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A B S T R A C T : Regulatory bodies of health and non-health professions around the world have developed
a diverse array of mechanisms to ensure maintenance of competence of practitioners. Quality assurance of
professionals’ practices is crucial to the work of regulators, yet there are few examples of interprofessional
or cross-jurisdictional comparisons of approaches and mechanisms used to achieve this important objective.
This review was undertaken using an indicative sampling method: to control for local cultural factors, all
regulated health- and non-health professions in a single jurisdiction (Ontario, Canada) were studied, while
intra-jurisdictional comparison was facilitated through targeted study of large professions (such as medicine,
pharmacy and teaching) in other English-language jurisdictions (such as California, USA; the United Kingdom
and Australia). A total of 91 regulated professions were examined to identify trends, commonalities and
differences related to approaches used for professional quality assurance and maintenance of competence
assessment. A diverse array of approaches was identified, highlighting divergent approaches to defining
and measuring competency in the professions. Further comparative work examining this issue is required to
help identify best- and promising-practices that can be shared among regulators from different jurisdictions
and professions.

Background
Regulated professionals around the world are
entrusted with the responsibility of providing their
specialized services to members of the public with
the highest possible degree of care and quality,
often across careers that span several decades.
Successful completion of formal training, entry-topractice examinations, and in-service requirements
are intended to ensure that these professionals
are — at the start of this decades-long career —
able to demonstrate baseline competencies. In
the context of today’s rapidly evolving knowledge
and advancing technology, this emphasis on
start-up competence assessment at entry-to-practice is increasingly being called into question.1
This may be particularly important in the health
professions: It has been stated that medical knowledge in the first part of the 21st century has a
half-life of as little as five years.2 This suggests that
not only is continuing professional development
a necessity to ensure ongoing competency in
professional practice — it is actually the longest,
and most important, part of the educational
process itself.3 This reality, within a context of
accountability mandating use of standardized
mechanisms for measurement and public reporting
to provide the public with reassurance regarding
professionals’ ongoing competence — has
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highlighted the importance of regulators’ work in
a significant way.
In an effort to reconcile these various forces,
regulatory bodies around the world have developed
different models and methods for continuing
professional development and implemented diverse
strategies for assessing ongoing competence of
professionals engaged in practice. Regardless
of the highly variable scopes of practice of different
professions, or unique geopolitical or local-cultural
contexts, the goal of these mandates is generally

...NOT ONLY IS CONTINUING PROFESSIONAL
DEV ELO P MENT A NECESSIT Y TO ENSUR E
O NGO ING CO MP ET ENCY IN P RO FESSIO NA L
P R ACT ICE — IT IS ACT UA LLY T H E LO NGEST,
A ND MO ST IMP O RTA NT, PA RT O F T H E
EDUC AT IO NA L P RO CESS IT SELF.

quite aligned: to ensure professionals are engaged
in a process of life-long learning so that, at all
stages of their careers, they continue to possess
the knowledge, skills, and judgment necessary to
competently practice their profession, thus ultimately
ensuring protection of the public.4,5,6
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Despite this common objective behind professional
quality assurance, great variation exists in the
diverse systems in place across the professions
globally, and across jurisdictions within each profession.
This may be attributed to the complex interplay of
many factors, including differences in professional
regulatory legislation, interpretation of emerging
evidence, regulatory body resources and capacity,
specific professional culture and values, and
inconsistent interpretations of what actually
constitutes “professional competence.”7 Further,
the absence of evidence regarding the actual
value and impact of traditional continuing medical
education (CME) models for maintenance of
competency may raise questions of legitimacy and
effectiveness of regulators’ work.7
In this complex network, public confidence in the
systems that are in place to achieve this objective
is essential.8,9 This complexity, however, has led
some regulators to avoid direct interprofessional or
intra-jurisdictional comparisons to identify promising
or best practices around quality assurance and
competency assessment,10 arguing that applesto-apples comparisons are not possible and
apples-to-oranges comparisons are not helpful.
While such comparisons may not produce actionable outcomes immediately, we believe there is
value in such research to provide all stakeholders
with a broader context for consideration of quality
improvements that may be possible or desirable
in the area of professional quality assurance and
competency assessment.
Objectives
The objective of this review was to characterize
quality assurance and competency assessment
systems (and their constituent components) that
are being used across professions and jurisdictions
with respect to:
• Evidence to support efficacy.
• Perceived and demonstrated benefits.
• Perceived and demonstrated limitations.
Method
Given the overwhelming potential scope and breadth
that is possible for such research, a framing
mechanism for indicative sampling was required
to allow this work to proceed in a time- and costefficient manner. As a means of generating a broad
picture of the diverse array of professional quality
assurance systems that exist, this review included
Copyright 2017 Federation of State Medical Boards. All Rights Reserved.

