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Characteristics of external assessment (in theory)

Safety

Responsiveness

Effectiveness 

Aims at improving effectiveness, 
safety, and/or responsiveness. 

Target professionals

Regulates the input (to provide 
basis for improvement of 
processes and ultimately 
outcomes)

Sets standards
Continuous

development/sanctioning contribute
to monitoring and assurance.

3

Spans preventive, acute, 
chronic, or palliative care.



a) health service providers: all workers whose daily 
activities aim at improving health, including 
doctors, nurses, pharmacists, dentists and 
midwives working for hospitals, medical clinics or 
other community providers as well as for 
organizations outside the health sector (for 
example, factories or schools

b) health system workers: they do not provide health 
services directly but ensure that health service 
providers can do their jobs, like staff working in 
ministries of health, managers, economists, or 
specialists for information systems 

Who are health professionals?

health professionals are 
both a health system input 
and an active component 
of the functions that the 
system itself performs



What is the link between health 
professionals and quality?

WHO 2006



Which strategies do we look at?
A. Strategies to develop

professional competence 
(including training structure and 
contents, curriculum 
development and the 
accreditation of institutions for 
health education);

B. Strategies that regulate the entry 
of physicians and nurses into 
their professions (for example, 
licensing and registration); 

C. Mechanisms to maintain 
competence (for example, 
continuing professional 
development); and

D. Levers to address instances when 
fitness to practise comes into 
question.

Striking the balance between 
autonomy of the profession 

(professional self-regulation, e.g. via 
professional codes of conduct) and 

regulation through
command and control is challenging 

and its interpretation differs 
considerably between countries...





• EU Regulation (2013/55/EU) sets the framework for 
duration, content and didactic concept are national 
competencies

A. Developing professional competence - setup

Even greater variation 
in requirements for 
specialist training, 

even less uniformity 
for nurses



• Move towards outcome-based 
education beginning in 1990s, for 
physicians and nurses

• Focuses education on 
predetermined 
outcomes/competencies required 
for practice

• Several national-level outcome 
frameworks in Europe, mostly for 
acquiring the general professional 
qualification…

• …guidelines for schools to develop 
their own curricula

A. Developing professional competence - curriculum



• Research on the impact of curricular design in undergraduate 
medical education on outcomes is of limited scope and 
quality

• Most studies focus on learning outcomes such as knowledge 
and skill acquisition, not patient or organizational outcomes

• Empirical evidence on the effectiveness of different training 
approaches on preparedness is mixed and it is difficult to 
attribute effects to curriculum design

• Shift towards higher education in nursing can be beneficial 
for self-perceived competence and confidence and patient 
outcomes 

• Existing evidence on the cost-effectiveness of educational 
approaches is scarce and inconsistent in the approaches to 
costing

A. Education setup and content – does it matter?



• Crucial competencies for optimal patient outcomes must be 
clearly defined and guide the design of all curricular elements

• ...but an overly excessive degree of standardizing professional 
education puts innovation and advancements in curricula at 
risk 

• Existing evidence on outcome-based curricula is encouraging 
but insufficient

• Outcome-based education leads to a substantial redefinition 
of assessment practices as well as faculty and learner roles, 
responsibilities and relationships

• Changes need to be accompanied by clearly defined 
assessment mechanisms

A. Education setup and content – moving forward





B. Entry to practice – how do we regulate?

• Countries differ in their 
requirements of what is 
necessary to be granted the 
right to practise

• At a minimum, professionals 
have to successfully finish basic 
professional education 

• Licensing usually requires the 
successful completion of an 
examination, often integrated in 
the examinations required to 
obtain the academic degree

• Licensing is often combined 
with mandatory registration in a 
health professional register



B. Entry to practice – effectiveness & implementation

• There is very little research regarding the effects of licensing on 
the quality of care and even less on its cost-effectiveness

• USA: each additional performance point achieved in the national 
licensing examinations in the US was associated with a 0.2% 
decrease in mortality (Norcini, Lipner & Kimball, 2014)

• The design of licensing exams and processes has been criticized 
as outdated and not in line with new modalities in learning

