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the Triple Aim—better care,
for all—relies in large part on
the capacity for learning and
behavior changes at both
individual and collective
levels. We must ensure that
patients are enabled to
replace unhealthy practices
for behaviors known to

patient outcomes, even as the volume of
biomedical and clinical information that
clinicians must now consider for a given
patient exceeds their cognitive capacity
to digest and apply. Critically, this cognitive
overload can delay the integration of new
evidence and clinical data to everyday
practice. Finally, we must ensure that
healthcare systems are enabled to
embrace new organizational and care
delivery strategies—such as team-based
care and clinical decision support—to
improve care coordination.

promote and maintain good

Yet current models of continuing education

health, as well as behaviors

for health professionals largely position

that will enable them to

learning, performance improvement, and

effectively communicate

behavior change as an individual endeavor.

with healthcare

Such models reinforce individualized

professionals about their

decision-making and other clinical

care. We must also ensure

behaviors which may increasingly serve as

that healthcare professionals
are enabled to adopt

behavioral change within the current day

evidence-based clinical

healthcare environment, wherein decisions

behaviors and practices

are seldom made and implemented without

with potential to improve

involving the work and actions of others.

CORRESPONDENCE:
For CGN information, comments related to this paper, or for interest in using this
model, please contact Dr. Caroline O. Robinson (robinson.caroline@gene.com)
and/or Dr. John Ruggiero (ruggiero.john@gene.com).
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In order to educate healthcare
professionals to contribute to the
societal goals of the Triple Aim and
deliver patient-centered care in a
context of accelerated knowledge
growth, continuing education design,
implementation, and evaluation should
address not only learning impact and

Table 1. National Quality Strategies Priorities
Making care safer
by reducing harm
caused in the
delivery of care

Ensuring that each
person and family is
engaged as partners
in their care

Promoting effective
communication and
coordination of care

Promoting the most
effective prevention
and treatment
practices for the
leading causes of
mortality, starting
with cardiovascular
disease

Working with
communities to
promote wide use
of best practices to
enable healthy living

Making quality care
more affordable
for individuals,
families, employers,
and governments
by developing and
spreading new health
care delivery models

behavior change at the level of the
individual, but also at the level of teams,
organizations, and systems. Accordingly,
we propose a new learning engagement
model to support a quality-focused
approach to continuing education that
can help to narrow the gap between
knowledge generation and knowledge
translation, and achieve care coordination.
INTRODUCTION: ‘MORE TO DO, MORE
TO KNOW, MORE TO MANAGE’

caregivers as an important ingredient

The organization, delivery, and

providers (HCPs) will increasingly be

reimbursement of healthcare in the
United States (US) has been undergoing
a seismic process of transformation that
has profound implications for the role
of continuing education (CE) among
healthcare professionals.

Quality of Care Prioritized
The six priorities of the National Quality
Strategy (Table 1) provide a framework

for high quality healthcare.3 Healthcare
expected to engage patients in making
decisions about their health and healthcare,
and to support patients to make behavioral
changes through the addition of intensive
patient education to routine medical
management. Such engagement will
require an expanded knowledge base for
HCPs, for patients, and for their families
and caregivers.4

for pursuing the goals of the Triple Aim—

Healthcare Delivery, Re-Engineered

better care, better health, and lower cost

In an effort to curb costs, reimbursement

for all—and reinforce the importance of
the effective and timely translation of
biomedical research and clinical data into
clinical practice, as well as the integration
of best practices to organizational,
reimbursement, workforce, and
information systems.

