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Abstract: The Society for Academic Continuing Medical Education commissioned a study to clarify and, if possible, to
standardize the terminology for a set of important educational interventions. In the form of a guideline, this article describes one
such intervention, educational meetings, which is a common intervention in health professions’ education. An educational meeting
is an opportunity for clinicians to assemble to discuss and apply important information relevant to patient care. Based on a review of
recent evidence and a facilitated discussion with US and Canadian experts, we describe proper educational meeting terminology
and other important information about the intervention. We encourage leaders and researchers to consider and to build on this
guideline as they plan, implement, evaluate, and report educational meeting efforts. Clear and consistent use of terminology is
imperative, along with complete and accurate descriptions of interventions, to improve the use and study of educational meetings.
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The Society for Academic Continuing Medical Education
(SACME) commissioned the terminology project to shed

light on four major educational interventions for which termi-
nologymaybe a source of confusion, and, as such,may interfere
with progress in research and in application. Based on pub-
lished evidence reports, systematic reviews, expert opinion, and
an earlier foundational project that established the extent to
which terminology is a barrier among professionals and

researchers in the field of continuing medical education,1 the
current project selected four interventions with the goal of
creating guidelines to assist leaders and researchers in their
ongoing use and study of the selected educational interventions.
The purpose of each guideline is to standardize terminology
and to generate additional discussion to advance the field.
This article describes the findings from one of the educational
interventions considered: educational meetings.

Disclosures: The authors report the Society for Academic Continuing Medical Education (SACME) commissioned the project with funding from Pfizer, Inc. The views

expressed in this article are those of the authors and not necessarily those of SACME or Pfizer, Inc. Dr. Olson is the Editor-in-Chief of The Journal of Continuing Education in

the Health Professions, of which the SACME is part owner. The remaining authors declare no conflict of interest.

Dr. Van Hoof: Associate Professor, University of Connecticut School of Nursing, Storrs, CT, and Associate Professor, Department of Community Medicine and Health Care,

University of Connecticut School of Medicine, Farmington, CT. Ms. Grant: Research Associate, Continuing Professional Development, Faculty of Medicine, University of

Toronto, Toronto, ON, Canada. Ms. Sajdlowska: Research Assistant, School of Nursing, University of Connecticut, Storrs, CT. Dr. Bell: Associate Professor, Department of

Medicine, Faculty of Medicine, University of Toronto, Toronto, ON, Canada. Dr. Campbell: Associate Professor of Medicine, University of Ottawa, Ottawa, ON, Canada, and

Director, Continuing Professional Development, Royal College of Physicians and Surgeons of Canada, Ottawa, ON, Canada. Ms. Colburn: Executive Director, Center for

Continuing Education, University of Nebraska Medical Center, Omaha, NE. Dr. Dorman: Professor, Johns Hopkins University School of Medicine, Baltimore, MD.

Dr. Fischer: Director, National Resource Center for Academic Detailing, Division of Pharmacoepidemiology and Pharmacoeconomics, Brigham and Women’s Hospital,

Boston, MA, and Associate Professor, Harvard Medical School, Boston, MA. Dr. Horsley: Associate Director, Research Unit, Royal College of Physicians and Surgeons of

Canada, and Adjunct Faculty, Department of Epidemiology and Community Medicine, Faculty of Medicine, University of Ottawa, Ottawa, ON, Canada. Dr. LeBlanc:
Associate Dean, Continuing Professional Development, and Professor, Department of Emergency Medicine, Dalhousie University, Halifax, NS, Canada. Dr. Lockyer:
Professor, Department of Community Health Sciences, and Senior Associate Dean, Education, Cumming School of Medicine, University of Calgary, Calgary, AB, Canada.

Dr. Moore: Professor of Medical Education and Administration, Director, Office for Continuing Professional Development, and Director of Evaluation, Medical Student

Curriculum, Vanderbilt University School of Medicine, Nashville, TN. Dr. Morrow: Associate Clinical Professor, Department of Family and Social Medicine, and Associate

Director of Interventional CME, Center for CME, Albert Einstein College of Medicine, Bronx, NY. Dr. Olson: Assistant Professor, Department of Medicine, Geisel School of

Medicine at Dartmouth, Hanover, NH. Dr. Silver: Professor, Department of Psychiatry, Vice-President Education, Centre for Addiction and Mental Health, Faculty of

Medicine, University of Toronto, Toronto, ON, Canada. Dr. Thomas: Professor, Icahn School of Medicine at Mount Sinai, New York, NY. Dr. Turco: Assistant Professor of
Medicine, Geisel School of Medicine at Dartmouth, and Director, Center for Continuing Education in the Health Sciences and Continuing Medical Education, Dartmouth-

Hitchcock, Hanover, NH. Dr. Kitto: Director of Research, Continuing Professional Development and Assistant Professor, Department of Surgery, Faculty of Medicine,

University of Toronto, Toronto, ON, Canada, and Scientist, Wilson Centre, University Health Network, Toronto, ON, Canada.

