseminate knowledge interprofessionally 
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across distances in real time, regardless of practice configuration or setting.  To employ the full 
potential of distance and e-learning technologies for efficient/effective learning, support must 
exist within Title VII, Part D programs to assist faculty in obtaining the knowledge/expertise to 
utilize these technologies as they evolve/improve in their capacity/adaptability.  This will ensure 
that health care professionals have opportunities to acquire the five core competencies contained 
in Health Professions Education: A Bridge to Quality (IOM, 2003) as well as prepare 
professionals to demonstrate these competencies in practice (IOM, 2010).  

Recommendation 3 

HRSA should convene public-private partners, representative leadership of Title VII, Part D 
programs, and other stakeholders by no later than the end of fiscal year 2014, to develop 
recommendations and an action plan for the evaluation of interprofessional competencies 
attained through continuing professional development and lifelong learning, including the 
collection, development, refinement, standardization, implementation, and dissemination of 
innovative methods for evaluation. 

Rationale for Recommendation 3 

Many assessment methods and models have been developed for evaluating the effect of CE, but 
few are utilized consistently and most have not been adopted across teams of health care 
professionals such as physicians, nurses, physical therapists, and pharmacists.  This highlights 
the need to: (a) compile an inventory of existing methods and models; (b) design a plan to 
determine the most effective approaches for measuring the outcomes of CE, CPD, and lifelong 
learning activities; and (c) develop strategies for creating new interprofessional models.  

Health care delivery issues are inherently multidimensional, and the evaluation of knowledge, 
competencies, and performance must involve relevant interprofessional disciplines.  CE models 
are derived from the expertise of such professionals as clinicians, educators, and 
social/educational psychologists (Davis et al., 2003).  Dissemination of evidence-based 
knowledge/processes is essential to promote positive learning outcomes within the 
interprofessional community as well as improved health outcomes for patients within 
communities (O’Neil & Addrizzo-Harris, 2009; Davis et al., 2003; Campbell, Parboosingh, 
Gondocz, Babitskaya, & Pham, 1999).  

Currently, assessment strategies for CPD are inconsistent across disciplines, practitioners, care 
settings, and behaviors.  To date, there is no singularly effective method for assessing the 
performance of a health professional (O’Neil & Addrizzo-Harris, 2009).  Effective CPD requires 
the assessment of learning needs, and should engage interprofessional practitioners in learning 
activities that enable them to modify their behavior within the practice setting.  Measuring these 
changes requires evaluations to monitor impact on the practitioners’ knowledge base and practice 
behavior as well as to measure patient outcomes resulting from changes in practice. These types 
of evaluations can be implemented interprofessionally, and changes in knowledge, skills, and 
systems should be associated with the expected outcome of the behavior change prior to 
implementation (O’Neil & Addrizzo-Harris, 2009).  
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Equally important to promoting best practices when assessing changes in practitioners’ practice 
behavior and patient outcomes is ensuring that practice conditions are conducive to the 
reinforcement of change, and that continuous monitoring occurs to enable the achievement of 
performance standards (Davis et al., 2003).  Health systems should demonstrate commitment to 
lifelong learning and practice improvement dependent on competency-based credentialing, 
requiring the demonstration of specific competencies to obtain/maintain privileges as presently 
seen in many hospitals (Moore, Green, & Gallis, 2009).  These opportunities include assessment 
of how new clinical knowledge (a) could be applied in care delivery settings, and (b) is 
incorporated into practice with professional interaction and feedback.   