1,2

redesign is shifting care delivery from a
fee-for-service to a fee-for-value model
via performance metric-based programs
such as Medical Advantage, Meaningful
Use, and the Patient Quality Reporting
System.7 Patient care is also transitioning
from a physician-centric, hospital-based

Notably, these priorities expand the

system to one that encourages new

role of patients and their families and

resource- and cost-sharing models to

Coordinated Learning to Improve Evidence-based Care

SEPTEMBER 2015

2

Emerging Care Coordination Measures
Care coordination across providers and
settings represents a critical pathway to
achieving the goals of the Triple Aim. The
Institute of Medicine (IOM) estimates that
care coordination initiatives (e.g. American
College of Physicians’ High Value Care
Coordination), could contribute savings of
up to $240 billion by reducing avoidable
readmissions, unplanned emergency room
visits, medication errors and the suffering
these errors engender.5 Accordingly, the
Agency for Healthcare Research and
Quality (AHRQ) is currently developing
a
Care
Coordination
Measurement
Framework to help assess the experience
and effects associated with care pathways,
and the National Quality Foundation
(NQF) is reviewing care coordination
performance measures focused on patient
experience of care, health information
technology (IT), transitions of care, and
structural measures.6

innovations have accelerated, diagnostic and
care management options have multiplied,
and biomedical knowledge continues to
accumulate at an unprecedented rate.
Attempts to quantify this knowledge
acceleration estimate that approximately
27,000 articles are published each week
in peer-reviewed biomedical and clinical
journals, and within 3-4 years of initial
subspecialist internists show substantive
declines in medical knowledge.12,13 The volume
of biomedical and clinical information that
clinicians must now consider for a given
patient exceeds their cognitive capacity
to digest and manage,13 and delays the
application of new evidence and clinical data
to patient care. Indeed, research suggests
that, on average, it can take 17 years for

accountable care organizations [ACOs]).8
At the same time, the increasing prevalence
and complexity of chronic disease involves
prolonged management with multiple
primary and specialist providers, as well
as across hospital and community settings.
In order to deliver appropriate, patientcentered care where it is most needed, new
delivery models, such as the patient-centered
medical home, emphasize care coordination
on education, prevention and wellness,9
and acknowledge a team-based approach
to coordinating care as the best model
for addressing complex health needs and
reducing costs.10,11 These changes will require
education strategies that support the teambased delivery of healthcare.

Cognitive Overload—Delaying the Transfer
of Knowledge to Practice

within clinical practice.1,14
These barriers limit the potential for HCPs to
reach consistently evidence-aligned clinical
conclusions and offer patients accurate
information about likely outcomes, and
are manifest in the variable uptake of care
innovations. Notably, a serious gap persists
between ‘what we know works’—based
is actually delivered to patients. A seminal
RAND study on practice patterns reported
that up to 45% of patients do not receive
recommended care,15 and many studies
readmissions, medication errors, and hospitalacquired infections, as well as suboptimal
delivery of primary and secondary prevention
of the major diseases that account for
chronic conditions.12,16 HPCs will increasingly
need education support to ease the burden

Adding to the complexity of healthcare

of cognitive overload and reduce this learning

delivery in this reform era, therapeutic

and application curve.
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An Expanded Knowledge Base for

Behavior),33 while Stages of Change theory

Coordinated Care Delivery

emphasizes how individual learners move

These changes and factors suggest that
the success of healthcare reform relies
in large part on the capacity for learning
and behavioral change at both individual
and collective levels, as well as across
patients and caregivers, HCPs, and health
care as a system.17 Notably, evidence from
several domains suggests that education
that includes patient-centered approaches
and perspectives; addresses health
professionals as teams; and leverages
the power of information technology to
generate and deliver real-time data can
improve learning, clinical outcomes, and
care coordination (Table 2).

from pre-contemplation, to contemplation,
to preparation, to action to maintenance.34
These perspectives view the acquisition and
application of knowledge in decision-making
as an individual exercise, regardless of the
incentives, motivations, or triggers to act.
This focus on the individual also underpins
current outcomes evaluation frameworks
(e.g. Moore et al 2009),35 which primarily
assess how education activities close
clinical and performance gaps for individual
clinicians in a stepwise, unidirectional fashion
across distinct levels of outcome. However,
this approach runs the risk of reinforcing
individualized decision-making and other
clinical behaviors,36 and in so doing, fails to