Correspondence: Thomas J. Van Hoof, MD, EdD, University of Connecticut, 231 Glenbrook Road, Unit 4026, Storrs, CT 06269-4026; e-mail: tom.vanhoof@uconn.edu.

Copyright ª 2015 The Alliance for Continuing Education in the Health Professions, the Association for Hospital Medical Education, and the Society for Academic Continuing

Medical Education

S60 JCEHP n Fall 2015 n Volume 35 n Supplement 2 www.jcehp.org

Copyright ª 2015 The Alliance for Continuing Education in the Health Professions, the Association for Hospital Medical Education,
and the Society for Academic Continuing Medical Education. .All rights reserved



The project team used the Chaffee framework, known as
“explication,”2 to establish a clearer scientificmeaning for each
intervention, to the extent that current research and thinking
allow. Explication strengthens ties between theory, observa-
tion, and research by helping experts to use words (terms) in
more disciplined ways.2 Through concept explication, experts
are able to communicate more precisely by having explicit,
shared understandings of key terms, which in this project
include terms associated with common evidence-based inter-
ventions. Once a term is selected, explication includes identi-
fying and reviewing the relevant literature, drafting definitions
or descriptions, and applying and revising definitions.2 The
team modified the Chaffee framework by following it to the
point of developing a guideline that SACME and authors of
the articlewill promote for application and revision throughout
the continuing education community.

The internal project team (T.V.H., R.E.G., and S.K.) oper-
ationalized the Chaffee framework through a consensus pro-
cesswith agroupofUSandCanadian experts,whowere leaders
and/or researchers in continuing education. The project team
used a series of biweekly surveys to interact virtually with the
experts throughout four consecutive 3-month cycles, with each
cycle devoted to a single intervention. Based on a review of
evidence, the project team drafted an initial survey in each cycle
to introduce the intervention of focus, common terms associ-
ated with it, sources of recent evidence, and other key articles
and resources.With input from the experts, the team developed
a second survey and used a modified Delphi technique3 in this
and in subsequent survey rounds to solicit feedback about key
aspects of the intervention. The Delphi-style surveys continued
either until the experts came to consensus on each item or until
responses were not moving toward agreement. The Delphi
technique is a virtual strategy to generate discussion while mi-
nimizing nonproductive group dynamics.3 We modified the
typical Delphi technique using the same expert group members
across all four cycles of the project. Although not every person
has expertise in each intervention, collectively the project team
and expert group have specific expertise in, and a general
appreciation for, the history, culture, and application of this
area of research.

As per the Delphi technique, experts who provided timely
feedback (within 8 days) in the Delphi rounds were provided
results (personal and aggregate responses) and asked to
reconsider their previous responses in the next survey for any
items for which the group had not reached consensus. In this
way, the team tried to facilitate the experts coming to consensus
(defined either as $70% agreement on any single response or
as $80% agreement on the combination of two adjacent
responses at either end of a 5-point Likert scale, when appli-
cable) about different facets of the intervention. Based on the
finalDelphi results, the project teamdrafted and sent a guideline
to the experts as the fifth and final survey of the cycle with
a request for additional feedback that informed the final version
described in this article.

This article describes the information contained in the
guideline for educational meetings. In this cycle (August to
October 2014), 18 experts began the process with participation
in the Delphi rounds at 88.9%, 93.5%, and 93.3%, with 14
experts completing all three rounds for an overall response rate
of 77.8%. Providing yet another opportunity for interaction
and discussion, the authors of this article include both project

team and 14 experts who 1) completed all 3 Delphi rounds, 2)
met criteria for authorship, and 3) agreed to authorship.
Additional information is available about the cycle and the
project’s methods.4

WHAT IS AN EDUCATIONAL MEETING?

