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Abstract: Continuing medical education

(CME) planners are faced with new challenges in

creating a learning climate to address the needs of five groups of stakeholders - learners, teach-

ers, planners, the institution, and the public.
in four stages: traditional planning,
vidualized learning, and planning

One way to look at planning is through its evolution
planning for measurable behaviors, planning for indi-
within a learning system. Traditional planners used an

expert as teacher to screen content and determine the relative importance of information within
the field. Information was transferred to learning and they were expected to determine its use
“ M practice. Planners working toward measurable behaviors moved the balance among the
Stakeholders to provide a more explicit role for learners with behavioral objectives or goal
Statements so that learning could be measured. However, planners were still concerned with
groups of people. The climate of health care reform has been the impetus to move to a system

that better accounts for the needs
vidualized learning. C urrently,

and learning processes of individuals by planning for indi-
we are moving further forward to look at a system that places

individuals within the context of their own institution. Individual needs are based on data from

the system; fulfillment of those needs

in shifting the institutional mission from CME as simple numbers—number of programs,
number of participants, number of hours—to CME that places value on how individuals change
within the institution in ways that further the institution’s mission.

Key Words: Adult education/learning,
for CME, program design

Continuing medical education (CME) planners
are immersed in a struggle to define systems that
will support the learning needs of physicians as the
healthcare system evolves to a new level. Planners
must not only create a learning climate with an
array of learning options, but they must ensure that
the needs of stakeholders in the system are
accounted for in the planning process. Cervero
defines the stakeholders in program planning as
learners, teachers, planners, the institution, and the
affected public.! Planners must meet (1) the needs
of learners and teachers for enhanced professional
expertise and effective practices, (2) the needs of
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learning practices, organization of CME, planning

institutions for the safe practice of medicine, for
enhanced professional expertise of practitioners,
and for continued economic viability, (3) the needs
of the public for demonstration of a safe, effi-
cient, and up-to-date practice of medicine, and _
(4) their own needs for a system that c;eati\‘/'ely
combines what we know about learning with the
needs of all of the stakeholders.

Major growth of the CME enterprise over the
past several decades matches the escalation of
needs of stakeholders. Healthcare reforms create
€normous economic and political pressures on
institutions while the public demands a stronger
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voice in healthcare. Learners have high expecta-
tions of educational experiences, their value, and
outcomes. At the same time, our understanding
about how physicians learn and change increasingly
expands in significant ways. These escalating needs
and tensions are forcing planners to re-examine how
we think about planning learning activities. In the
future, CME planners will need a far more sophis-
ticated understanding of the planning process in
order to accommodate the needs of the CME stake-
holders. With a clearer view of how and why we
plan learning activities, we can more reasonably
bring together issues related to the needs of each
group of stakeholders. An example of a new par-
adigm for CME planning was described by Moore
and colleagues.? The authors responded to the frus-
trations of CME planners and learners that result
from the difficult balance between CME as a major
business force and as a provider of learning for
enhanced expertise—and from the competing inter-
ests of stakeholders in CME. One way to better
understand the meaning of planning is to examine
the evolution of our thinking about planning as
reflected in four types of planning models.

A matrix outlining the evolution of planning
models illustrates the progression over time of
assumptions in CME. This view of planning moves
from (1) traditional planning, (2) planning for mea-
surable behaviors, (3) planning for individualized
learning, to (4) planning within a learning system.
Table 1 compares models of planning with the
interests of each of the major stakeholders: learn-
ers, teachers, the institution, the public, and plan-
ners and illustrates changes in CME planning. For
this discussion, learners and most teachers are
physicians; institutions include such health care
agencies as medical schools, hospitals, health main-
tenance organizations, professional organizations,
and other health care providers who plan CME.>’