CONTINUING EDUCATION AS AN AGENT
OF CHANGE

both provider and patient behaviors, since
changes are seldom made without involving

From Cognition to Collectivity

interactions with others.13,25

Continuing education (CE) is uniquely

Foundations and Frameworks to Collapse

positioned to help clinicians and patients

the Learning Curve

adopt evidence-based behavior changes
through a process of continuous
learning aligned with the Triple Aim.32
Yet, traditional models of professional
education view learning and behavior
change as an individual, cognitive
endeavor. These models are based on a
philosophy of learning that emphasizes
the importance of the uniquely human
capacity to reason, on which individuals
draw to gain insights about problems, and
among a range of options (such as that
espoused by Jean-Jacques Rousseau).
For instance, current educational

learning emphasize that because education is
a prerequisite for a well-functioning social and
political order, individuals typically take action
to learn in a purposeful effort to change their
environment 37 to respond to changes or
disruptions in their environment,38 or, indeed,
to challenge the status quo. In doing so,
learners actively evaluate the problems that
face them, acquire the skills and knowledge
they need to address the problems, seek
resources to assist their learning, and solicit
information about the experiences of others in
using new information or skills.39

theories emphasize the importance of

Educational strategies to change clinical

intention in prospective and development

behaviors in ways that improve care are also

behavior change (e.g. Theory of Planned

considered more powerful when they attend
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Table 2. Education Strategies for Improving Clinical Outcomes and Care Coordination
Engaging Patients—Improving Clinical Decisions and Outcomes
Patients need to replace unhealthy practices with behaviors known to promote and maintain
good health, and adopt behaviors that will enable them to effectively communicate with
healthcare professionals about their care. Studies across different disease states (e.g.
diabetes, migraine, chronic heart failure) suggest that when patients are armed with robust,
evidence-based information and peer support, they are better prepared to make behavioral
changes that lead to improved clinical outcomes (e.g. better glycemic control) and that
reduce utilization of healthcare resources.18,19 Moreover, patients with many different types
of health conditions that are engaged in their care report better healthcare experiences
(e.g. fewer care coordination problems, lower hospitalization or 30-day hospital readmission
rates, and have fewer diagnostics tests or referrals).19 They are also much more likely to
prepare questions to ask a provider prior to a clinical encounter,20 feel better equipped to
make decisions about their care,21 and have lower billed healthcare costs.22
Educating the Healthcare Team—Improving Care Coordination
HCPs need to more quickly adopt evidence-based clinical behaviors and practices with
potential to improve patient outcomes. Additionally, in order to narrow the gap between
knowledge generation and knowledge translation, and deliver coordinated care, providers
from all disciplines must be able to work together in collaborative, interdependent
teams, as well as in partnership with patients, their families, and their caregivers.23,24 In
acknowledgement of accumulating research, the IOM and other professional organizations
have endorsed the view that education for the whole healthcare team that focuses on
evidence-based practice, quality improvement (QI), and using informatics in patient care,
leads to better coordinated care and outcomes, improved care processes and patient
satisfaction, and reduced costs.9,23,25,26
Resourcing the Healthcare System—Enhancing Decision-Making
Healthcare systems need to embrace organizational strategies and models that engage both
HCPs and patients in the service of better coordinated care through the prism of quality
improvement (QI). For example, the currently expanding health information technology
infrastructure offers potential for clinicians to capture real-time data to generate insights
about the patient’s experience of care, while using point-of-care data can support clinical
decision-making and improve clinical outcomes.27 Patient access to their personal health
records is expanding through the development and adoption of a wide variety of patientfocused self-management tools, policy shifts that have provided health information
technology incentives (notably, the Centers for Medicare and Medicaid’s Meaningful Use
program), and national-level resources such as the National eHealth Collaborative Patient
Engagement Framework.28, Alongside patients’ unprecedented access to their own medical
records, explosive growth in digital tools and resources now also available to patients is
enabling patients to have access to evidence-based information to support decision-making,
and opportunities to capture, monitor, and share biometric and other forms of healthrelated data with their healthcare providers and with other patients.29 In an environment
characterized by highly-dynamic, complex information production and exchange, HCPs
and patients who can see and share their own real-time clinical data and point-of-need
information are better prepared to effectively navigate health decisions and more likely to
adopt evidence-aligned behaviors.30,31
The use of QI principles in healthcare is critical to—and can—address variations in care.
Notably, as described here, purposeful review of systems-based data can reduce process
barriers to, and support more rapid integration of evidence-aligned clinical care. QI
initiatives typically require supportive education. To this end, as previewed by the Alliance
for Continuing Education in the Health Professions (ACEhp) in its Quality Improvement
Education (QIE) Roadmap, CE is poised to act as an indispensable agent of QI change.32
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to not only the individual as someone who is
actively engaged in learning, but also to the
context or situations in which individuals
act, and the groups, organizations, and
information with which they interact.44,45
The delivery of health care occurs in a
complex context characterized by several
interdependencies, including different spaces
and places of focus (e.g. ambulatory care
units); the policy, payment, and regulation
environment; the patterns of communication
that reinforce social and professional
norms.46-48 These interdependencies interact
alongside situational or contextual cues. Such
cues include environmental text and imagery,
professional relationships, hierarchical
technology, and background information
such as gender, age, and other social
characteristics that inform decision-making,
clinical reasoning, and care delivery.49-45 In
every day practice, clinicians may or may
not be aware of these cues, yet they can
hinder or engineer desired clinical and patient
‘choice architecture’ to encourage individuals
to adopt behaviors that promote better
outcomes.50,51 For instance, digital health tools
are emerging that use real-time biometric
other forms of health-related data to ‘nudge’
patients to make behavioral adjustments
(e.g. take their medications as prescribed).52
Additionally, clinical decision support
(CDS) tools such as order sets, patient data
reports, dashboards or rules, reminders,
and alerts (e.g. about deviating lab results,
drug-drug interactions, or drug dosage
errors) present the best available clinical