• In light of increased professional mobility, we should revisit how 
these requirements are set out and where the potential for 
improvement lies





C. Maintaining competence – what is being done?

• Continuing Medical Education (CME) and Continuing Professional 
Development (CPD) necessary to maintain and update skills

• Some countries leave it up to individuals; others have more or less 
formalized systems, particularly when licensing is time-limited

• Continuing education for specialist doctors is increasingly mandatory 
in the EU (21 countries);  less regulated for nursing

• professional associations decide which continuing education activities 
get accredited and monitor the participation of their members

• growing influence of outcome-based education approaches



C. Maintaining competence – effectiveness and 
implementation
• Review of reviews (Cervero & Gaines, 2015) on the effectiveness 

of continuing medical education on physician performance and 
patient health outcomes: CME effective on all fronts

• Many studies on effects of different types of CME and their 
mechanisms of action, but results inconclusive - more research 
needed

• Almost no evidence on cost-effectiveness
• Effective standards should aim to 
• develop approaches that enable professionals to critically 

appraise their knowledge gaps and own practices and work 
with other specialties

• balance continuing education requirements and not 
overburdening clinicians to the detriment of actual clinical 
practice

• Ensure impartiality of content





D. Sanctioning lack of competence

• Actions for breach of code of conduct range from 
reprimands and financial penalties, to shortening of the 
registration period, to the temporary or permanent 
withdrawal of the right to practice

• Little consistency among countries about what is 
sanctioned and who is responsible

• Alert mechanism to enable cross-border monitoring

• No comparative evidence on (cost)-effectiveness or 
implementation modalities



Characteristics Implementation in Europe Evidence on effectiveness
Developing 
competence

EU regulations guide duration 
of studies; content and setup 
of curriculum is national 
competence. Less 
standardization for nurses. 
Shift to outcome-based 
learning and academization 
of nursing profession.

Variation in set-up and curriculum 
across countries, even more for 
specialists and nurses. Guidelines 
for outcome-based learning in a 
number of countries within and 
outside Europe, implementation is 
a school competence. 

Evidence on impact of curricular 
design on skills and outcomes is 
limited, of varying quality and 
showing mixed results. Evidence on 
nursing education shows a 
contribution of higher degrees to 
better patient outcomes and 
preparedness.

Entry to 
profession

Aims to ensure that 
professionals possess the 
required competence before 
they can independently 
interact with patients. 
Protects the professional title 
and defines scope of practice.

Exams, separately or as part of 
attaining the professional degree, 
are required for licensing with or 
without registration. Different 
requirements across countries for 
both doctors and nurses.

Very little (non-European) research 
on effect of licensing on outcomes, 
even less on cost-effectiveness.

Maintaining/up
dating 
competence

Given rapid evolution of 
health care and scientific 
insights, CME/CPD aims to 
facilitate updating/ 
maintaining competence.

Some countries leave it up to 
individuals; others have more or 
less formalized systems, particularly 
when licensing is time-limited. 
Increased formalization for doctors 
(21 countries), less for nurses.

CME effective on organizational and 
patient outcomes; no evidence on 
cost-effectiveness.

Sanctioning lack 
of competence

Mechanisms to ensure that 
lack of competence is 
identified and has 
consequences. 

Little consistency among countries 
about what is sanctioned and who 
is responsible. European alert 
mechanism. 

No evidence on (cost)effectiveness.

Overview across sub-strategies



• Create competence through revisiting, evaluating and updating 
curricula, teaching methods and assessment procedures to ensure 
the attainment of knowledge and skills and attitudes necessary to 
practise;

• Regulate entry to the profession (for example, by licensure and/or 
registration) in a manner that is adaptable to the changing 
landscape of healthcare and fit-for-purpose;

• Mandate continuing professional development and other 
mechanisms to maintain professional competence during practice 
and providing guidance on content and modalities, as well as aim 
for balance between activities to maintain competence and clinical 
practice; and

• Establish transparent systems of redress in cases of questionable 
fitness to practice.

Conclusions for policy-makers