Planning for Traditional CME
In 1957, the launch of Sputnik focused a new

~ spotlight on science. The message was clear that
lifelong learning was an essential response to the
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knowledge explosion. Professionals could not
count on basic training to provide a theoretical base
for practice over time. Physicians were asked to
access, sort, sift, and apply a tremendous amount
of new knowledge that changed the way they
practiced medicine. The rate of production of new
knowledge matched the rapid growth and for-
malization in CME during the 1960s, with plan-
ners being asked to support physicians’ manage-
ment of new information. The standard became a
replication of the formal training physicians
received in medical school. The traditional plan-
ning model, which continues to form a backdrop
for most formal CME, focused on the subject mat-
ter. There was an assumption that CME trans-
ferred information from experts, who identified the
necessary and important ideas, to learners. Lectures
presented large amounts of information to groups
of physicians to translate for application in their
own practices. If CME planners selected teachers,
recognized as authorities by the learners, by other
teachers, and by the institution, a system for con-
trol of the quality of content was in place. ‘
As learners, physicians expected to attend
periodic formal learning sessions that might take
the form of grand rounds, conferenices, or profes-
sional meetings. Teachers and planners worked
under the assumption that logical, organized, care-
fully presented information enhanced learning.
The physician population, rather than the indi-
vidual, was used to determine which areas were
important for proficiency. Although the subject
matter was the key, the learner determined its spe-
cific use. Adapting the information to individual
circumstances or settings was the responsibility of
the learner rather than the teacher or planner.
The teacher performed a critical role in screen-
ing content, determining relative importance of
information to the field, and distilling essential
pieces for presentation. While teachers did not
have exclusive access to information, as experts
they put content in perspective. Important teach-
ing techniques centered on the need for a logical
subject sequence, an outline or advance organizer,
and an assessment of the level of knowledge.
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Table 1 Planning Models for Learning

Planning Planning for Planning for Planning for Planning for
Components Traditional CME Measurement Individualized Learning
of Behavior Learning . Systems
Content Subject matter Needs assessment Identification of Identification of indivi-
definition by expert for intended.audjence  individual needs dual needs from data as
o they fit within a system
Purpose Content driven Objectives defined Individualized Individualized object-
for intended audience objectives ives based on system
predictions
Format Delivery of information, Program design to Collaborative selection  Fulfillment of objectives
usually by lecture fit objectives of materials, activities, measured by changes
sequences in data
Evaluation  Evaluation of speaker  Evaluation of program Description of changes  Analysis of process;

satisfaction and self-
assessed meeting of

objectives

or demonstration of new
concepts, skills, attitudes
in clinical practice

reidentification of gaps
by individuals and
system

The institution was the central power and
focus in traditional planning with its support of
efforts to provide high-quality faculty. Further,
the institution provided a setting traditionally
called a learning environment, often taking the
form of a conventional classroom. Institutions
gained stature by structuring the timing, format,
and content of programs via its agent, the planner.
In many ways this  was the obvious extension of
undergraduate and graduate education. The insti-
tution shaped thought through its representatives:
the planners and teachers.

For planners, the traditional planning model
was, and is, often measured in numbers: number
of courses, number of participants, number of
hours of CME credit, and number of dollars from
tuition. A lecture model driven by an expert allowed
for large group instruction at modest cost. Facili-
ties were simple and readily available. Partici-
pants were familiar with the system and knew how
to participate. Planners came with a wide variety
of backgrounds, because most of the planning
involved organizing meetings, a skill often learned
on the job. While training in adult education would
allow some changes in the character of programs,
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much of the planning role centered on selecting an
expert and in planning the meeting itself.

The traditional planning model served the
field well. Large numbers of physicians and other
health professionals assumed that they would par-
ticipate in learning activities regularly. They could
identify providers, and usually felt at ease with the
learning activities. A formal system of continued
learning was within the core of healthcare prac-
tice. Traditional CME was a source of funds for
many institutions such as medical schools, hos-
pitals, and professional associations to help sup-
port other activities. An extensive enterprise, pro-
viding large numbers of programs in different
forms, evolved.