EXAMPLES OF SITUATIONAL CUES

Disruptive
Disruptive Situational
Situational Cues
Cues
Professional Power
Professional Power
Professional hierarchies and status
Professional hierarchies and status
differences in complex healthcare systems
differences
in complex
systems
can
hinder the
delivery healthcare
of evidencecan
hinder
the
delivery
of
evidencealigned care. At times, clinicians may fail
aligned
care. At
times,
clinicians
may fail
to
understand
each
other’s
professional
to understand
each(or
other’s
professional
roles,
perceive role
territory)
overlap,
roles,
(or territory)ofoverlap,
or
lackperceive
a sharedrole
understanding
the
care
that
patientsunderstanding
need. Differences
in
or lack
a shared
of the
professional
power
and
status
often
pose
care that patients need. Differences in
barriers
to
assertive
communication,
for
professional power and status often pose
instance,
making
it
inconceivable
for
junior
barriers to assertive communication, for
physicians
or nurses
to ‘speak up’ for
andjunior
instance, making
it inconceivable
challenge senior physicians when they fail
physicians or nurses to ‘speak up’ and
to deliver appropriate care, also lie at the
challenge senior physicians when they fail
heart of many sentinel events.40
to deliver appropriate care, also lie at the
heart of many
sentinel
events.40
Enabling
Situational
Cues