Performance guidelines/criteria must be systematically established and contribute to learner 
motivation (Moore et al., 2009).  The most effective learning strategies actively involve the 
professional, introducing new concepts through multiple methods and exposure (Davis et al., 
2003).  Reliable instruments have been developed that allow for assessment of health 
professionals through multisource feedback by peers, referring physicians, and coworkers to 
address clinical competence, collaboration, professionalism, and communication (Lockyer, 
Violato, Fidler, & Alakija, 2009; Foster, Johnson, Nelson, & Batalden, 2007).  Assessment 
models can include self-assessment to address a broad range of competencies, supporting 
continuous quality improvement through modifications in health care systems (Brennan et al., 
2004).  However, there is a wide variability between a professional’s self-assessment of their 
performance and their peer group’s assessment of that same performance (Davis et al., 2006).  
Therefore, new self-assessment models must be developed.  This could include a structured 
process for “facilitated self-reflection,” utilizing tools such as learning portfolios that document 
practice-based learning/improvement activities and address learning objectives/general 
competencies for interprofessional practice.  These new assessment models must be designed for 
use in the context of CPD and lifelong learning (Davis et al., 2006; Dornan, Carroll & 
Parboosingh, 2002).   

Research is needed to increase the capacity of organizations to evaluate their own quality 
improvement efforts and to measure their impact on interprofessional teams and innovations to 
deliver high-quality/cost-efficient patient care, with an emphasis on social responsibility (Foster 
et al., 2007).  Examples include incorporating clinical data into performance measures after 
learning activities to indicate if the activity has led to improved practice outcomes (Moore et al., 
2009; Campbell et al., 1999).  Additionally, further research is needed to determine indicators, 
within competencies, for practice behavior that promotes better patient outcomes (Holmboe et 
al., 2008; Turchin et al., 2008).  Several models are currently available, such as the Maintenance 
of Certification program from the American Board of Internal Medicine (ABIM).  ABIM has 
developed practice improvement modules that stimulate awareness of intended practice, and 
provide suggestions for improvement across different settings (Brennan et al., 2004).  Recently, a 
report on Core Competencies for Interprofessional Collaborative Practice endorsed the IOM 
competencies and the development of learning objectives, based upon the five competencies, for 
pre-licensure learning activities (IPEC, 2011).  This same approach could be applied to models 
for CE, CPD, and lifelong learning activities.  

With the availability of a wide range of methods that have been developed across multiple 
disciplines and professions, it is essential to disseminate current successful models to promote 
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effective and systematic CPD and lifelong learning.  Equally important, the adoption of 
assessment methods and models to complement traditional professional competency assessments 
should be encouraged, thereby enabling all practitioners to take an active role in identifying and 
meeting their own learning needs.  This would greatly enhance the capacity for continuous 
quality improvement across interprofessional settings.   

Compiling an inventory of methods and models, designing a plan to evaluate learning initiatives, 
and developing strategies to create interprofessional models will align the evaluation of CE, 
CPD, and lifelong learning with the five core competencies contained in Health Professions 
Education: A Bridge to Quality (IOM, 2003).  Aligning evaluation criteria for CE, CPD, and 
lifelong learning with these five competencies will contribute to building a more effective, 
efficient, and relevant CE system and ensure that health care professionals are fully equipped to 
demonstrate these competencies in practice (IOM, 2010).   

Summary of Recommendations 
In 2010, the IOM report on Redesigning Continuing Education in the Health Professions noted 
that CE within the health care professions was fragmented, with each specialty serving its own 
discipline.  Our nation’s CE system must become more integrated, interprofessional, and 
cohesive to meet the health care demands of the 21st Century.  CE must be integrated into the 
CPD and lifelong learning of a health care professional by adapting to the rapid growth of 
clinical knowledge as well as the varying settings, schedules, and practice configurations of 
today’s health care professional.  CPD and lifelong learning, acquired during the practice life of 
a health care professional, provides a methodology that stresses the continual acquisition and 
application of knowledge after pre-practice medical education, reducing the variability that exists 
in post-graduate CE today (Arky, 2007). 

The ACICBL asserts that the first step in addressing fragmentation is to align CPD and lifelong 
learning to focus on the five core competencies contained within Health Professions Education: 
A Bridge to Quality: provide patient-centered care, work in interdisciplinary teams, employ 
evidence-based practice, apply quality improvement, and utilize informatics (IOM, 2003).  
Concentrating on the five IOM competencies provides a cohesive foundation for the 
implementation of all CE, CPD, and lifelong learning activities for health care professionals 
within the capacity and mission of Title VII, Part D programs.  Furthermore, the ACICBL’s 
recommendation one is to expand support for CPD and lifelong learning activities within Title 
VII, Part D programs through activities such as collaborative partnerships with foundations and 
other agencies. 