Yet there were deficiencies in the traditional
model.* The most critical problem was inadequate
evidence of impact on the learners’ practice.®?
The episodic nature of participation in traditional
CME allowed for little evaluation beyond learner
satisfaction with the faculty and content. It was dif-
ficult to provide learners with a timely response
to new information for a clinical application,
changes in our understanding of a physiologic
process, or new technical skills. Because of the
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need to find experts and advertise to large num-
bers of people, planners worked within systems
where plans were created without the opportu-
nity for spontaneity. It was difficult to set up a sys-
tem that allowed for reinforcement or continuation
of previous learning. A group of people without
shared experiences got together for one program,
ér onl§ occasionally. When the teacher was expert,
learners were expected to listen. As these factors
developed and combined, their interaction focused
attention on the role of the learner, resulting in a
change in the balance among the stakeholders.

Planning for Measurement of Behaviors

The underlying assumptions about traditional
planning generated some forceful questions about
the balance of responsibility for learning and con-
cern for accountability about what we as a soci-
ety expect from CME. An attempt to describe the
products of learning led to a shift in planning, so
that planners sought to shape behaviors of learn-
ers as direct products of learning.” While retain-
ing the teacher’s status as expert, teachers and
planners worked together to define what they
expected from participants. Those expectations
were made explicit, often stated as behavioral
objectives or goal statements. The resultant shifts
in teaching style included techniques to reinforce
desired behaviors with proficiency learning or
performance testing. Testing created a measure of
the learner’s understanding of the content in terms
of the stated objectives. Content reflected required
baseline competencies. Teaching was not to the
individual, but the individual was required to con-
tribute to the learning process.

Thus, the leamner shifted from a recipient to a
more active participant in the learning process. Pro-
vided with statements to describe behaviors that
incorporate an understanding of content, now the
participant could be asked to demonstrate some
understanding of the content by testing or other
methods. While there was no design for a “failing
grade” to block receipt of CME credit, an attempt
was made to state the successful outcomes.
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The teaching role remained central to the pre-
sentation of CME activities. Teachers had to be
experts in content, but also had an obligation to
consider ways to help the learner meet appropri-
ate objectives or goals. Extending formats beyond
the primary use of lectures included opportunities
for skill development or discussion groups. Teach-
ers had more responsibility for defining the back-
ground of the learners and needs of the group to
enhance the probability of application of learning
products in practice.

The institution remained the central power in
formulating the direction of CME, although with
achange in the relative role of the learner. Formal
offerings maintained their dominance in the mar-
ketplace, with institutions determining when and
where they took place. The planner was the insti-
tution’s agent with a role expanded by the inclu-
sion of more negotiating for and with the leamner.
Accreditation agencies found that a shift to defin-
ing products expected of learners updated their
standards beyond traditional planning, shifting
the balance between all of the stakeholders, espe-
cially as a demonstration to the public.®

The shift to defining the products of learning
required planners to provide a more explicit def-
inition of the direction that teéachihg wbuld take.
Behavioral objectives described the behaviors that
would resuit from full participation in a learning
activity. Planners negotiated between teachers-
as-experts and the expected leamners. Further, plan-
ners provided a systematic process, generally
called needs assessment, to identify learner needs.
Planners normally helped in the development of
statements to describe the expected outcomes of
the learning for planners, teachers, and learners.

While this evolution shifted the negotiations
among the three groups, careful plans to make
learning outcomes explicit and measurable were dif-
ficult to implement, time consuming, and required
a careful collaboration between planners, teachers,
and learners. Many planners found a lack of coop-
eration between stakeholders, or an unwillingness
to commit time and energy to outline learning
products and design testing mechanisms. Many
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institutions asked for more efficiency to maintain
measurable products of CME such as number of
programs or tuition income. Objectives are for
groups of people rather than individuals. Presently,
testing is rare, and physician participation is tech-
nically voluntary. Receipt of CME credit is not
dependent on successful completion of most pro-
grams, but, rather, is based on attendance. In the
day-to-day CME system, objectives often take the
tack of providing a general statement about the con-
tent or overall goals. Some planners note a pref-
erence for generic objectives suitable for many
purposes. Accreditors and other regulators have
come under heavy criticism for maintaining their
stance that the goals for a group of learners and their
attendance adequately account for what we know
today about change and learning. It is troublesome
that recent exciting CME research is not reflected
in these kinds of regulations.