Checklists
Enabling Situational
Gawande
popularizedCues
the importance of
Checklists
the
surgical checklist as an important QI
tool.
Now, popularized
several national
Gawande
the organizations
importance of
support
the
use
of
checklists
and otherQI
the surgical checklist as an important
decision
support
tools
to
support
evidencetool. Now, several national organizations
aligned
care
delivery,
especially
in
presupport the use of checklists and other
operative
and
surgical
contexts.
Studies
are
decision support tools to support evidencenow indicating that a structured approach
aligned care delivery, especially in preto care delivery and documentation
operative and surgical contexts. Studies are
supported by a checklist improves safety,
now indicating
that a structured
approach
41
morbidity,
and morality.
to care delivery and documentation
supported byProtocols
a checklist improves safety,
Team-Based
41
morbidity,
morality.
Safety
and and
quality
of care is compromised
when teamwork is poorly coordinated. In
fact,
in 2013-2014,
the Joint Commission
Team-Based
Protocols
attributed
63%
of
sentinel
Safety and quality of care events
is compromised
to
communication
teamwork
when
teamwork is and
poorly
coordinated. In
42
breakdown.
AHRQ
has
designed
the
fact, in 2013-2014,
the
Joint
Commission
TeamSTEPPS
curriculum
as
a
series
attributed 63% of sentinel events of
structured communication protocols that
to communication and teamwork
build a common
language to support teambreakdown.42 AHRQ has designed the
based communication. The curriculum
TeamSTEPPS curriculum as a series of
structured communication
protocols
that
monitoring,
SBAR (situation,
background,
43
build a common
language to supportTeam
teamassessment
and recommendation).
based communication.
The curriculum
members
can also use these
tools to ‘speak
up’ if they have concerns about quality of
monitoring, SBAR (situation, background,
assessment and recommendation).43 Team
members can also use these tools to ‘speak
up’ if they have concerns about quality of

accessible, standardized formats available
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at the point of care.31,53 This integrated,

networks), and collectively envision how

structured information can be harnessed

their practice or experiences could be

to engineer new behaviors in ways that

improved.55,56 Learning and behavior change

preserve the freedom of clinicians to make

therefore implies a continuous process in

clinical judgments and the freedom for

which people, as group members, acquire,

patients to make lifestyle selections from

create, and synthesize relevant knowledge,

a range of alternatives. Though, it must
54

be acknowledged that the adoption and

but also practical, experiential, and tacit

expansion of the use of electronic health

knowledge, and test out different strategies

records and related interfaces among

to solve both individual and systems-based

healthcare systems has and continues to

problems, adapt to environmental changes,

tax the time and attention of healthcare

and enact goals.57

professionals, leading to frustration with

These insights underscore the complexity

these technologies and tools, which may
thwart their overall usefulness and capacity
to improve care quality.

of learning. They require us to pay attention
to how learning occurs in particular places
within and across individuals (i.e. clinicians

Learning and behavior change are also

and patients), within and across teams, and

relational processes in which clinicians

within and across healthcare organizations.

and patients exchange experiences, learn

Such an understanding is aligned with what

from each other (e.g. in communities of

the IOM calls the learning healthcare system

practice, or face-to-face/virtual patient

(Figure 1).

Figure 1. Members of the learning healthcare system

* Healthcare setting refers to a range of organizational structures through which healthcare is delivered,
including integrated healthcare delivery networks, Accountable Care Organizations, inpatient care systems
or outpatient care provider organizations.
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In this system, opportunities for learning are

and behavior change suggest a series of

cued by turning data available from routine

translational mechanisms to inform a process

clinical care into knowledge and converting

of learning in complex environments such as

knowledge into point-of-care guidance for

health care (Figure 2). When applied to HCP,

clinicians and patients.27

patient, and system information and education

Consequently, if members of the CE

needs, we suggest that these mechanisms

community are to be effective participants
in the QI endeavor as it unfolds in the
learning healthcare system, we will need

offer a foundation for continuous learning
engagement with potential to collapse the
learning curve and advance more rapid

a more nuanced model for designing,

adoption of emerging clinical evidence.

implementing, and evaluating learning.