An educational meeting is an intervention used for quality
improvement and other professional purposes. The essence of
the intervention is that a group of professionals assembles to
communicate about important information relevant to patient
care as part of a series of meetings and/or as part of a multi-
faceted intervention. Generally, an educational meeting will
include a brief didactic component (recommended to be brief),
such as an expert facilitator’s perspective on a clinical case, new
or revised guideline, and/or latest evidence. An educational
meeting should include an interactive component (recom-
mended to predominate the session), which allows participants
to evaluate new information and to consider how it relates to
(ideally, to the extent possible) higher-order educational out-
comes, such as clinician competence, clinician performance,
and patient outcomes.

Educational meetings should include preactivities (e.g.,
review of performance data) and postactivities (e.g., implement
a change in practice), which maximize the value of the group
time and prioritize the time for activities that cannot be per-
formed by the individual alone (e.g., reading) or by the group
through some other evidence-based intervention (e.g., practice
facilitation). The communicationprocess during an educational
meeting should be robust and three-way, i.e., between partic-
ipants and the expert facilitator (e.g., case discussion), between
the participants themselves (e.g., sharing best practices), and
between the participants and the content (e.g., consideration of
barriers to implementation).5 The outcomes targeted will
influence the agenda of an educational meeting and its desired
audience, interprofessional or otherwise, as will the use of very
specific types of educational meetings (e.g., morbidity and
mortality conference and journal club).

WHAT IS THE BEST PUBLISHED DESCRIPTION OF
EDUCATIONAL MEETINGS?

To the group’s best knowledge, no published definition of
educational meetings exists, beyond descriptions of more spe-
cific types of educational meetings, such as morbidity and
mortality conferences, and beyond operational definitions for
the purpose of including or excluding published studies in
systematic reviews (e.g., “[health] care providers who have
participated in conferences, lectures, workshops, or trainee-
ships”6). The group recommends the description in the last
section to initiate a dialog about themore sophisticated use and
understanding of educational meetings.

WHAT OTHER TERMS DO PEOPLE USE TO
DESCRIBE EDUCATIONAL MEETINGS?

The experts came to consensus on the term educationalmeetings
to describe this intervention, but they also seriously considered
one other term, interactive educational meetings. Across the lit-
erature, variation exists both in the terms used and in their
component descriptions, which are often incomplete.7 Any term

Educational Meetings’ Guideline Van Hoof et al. S61

Copyright ª 2015 The Alliance for Continuing Education in the Health Professions, the Association for Hospital Medical Education,
and the Society for Academic Continuing Medical Education. .All rights reserved



used to describe an intervention should include a complete
description of what precisely constitutes the intervention strat-
egy.8This advice certainly applies to educationalmeetings,which
is a common but potentially complex intervention.

WHAT ARE SOME INTERVENTIONS THAT MAY BE
CONFUSED WITH EDUCATIONAL MEETINGS?

Beyond the various types of specific educational meetings (e.g.,
journal club) that exist and should be distinguished from one
another, interventions that may be confused with educational
meetings include educational outreach (also known as aca-
demic detailing) and practice facilitation. These two inter-
ventions often involvemeetings with groups for the purposes of
continuing education and an exchange of information between
an expert and a clinician or health care team.The differences are
that these visits tend to be briefer, the groups smaller, and they
donot offer the benefit of direct peer interaction across provider
groups being visited. Additionally, educational outreach and
practice facilitation visits tend to be more targeted and tailored
to an individual provider than an educational meeting with its
larger audience, and they also occur in the clinician or health
care team’s own practice setting rather than in an institutional
or hospitality setting as is most common for educational
meetings, particularly courses, grand rounds, conferences,
workshops, seminars, and symposia.

WHAT ARE SOME IMPORTANT CHARACTERISTICS
OF EDUCATIONAL MEETINGS?

Evidence reflected in the most recent systematic review9 (first
four items) and/or expert opinion (all items) has identified the
following characteristics as being potentially important to
educational meetings:

1. Consistent attendance (implying engagement) of
participants9

2. Less complex clinician behaviors targeted for change9

3. Mixed format (didactic and interactive), but mostly
interactive9

4. Serious educational or patient care outcomes targeted for
change9

5. Baseline adherence to targeted behavior is relatively low
6. Part of, or complementary to, a multifaceted intervention.

Other characteristics (e.g., frequency of meetings and
number of participants) may be important too; therefore,
additional research is necessary.9 As no precise formula cur-
rently exists, the best strategy is careful assessment10 of each
educational or quality improvement initiative with these
characteristics in mind.