Planning for Individualized Learning

The impetus to move beyond traditional educa-
tional formats and the demonstration of products
of learning comes from new ideas about learning
that better account for the needs and processes of
individuals as well as systems. Traditional rote
learning has not proved to be a highly effective life-
long learning tool for physicians; rote learning
has also not been viewed as a highly effective
backdrop for many problem-solving situations.
While measurable outcomes have emerged as a
new central theme to improve lifelong learning for
physicians, this focus has often not addressed
individual learning needs or application of learn-
ing in specific situations. Institutional interests in
retaining models that place the institution in a
central role and require few resources relate to
profit from educational events and from practice
referral relationships with learners. Although a
sense of contributing to the enhanced effectiveness
of physicians is on the list of institutional concems,
it is usually not at the top. However, incentives are
shifting. Profits from meetings are decreasing for
many providers because of the Food and Drug
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Administration’s influence, decreased pharma-
ceutical profits, increased competition from other
institutions, and the potential decrease in physi-
cian income. Leaders in managed care are dictat-
ing very careful use of procedures and hospital-
ization. The new parameters lessen the power of
referrals, and change what physicians must learn
to be useful in their organization. Leamers are
demanding more practical, clinically relevant con-
tent that addresses their own specific needs.

Educational planning models that address the
learner’s specific need are based on a discovery
approach to learning. In a discovery mode, each
learner defines-fie clinical problems or questions
in a refined individualized system of needs assess-
ment with measurable outcomes.? The learner and
the planner negotiate individualized expected out-
comes and the methods and materials that will pro-
duce these outcomes. These discovery or indi-
vidualized approaches to planning are also called
process planning models. The models are cyclical
and ongoing, rather than episodic, which is char-
acteristic of more traditional models. Examples of
process planning models in CME include problem-
based learning, individualized learning programs
such as Maintenance of Competence Program
(MOCOMP), and individualized, prescribed reme-
dial CME programs.>6.10

Planning based on the processes of learning
acknowledges that learners approach any learn-
ing task with Hifferent experiences and with con-
ceptual frameworks in various stages of devel-
opment. Because of this variation, a single set of
measurable outcomes for a group is not assured.
Instead, instruction is based on what research
has demonstrated regarding the organization
of memory as conceptual networks. Objectives
focus on each learner’s needs; content links to
prior knowledge. The learner chooses the se-
quence, methods, and materials of instruction as
well as the rate and occasion of learning. Learn-
ers may choose to participate in a group activity,
perhaps with individualized objectives that are not
the same as those presented in the program
brochure. Planners and/or teachers may play a
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support role in the process of defining ways to
learn.!o!!
Clinically, relevant problems have gained in

importance as the starting point for CME XCenttal *

to the process, learners are active and involved in
the emerging changes. When learners collaborate
in defining the clinical question or problem, the
desired outcome, and the methods, rate, and
sequence of educational experiences, learner sat-
isfaction and the adoption of new knowledge,
skills, and attitudes increase.

The teacher’s role supports and facilitates
the learning program or contract outlined by the
learner. Part of that role is as an expert in help-
ing to place information in perspective. Another
is to coach behavior. One other aspect is to point
toward additional kinds of resources. Teachers no
longer define what is important; instead, the sub-
ject matter is placed in context by each individ-
ual. Still critical to learning, the teacher is no
longer the source of all answers.

The institution provides a setting that may
house resources including planners, teachers, and
information sources. When learning processes are
integral to their mission, institutions value indi-
vidual gains rather than program numbers. Indi-
vidual gains, for example, may link to institu-
tional mandates in quality of care issues.