Adoption of these insights and mechanisms
necessitate a move away from traditionally

A NEW EDUCATION MODEL THAT
ADDRESSES CARE COORDINATION VIA
THE HEALTHCARE PROFESSIONAL,

modeled CE interventions to correct individual
provider-based performance gaps toward
a framework that supports practice- and
32,58

THE INTERPROFESSIONAL TEAM, AND
PATIENT ENGAGEMENT

Translational Mechanisms for
Continuous Learning
The accumulated insights from behavioral
economics, cognitive psychology, and
organizational sociology described above
about individual and collective learning

1. Are integrated across the healthcare
delivery sector;
2. Focus on both healthcare practitioners
and patients;
3. Measure competence and learning
effect at the level of individual, team,
and system;

Figure 2. Translational mechanisms that inform continuous learning
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4. Evaluate the impact of education on

Respectively, they also deliver and receive
care within complex healthcare systems

5. Capture not only whether education
interventions improve clinical practice
but also whether how and why such
interventions work or fail.

that are each characterized by unique
structural contexts, workplace cultures,
and organizational processes. The various
settings in which healthcare may be
delivered, such as those referenced within

We propose a continuous learning

Figure 1, constitute these healthcare

engagement model that is consistent with

“systems.” The unique characteristics of these

these mechanisms of learning and change

various systems are undoubtedly factors

and is aligned with the concept of a

associated with healthcare variation, but the

learning healthcare system (Figure 3).

CE community can also creatively draw upon

The model acknowledges that while

these unique characteristics as resources

patients and clinicians make what they
may view as rational choices about health
and disease management (e.g. participate

in the design of education initiatives, or
“learning solutions”, that transform practice
and behavior in context, and, ultimately,

in risky health behaviors, order diagnostic
tests, prescribe certain medications), they

populations. By combining a systems-based

do so in complex healthcare environments

approach to education with attention to
behavior and learning stages, healthcare

often unseen—about which they may

and CE stakeholders can collectively work to

be unaware.

collapse the learning curve.

59

Figure 3. The context of continuous learning in healthcare systems
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This system-based, behavioral stages

improvement can be reproduced in

model includes a series of steps (Figure

other settings.

4), in which education interventions or

1. Activate personal commitment among
interprofessional HCP teams and
patients/caregivers by increasing their
awareness about evidence-aligned
knowledge and care delivery gaps in
their healthcare system and within
their own healthcare practices and
by helping them to become more
informed about evidence-aligned care.
2. Advance personal commitment among
interprofessional HCP teams and
patients/caregivers by using health
information as a way to demonstrate
learning (pre- versus post-learning
intervention); capturing commitments
to reinforce practices and/or make
improvements where necessary; and
demonstrating where improvements
will be implemented and whether such

3. Identify behavior changes that
help interprofessional HCP teams and
patients/caregivers aspire to engage with
one another, via education that supports
communication skills for HCPs and,
for patients, addresses how decisions
made beyond the clinic can improve the
healthcare gap (e.g., such as behaviors
that yield increased patient engagement
and personal sense of control).
4. Allocate goals and decisions among
HCPs and patients/caregivers that place
commitments into action by encouraging
and supporting collaboration and
partnerships between HCPs and/or
patients to improve communication
and share timely data; demonstrate the
over time; identify, where possible, cost
savings; and use improvement data to
support future initiatives.

Figure 4. Behavior and learning strategies in learning healthcare systems
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Therefore, this proposed circular

be repeated to ensure adequate adoption

system learning measurement model

of evidence. On the other hand, certain gaps

(Figure 5), or The Expanded Learning

may only require one area of focus, such as

Model for Systems (TELMS), offers a

activating HCPs and patients/ caregivers

framework for designing, implementing,

to improve their awareness of a particular

and evaluating learning solutions that
move both HCPs and patients through a
series of learning stages to enable them
to adopt evidence-based behaviors
informed by quality and performance
indicators, and which will help CE
stakeholders to demonstrate how such
changes lead to improvements in care

adherence improvement.
This framework offers potential to capture
levels of outcome, as well as outcomes
for a range of constituents (i.e. HCPs
and patients) across different settings
(e.g. as care transitions from hospital to

coordination and quality of care. Not all

community contexts), and uses measures

education programs will need to move

that capture procedures and processes

all constituents through all learning

that can lead to change.33,60,61

stages all of the time. On one hand, in
critical complex situations, learning is
best viewed as a cycle that may need to
be repeated over time, depending on the

BENEFITS OF THE MODEL

Achieving Care Coordination, Elevating
Continuing Education

example, when novel therapeutic options

The power of the proposed model, TELMS,

become available, the cycle may need to

to measure the effectiveness of integrating

Figure 5. T he E xpanded L earning M odel for
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learning solutions with the goals of the Triple

NEXT STEPS

Aim will need to be validated.