HOW ARE EDUCATIONAL MEETINGS BELIEVED
TO WORK?

Solberg’s conceptual framework for practice improvement11

may be a helpful theory to guide educational meetings, partic-
ularly when they are being used in the service of changing
clinician performance and improving patient outcomes, as
educationalmeetings primarily should be.12 Solberg11 describes
that quality improvement is a product of a combination of

identifying a priority and promoting both change process
capability and care process content to leverage facilitators and
overcome barriers in practice. By modeling the process of
planning, implementing, and evaluating efforts to improve
patient care—helping clinicians to do (complete a project) and
to understand (reflect on and discuss) the process—facilitators
of educational meetings can help clinicians to build capacity
and infrastructure, especially if an explicit framework guides
the process.10 A series of educational meetings that follows
evidence-based practices in continuing education is an appro-
priate way to support practice improvement.12

UNDER WHAT CIRCUMSTANCES SHOULD ONE
CONSIDER USING EDUCATIONAL MEETINGS?

Educational meetings can be an effective albeit modest strategy
to change clinician behavior and to improve patient outcomes,9

but onlywhen educational meetings are planned, implemented,
and evaluated appropriately.10,12 A variety of evidence-based
principles and practices (e.g., needs assessment, multifaceted
interventions, sequencing, interaction, and commitment to
change) are available to inform educationalmeetings, and these
principles and practices can be incorporated into suchmeetings
as well.13,14 As part of a multifaceted intervention strategy,
educational meetings can fulfill an array of functions across
three important phases of learning: predisposing, enabling, and
reinforcing.10,15 Although participants may need to adjust to
amore active role and to a different agenda and format, such an
adjustment is possible if educators provide an explanation
(theory and evidence) and support for the changes being made.
One author has proposed simple strategies to transform lec-
tures—a commonuseof educationalmeeting time—into amore
interactive experience.16 Another author has published a series
of steps with brief explanations for planning an effective set of
educational meetings.17–21

WHAT OTHER INTERVENTIONS COMPLEMENT
EDUCATIONAL MEETINGS?

Depending on the initial and ongoing needs that clinicians and
educational programs have, educational meetings can achieve
any purpose (planning, implementation, or evaluation) and
complement any evidence-based intervention, especially per-
formance measurement and feedback of patient care data and
practice facilitation. Use of educational meetings to support
performance improvement continuing medical education,
also known as PI CME, is a sensible strategy. At the beginning
of any quality improvement initiative, educational meetings
can allow a facilitator to establish rapport, disseminate
information, and inspire change. During an ongoing project,
educational meetings can provide an opportunity to offer
feedback, share data, and improve an activity (formative
evaluation). Finally, at the end of a project, educational
meetings can provide an opportunity to debrief on an activity,
evaluate an activity (summative evaluation), and plan the next
phase of a quality improvement initiative. Much like practice
facilitation, educational meetings can be as much a vehicle for
delivering interventions as they can be an intervention in their
own right. Perhaps, the “vehicle” approach is a better way to
conceive of educational meetings, as it is entirely different
from the lecture approach.
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WHAT IS THE EVIDENCE ASSOCIATED WITH
EDUCATIONAL MEETINGS’ EFFECTIVENESS?

Authors of themost recent systematic review andmeta-analysis
of educational meetings concluded: “Educational meetings
alone or combined with other interventions can improve pro-
fessional practice andhealth care outcomes for the patients. The
effect is likely to be small . . . Strategies to increase attendance at
educational meetings, using mixed interactive and didactic
formats, and focusing on outcomes that are likely to be per-
ceived as serious may increase the effectiveness of educational
meetings. Educational meetings alone are not likely to be
effective for changing complex behaviors.”9

WHAT ARE SOME BEST PRACTICES ASSOCIATED
WITH EDUCATIONAL MEETINGS?

Given the versatility and comfort with educational meetings,
the most important practice concerning this intervention is to
increasingly integrate planning, implementation, and evalua-
tion into the educational meeting itself and to use the inter-
vention as a vehicle of bringing evidence andother interventions
to interprofessional teams of clinicians in support of practice
change.10,12 For educational meetings that are still grounded in
a passive lecture mode, where the only interaction is a brief
question and answer period at the end of the session if time
permits, making a gradual transition to a more interactive ses-
sion is a logicalfirst step toward educationalmeetings becoming
a more robust quality improvement-oriented intervention.16

People leading educational meetings should consider them-
selves as “facilitators” rather than as “presenters,” and plan-
ners need to recruit and to prepare facilitators for this role,
especially if they are outside experts not familiar with the
program.12

WHAT ARE SOME IMPORTANCE RESEARCH ISSUES
CONCERNING EDUCATIONAL MEETINGS?