The planner’s role is one of negotiating among,
and building a consensus with, the stakeholders in
the diagnosis of the educational opportunity, orga-

nization of an approach to address the problem, and )Q

evaluation of its effectiveness. In order to make
the shift, planners must have a background in
adult learning, adult development, and CME.
Skills to support individuals mapping out learn-
ing plans include understanding changes in stages
of professional development and the accompa-
nying learning interests; knowing how adults learn
and why; and identifying elements that shape
change as well as characteristics of successful
changes. Institutions and planners have begun to
Pay more attention to the individualized process
learning models because the outcomes produce (1)
more prolonged and lasting incremental change,
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(2) more commitment to institutional agendas
such as the need to shape practice patterns, and (3)
more learner commitment to the process to change.
In addition, individualized learning approaches
may strengthen the learner’s relationship with the
institution and, thus, may reflect positively on the
institution. The process of individualized program
planning is an investment in future change on the
part of the planner for the institution, learner, and
teacher with results accruing to the public.

Total Learning Systems

Many authors believe that total learning systems
are the next step in the evolution of planning.
Total learning systems provide a structure to
demonstrate accountability by each individual in
the healthcare system. As reformers push for
lower costs, capitation, and managing patients
within closed systems, physicians are pushed to
respond to new mandates while maintaining the
quality of care.

These same pressures for seamless health- ~ -

care systems lead to the development of total
learning systems. CME stakeholders are becom-
ing integrated into systems where learners, teach-
ers, planners, and institutions, as well as the pub-
lic, come together for the purpose of improving
patient care and reducing healthcare costs. While
the shift to the learner as a central component of
the learning system is a big step forward, a learn-
ing environment must address the needs of all
stakeholders.>12-15

As its name suggests, the planning and devel-
opment of total learning systems incorporates
aspects of all previous planning models. While the
concept of developing total learning systems has
evolved by means of the synthesis of these mod-
els, they have yet to be fully developed in health-
care institutions. The principles of continuous
quality improvement and the principles of edu-
cational change are examples of planning models
used to develop such systems. Industry has held
up some examples of the evolution toward learn-
ing systems, usually based on the production of a
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specific product. One of the problems with trans-
lating these ideas to the health care system has
always been that its products are so difficult to
define in a simple way. Sophisticated attempts
have begun, with Mmany attempts in the planning
stages.

Healthcare organizations have attempted with
varying degrees of success to adopt continuous
quality improvement models. Many healthcare
providers are currently working to develop inte-
grated healthcare systems. The healthcare organi-
zations that have the most interest in developing
total learning systems are closed and mature sys-
tems, such as, among others, the Kaiser Permanente,
Group Health/Puget Sound, Harvard Community
Health Plan. The development of the “report card”
by the National Committee for Quality Assur-
ance/Health Plan Employer Data and Information
Set (NGQA/HEDIS) is one example of an attempt
to provide clinicians and institutions with feedback
with the potential for diagnosis and adaptive edu-
cational events to follow as a piece of a total learn-
ing system.'® Typical barriers to the development
of such systems are open fee-for-service medicine
payor structures, traditional medical staff roles
and cultures, and the lack of linked electronic data.

When planning in a total learning system
uses continuous quality improvement principles
as a backdrop, learners function within a learn-
ing environment that js self-regulating. The learn-
ing system depends on the clinical care system’s
ability to address customer (patient/payor) needs,
to gather accurate data, to use control charts and
other tools to monitor, and to improve overall
performance within the system. Learners receive
continuous feedback on performance and assist
in developing or applying algorithmic and heuris-
tic learning processes to improve their perfor-
mance. A key to the development of a total learn-
Ing system is the retrieval of data and diagnosis
of learning problems. Individualized processes
evolve to facilitate leamner adaptation. All aspects
of educational sequencing and presentation may

vary; learning styles and materials are adapted to
the learner,3.!5
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Total learning systems also may build on mog.
els of educational change. A leaming-as—change
model identifies new roles for institutions as CME
providers. Planning based on an educationa]
change model identifies environmental barriers anq
opportunities, maps configurations and linkages
of CME stakeholders, develops resources, and
implements changes that lead to transactions for
adopted changes. .18