Effective CE, CPD, and lifelong learning must utilize technology-based educational tools, such 
as e-learning, to disseminate evidence-based knowledge in real time and to accommodate the 
varying schedules and settings of today’s health care professional.  Faculty must have the 
knowledge and expertise to utilize these continually evolving technologies in the most efficient 
and effective way possible.  The ACICBL believes that recommendation two will support the 
improvement of faculty skills and application of learning technologies, to maximize information 
dissemination and assist health care professionals in enhancing their knowledge and abilities 
through CPD/lifelong learning as defined by the IOM’s five guiding competencies.  
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The IOM report on Redesigning Continuing Education in the Health Professions also observed 
that the majority of CE providers could neither evaluate the effectiveness of instruction nor 
determine if health professionals could demonstrate acquired competencies in their practice 
(IOM, 2010).  Therefore, recommendation three addresses the ACICBL’s belief that an action 
plan must be developed to evaluate interprofessional competencies as attained through CPD and 
lifelong learning and defined by the IOM’s five core competencies.   

To ensure that the health care workforce is adequately prepared to practice within the health care 
system of the 21st Century, our CE system must transform to prioritize (a) flexible learning 
modalities, (b) learner-driven curricula, and (c) interprofessional learning activities that position 
us to capitalize on the promise of technological innovation and the rapid expansion of 
knowledge.  The ACICBL believes that this transformative vision for CE, CPD, and lifelong 
learning will equip health care professionals with the knowledge and skills to deliver high-
quality, culturally-competent, evidence-based, and patient-centered care.   
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Appendix: What is e-Learning? 

Collectively, e-learning denotes training delivered electronically, using technology such as web-
based systems, computers, or other communication software/hardware. It can be synchronous, 
asynchronous, or blended in construct; instructor-led or self-study in format.  E-learning can 
allow continuing education to take place at the time and discretion of a health care professional 
(Huddlestone and Pike, 2008; Just Colleges, 2011).   

Here are some general e-learning categories.  Keep in mind that any e-learning activity could 
encompass more than one category, e.g., web-based course can include multimedia. 

Multimedia can include video or audio scripts, as well as computer animation.  One could adapt 
a multimedia interactive tool for continuing education, for example, and design an e-learning 
module that would engage two health care teams in answering evidence-based, clinical practice 
questions (Akl et al., 2008).  

Virtual patients are computer-based programs simulating real-life clinical scenarios.  For 
instance, health care providers can prescribe medication, monitor vital signs, or perform other 
procedures on a virtual patient without the risks associated with a human patient (Tokunaga et 
al., 2010).  Other virtual patients can mimic the form and structure of human organs, complete 
with variances, i.e., size, normal vs. abnormal (Segars, Mahesh, Beck, Frey, & Tsui, 2008).  

Web-based learning can be instructor-led or self-paced.  Web courses through an instructor can 
offer distance e-learning to an interprofessional group of health care providers (Atreja et al., 
2008).  Web-based point-of-care learning is self-paced and prompted by a clinical question, 
using the Internet to identify an evidence-based answer and demonstrate its application in 
clinical practice (Sinusas, 2009).  Other self-paced learning could include web-based training for 
completing electronic health records (EHRs), featuring prompts that assist the professional in 
completing standardized and comprehensive EHRs (Wagner, Roskos, DeMuth, & Mavis, 2010).  

Video or web conferences could provide education to rural areas, or to interprofessional groups 
dispersed throughout a geographic region.  Video conferencing may enable emergency 
physicians in rural areas to learn new care techniques from specialists, thereby reducing the need 
to transfer patients to urban trauma centers (Bolle, Larsen, Hagen, & Gilbert, 2009).  Web 
conferencing can allow an instructor to teach from one location as health care professionals learn 
from another location(s), using technologies such as Microsoft Live Messenger and Skype 
(Klock & Gomes, 2008).  
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