Pressing research issues include a better understanding of
important determinants of educational meetings’ effective-
ness, such as their intensity (e.g., number, duration, and
frequency); a format that emphasizes interaction; the com-
plexity of behaviors and outcomes; the seriousness of patient
outcomes; and an educational meetings’ role in multifaceted
interventions.9 Collecting and reporting on a comprehensive
set of determinants will help the field to improve educational
interventions and to understand their effectiveness.8,9 How
to help participants and other stakeholders to overcome
barriers to embrace a more interactive, evidence-based
approach to educational meetings is an area worthy of
research effort too.22

WHERE CAN ONE LEARN MORE ABOUT
EDUCATIONAL MEETINGS?

The following articles provide helpful guidance on educational
meetings:

1. The most recent systematic review and meta-analysis of
educational meetings:

Forsetlund L, Bjorndal A, Rashidian A, et al. Continuing
education meetings and workshops: effects on professional

practice and health care outcomes. Cochrane Database of
Systematic Reviews. 2009; Issue 2. Art. No. CD003030.
DOI: 10.1002/14651858. CD003030pub2.

2. A framework for planning and evaluating any educa-
tional intervention, including educational meetings:

Moore DE, Green JS, Gallis HA. Achieving desired
results and improved outcomes: integrating planning and
assessment throughout learning activities. J Cont Educ
Health Prof. 2009;29(1):1–15.

3. A guideline that describes elements of educational
interventions that are relevant to planning and
reporting:

Davis D, Bordage G, Moores LK, et al. The science
of continuing medical education: Terms, tools, and
Gaps: Effectiveness of continuing medical education:
American College of Chest Physicians evidence-
based educational guidelines. Chest. 2009;135:
8S–16S.

4. A morbidity and mortality series with a nice description
of the planning for, and follow-up to, each session and the
interactive agenda that it follows:

Bechtold ML, Scott S, Nelson K, et al. Educational
quality improvement report: outcomes from a revised
morbidity and mortality format that emphasized patient
safety. Qual Saf Health Care. 2007;16:422–427.

5. An article that describes strategies to begin to transform
a lecture into a more interactive format:

Graffam B. Active learning in medical education:
strategies for beginning implementation. Med Teach.
2007;29(1):38–42.

6. A three-article case study of a common grand rounds’
program and the extent to which it reflects evidence-
based principles and practices and barriers and recom-
mendations emerging from it:

Van Hoof TJ, Monson RJ, Majdalany GT, Giannotti
TE, Meehan TP. A case study of medical grand rounds:
are effective methods being used? Acad Med. 2009;84
(8):1144–1151.

Van Hoof TJ, Monson RJ, Majdalany GT, Giannotti
TE, Meehan TP. Improving medical grand rounds:
barriers to change. Conn Med. 2009;73(9):545–551.

Van Hoof TJ, Monson RJ, Majdalany GT, Giannotti
TE, Meehan TP. Improving medical grand rounds:
recommendations. Conn Med. 2009; 73(10):601–607.

Educational meetings are an evidence-based intervention
that can be an effective strategy to change important edu-
cational outcomes, but reports about the intervention have
incomplete data and conflicting terminology. We offer this
guideline, which is based on a recent evidence review and an
expert consensus process, as a starting point for leaders, who
are planning educational meetings, and for researchers,
who are studying educational interventions. At the very
least, we encourage complete and accurate descriptions of
intervention efforts, and caution educators and quality
improvement experts from solely relying on terms to convey
details or meaning, especially when interventions are mul-
tifaceted. Along with SACME, we welcome constructive
criticism about the opinions expressed here, and we hope
that this guideline will inspire better practice and research in
the field.
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Lessons for Practice

n An educational meeting is an evidence-based intervention
that can support clinicians in efforts to change their behavior
and to improve patient care.

n Authors should provide complete and accurate descriptions
of educational meetings and avoid reliance on new or
established terms.

n Leaders and researchers should engage in ongoing discus-
sion about the terminology, evidence, and theory underlying
educational meetings.
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