The attractiveness of total learning systems to
all stakeholders includes (1) more prolonged and
lasting incremental change to promote institu-
tional agendas, (2) more learner commitment to
the process of change and to the institution, (3)
more learner success based on accomplishment of
individualized goals, and (4) more individual
learner satisfaction with career and with lifelong
learning. Planners and teachers reap the benefits
of working with productive learners. The public
receives the benefits of improved healthcare.

In a total learning system, the learner, the
teacher, the institution, and the planner colla-
borate to continuously identify and diagnose
problem-based learning opportunities, to plan
appropriate educational interventions, and to pro-
vide feedback on results of the intervention. The
role of the learner is to participate within an insti-
tutional setting with commitment to the effec-
tive and efficient delivery of healthcare within that
system. The focus has shifted from the planner and
teacher as facilitators of change to the learner as
the individual responsible for making institu-
tional changes. The shift from process planning
to a total learning system makes clear that the
learner is central to planning, but the other stake-
holders, teachers, institutions, and planners must
function effectively in support roles A clear vision
of the necessary change is critical. Experience,
with specific feedback, is a key element to sup-
port the defined direction of learning. Leamners are
accountable, but accountability is also evident
throughout the system.

Teachers in a total learning system are those
who can contribute to the leamning plan set up by
the learner. Teachers may include the learner
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him/herself, the planner, colleagues, experts in
the field or in other fields, institutional represen-
tatives, patients or others in the public, as well as
any individual who can help solve a problem.
Experts will always serve as teachers. Lectures will
continue to play a role in the system. However, the
nature of the learning system predicts a small role
for traditional, formal learning activities, and a
more expanded role for direct, personalized inter-
action that addresses specific problems.!?

Institutions form the fabric for development of
total learning systems and depend on learning to
promote efficient and effective patient care. It
becomes more difficult for an institution to provide
learning events for those outside the institution
when learning needs are defined within the context
of the institution and data from the institution
shapes the feedback. The ability of the institution
to provide feedback based on outcomes is an impor-
tant aspect of the negotiation between the learner
and others. Leaming systems do not limit learning
to physicians working alone on individual pro-
jects. Group activities, including lectures, may be
among the options available; however, the focus
remains on the learner for individual assessment
of needs and ways to address those needs.

The roles of the learner, teacher, and plan-
ner become tied in terms of (1) the develop-
ment of algorithms and heuristics that guide the
learner in practice and (2) the continuous feed-
back on performance. Whether planning for indi-
viduals or groups, the planner must consider all
stakeholders. The planner must bring principles
of adult development, adult learning, and change
theory to bear for solving learner problems.
Development of self-guided curricula, stages of
professional development and their impact on
learning, ways that adults learn and their moti-
vations to continue, stages of change, and a sys-
tem that supports change are only a few of the
pieces of critical knowledge, skills, and atti-
tudes essential to planners in a total learning
system. Meeting-planning remains as one small
part of the work done by a planner. Working in
a role central to the institutional mission and
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close to change processes are prerequisites for
an effective planner.

Implications of Movement toward
Learning Systems

Nowlen describes continuing education as a dou-
ble helix. One strand is the societal expectations
and social mores. The other strand encompasses
individual abilities, skills, and experiences.'® The
entwining of these strands depicts the evolving
relationships of CME stakeholders as they begin
to create common goals through healthcare reform.
The public’s expectations and social mores about
healthcare have been changing radically. Indi-
viduals who make up institutions are trying out
ways to develop and adapt their skills and abili-
ties to meet these emerging societal needs.