We invite you to participate in an

Nonetheless, we believe there are at least

initiative to validate TELMS, as a
practical framework. As an example,
Genentech recently published several

stakeholders. First, learning solutions
that integrate practice- and systemsbased strategies for change alongside

the aim of achieving, through a learning

learning for individual behavior change, as

solution, what would be appropriate for

supported by this education and learning
engagement model, can potentially
improve evidence adoption, collapsing the
learning curve and, in so doing, improve
care coordination in ways that meet the
goals of the Triple Aim. Second, the model
supports methodologies to evaluate

a disease area that has an established
body of evidence, and is, therefore,
beyond “emerging information.” In
such a disease area, the objectives
of learning initiatives may be more
focused on improving the prevalence
and consistency of evidence-aligned
care decision-making. The educational

complex educational interventions in
complex environments (e.g. by tracking
and monitoring whether and which

providers utilized the latest data to
educate participants in order to evaluate
the management of evidence that

across different stakeholder groups and
levels), which could elevate learning

leads to appropriate decision-making.
of the recent call for proposals was to
provide support for learning initiatives

setting and consolidate its role as integral
to change processes in healthcare.32,62
Third, the model provides providers and
supporters of CE with a reproducible
format for developing education programs
and reporting their outcomes—including
measures of motivation, teaching

adoption of evidence across the full
scope of actors within the healthcare
pathway (i.e., patients, HCP teams,
and healthcare system settings) and
to measure the impact of the initiative
effectively (and perhaps differently)
among the levels of impact, such as

styles and learning theories—that is
consistent with the Standards for Quality
Improvement Reporting Excellence

among HCPs, interprofessional teams,
patients and/or care delivery setting.
The selected educational providers

(SQUIRE) framework for integrating
education and educational professionals

designed programs to demonstrate that

into QI planning and implementation.

63

Furthermore, by applying such a model,

activity, improved competence as

CE stakeholders can collapse the learning

a result of it, and used evidence-

curve, sharpen their focus on clinical

based concepts to consider changing

outcomes, and demonstrate greater value

behavior where appropriate or relevant.

to clinicians and patients.

Consideration was given to learning
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initiatives which were designed to further

the scope of actors necessary to
effect improved care delivery, such
as commitments to partnership in

1. A learning program activated the

communication and/or sharing of

participants to improve their
awareness about the current problem,
purpose and culture of the gap;

timely data that impact the delivery
of care, adherence to jointly decided
recommended care plans, and an

2. A learning program advanced the
participants to convert the information to

advance care in the future.

demonstrate where and when
improvements in care will be implemented;

In addition, educational providers were
encouraged to use their outcomes data

3. Participants of educational
activities aspired to demonstrate

to project the extent to which conversion

engagement within interprofessional

of information is sustained over time, and

teams (patients included if appropriate),

whether or not these improvements can be

such as by using any system-required

reproduced in other environments.

metrics (including patient satisfaction

In order to support continuous learning, we

scores if relevant) that show closure of
the treatment gap and identifying how it
continues to close/evolve over time; and
4. The learning program measures indicate

invite accredited providers to share with
us their experiences utilizing the model
in industry-supported IME initiatives. We
also intend to encourage such providers to

the participants gained the skills or

join a virtual platform to share their data.

changed behaviors to be able to deliver

Results from these projects are anticipated

more evidence-aligned care or to make

to be collated and subject to a meta-

evidence-based decisions, thus resulting

analysis and shared with the wider CE

in the allocation of engagement across

community via ACEhp.
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