In order to meet the needs of institutions and
of the affected public, both leamners and teachers will
be more accountable. A clearer definition of per-
ceived gaps between current and desired states
of skills and abilities certainly will be required. As
more is demanded of learners, learners will demand
more of their learning experiences, setting high stan-
dards for the outcomes of learning experiences.

Institutions are working toward better inte-
gration to meet the needs of all of the stakehold-
ers, including their own. Some institutions see
these forces as their mandate to make the huge jump
required to become a learning organization. A
learning organization requires continuous review
of goals to frame questions; defines expectations
of each member of the institution; actively uses
feedback loops; and continuously evaluates the
change process. While many institutions have
embraced the concepts of a learning organization,
only modest action has occurred to date. Some
account for this by the complexity of the actions
required to achieve this state. While the actions and
tasks are complex, limited resources will continue
to shrink. Institutions may not find time or may not
find it helpful to evolve through a number of stages
on the planning continuum; instead, they may be
forced to jump forward quickly. Accrediting bodies,
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acting as a liaison between the profession and the
public, already are challenged to reduce barriers to
institutional movement along the continuum of
planning models.

Within the framework of institutions, CME
planners must weave the strands of the double
helix together, matching up societal expectations
and social mores with individual abilities and
skills needed to meet these expectations. If plan-
ners are to retain a central role in CME, or what-
ever replaces CME, creative learning options
must emerge. Planners are already in a position
to demonstrate learning effectiveness by out-
comes evaluation, support of individualized needs
assessment, creative use of technology to answer
questions, and effective use of experts in health-
care to place information in perspective. Planners
must continue to develop their skills, supported

# & by their-institutions and by their professional

organizations. The Alliance for Continuing Med-
ical Education, and the Society for Medical Col-
lege Directors of Continuing Medical Educa-
tion, as well as other specialty societies, are
examples of places to share expertise, thinking,
and skills.

Institutions that have moved toward a learn-
ing system talk—with intensity and turbulence—
about the giant leap. There are not benefits for all;
some positions will become obsolete and demands
for great changes will be made of others. Learn-
ers, teachers, and planners are already being asked
to push beyond customary limits to conceive of a
system that makes all members accountable. Insti-
tutions may—perhaps more than once—change
shape and may change goals. Members of the
public are not only asked to be a partner in grad-
ing the healthcare team, but are asked to become
more active and responsible members of the team.
Why has this shift met with so much talk and
with only modest action?

“When a practitioner sets a problem, he
chooses and names the things he will notice. ..

[The] practitioner selects things for attention and .

organizes them, guided by an appreciation of the
situation that gives it coherence and sets a direction
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for action.” That translates to mean that you can
only ask questions for which you already have an
answer. The same theme pertains to institutions in
this case. There are no obvious answers, and we
have no models to follow. We do have the begin-
nings of experience to use; we do have a number
of creative ideas to follow. Not all the ideas are
new. Knowles and Knox, among many, have talked
about needs assessment for several decades.’?!
Many of the tenets put forth in the adult education
literature about the “perceived gap” between the
current state and the desired state as the beginning
point for learning are useful. The new CME par-
adigm was one result of years of thinking and
negotiation among many in the field.

What will it take to make the shift? Courage,
desire, and a willingness to deal with uncertainty
are essential. As planners, we can play a critical
role in the evolution of total learning systems.
Boundaries must decrease and shift. New alliances
with stakeholders must form. Access to CME
must change. The first change is one of attitude.
The second step is to be ready. Professional orga-
nizations within the field, as well as organiza-
tions involved with CME, help shape attitude. We
need to work within our organizations and insti-
tutions to create a forum for thinking about what
might be rather than to report what is. The ACME
Professional Self-Assessment Program?? is one
way to begin a system within the field that pushes.
planners to examine their role and to build skills
that an institution will value. We, as planners,
must play a central role in the development of a
new vision of learning, and we must shape a new -
role for ourselves near the center of change.
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