both health and non-health professions across an
array of geographic regions. All professions
(whether health or non-health) are concerned with
ensuring the ongoing competency of those in
practice. While the specific practice context may
differ because of the nature of the profession (e.g.,
third-party oversight, remuneration models), the
need for all professions to ensure their practitioners
are competent and up-to-date in terms of their

H ISTO R IC A LLY, H EA LT H P RO FESSIO NS
H AV E LEA R NED MUCH FRO M OT H ER
FIELDS A ND INDUST R IES ( E.G., AV IAT IO N
SA FET Y LIT ER AT UR E H A S INFO R MED
INT ER P RO FESSIO NA L CO LLA BO R AT IO N
R ESEA R CH ) ...

knowledge and skills is important. Non-health
professions may have important lessons to share
with the health professions; while the specific
maintenance of competency activities they undertake
may or may not be directly applicable, there may be
value in understanding the philosophies undergirding
their approaches and this may be useful to consider
within the health professions. Historically, health
professions have learned much from other fields and
industries (e.g., aviation safety literature has
informed interprofessional collaboration research);
with this research, the inclusion of non-health professions was deemed relevant to determine whether
learning from these fields may also be valuable.
In order to control for local-cultural contexts, an
in-depth examination of all regulated professions in
one specific jurisdiction (Ontario, Canada) was
selected to facilitate intra-jurisdictional and inter
professional comparisons (see Table 1). Jurisdictionspecific factors (including the regulatory culture of
that jurisdiction, and the legal frameworks within
which regulators of all professions work within that
specific jurisdiction) may influence the development
of maintenance of competence assessment systems
that evolve; examining all regulated professions
within a single, well-developed jurisdiction such as
Ontario would therefore facilitate interprofessional
comparisons while controlling somewhat for
confounding factors such as local culture and local
legislative imperatives. Due to limitations of the
study team, only jurisdictions where English-language
documents and English-language speaking key
informants were available were selected for inclusion.
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The strong emphasis on compulsory continuing
education (especially in the health professions,
regardless of jurisdiction) as an indicator of maintenance
of competency across professions and jurisdictions
is striking given the relatively weak evidence linking
mandatory CE to maintenance of competency.12,13
The bulk of the literature related to value and impact
of continuing education or continuous professional
development and maintenance of competency has
been ambiguous at best.14,15 Despite the frequent
regulatory practice of mandating a required minimum
number of hours or credits of continuing education,
used widely across professions and jurisdictions,

MANY PROFESSIONS AND REGULATORY BODIES
A RE E VO LV I NG TOWAR D S A C P D M OD E L IN
W HI C H PRO FE SSI ON A L S TA K E G R E AT E R
PE RS O N A L R ESP ON S I B I L I T Y F OR T H E I R OW N
O N G O I N G D EV E L OP M E N T.

there is virtually no evidence available to support
this practice or to establish any correlation to positive,
practice-related outcomes.16 Instead, within certain
health professions at least, there is evidence that
compulsory continuing education has little to no
effect on professional behavioral change.17,18,19 At
least one study has noted that CE does not improve
performance in incompetent individuals.20 It is
important, however, to note the limitations of this
data: Although many meta-analyses and systematic
reviews have been conducted, none have included
funnel plots to determine if publication bias may
be present.21 Interestingly, one systematic review
noted that studies were more likely to note a positive
impact for CE or CPD when outcomes were measured
at six months, where studies with negative findings
generally measure outcomes at 12 or 18 months,
suggesting the impact of CE may have poor retention
over time.18 In addition, interpretation of evidence
regarding the impact of CE/CPD is extremely complex
due to the high variability of activity types in use and
the extraordinary individual differences at work.
Overall, the main benefit of a traditional mandatory
continuing education approach as an indicator of
maintenance of competency appears to be its ease of
use: Compared to other more involved methods with
greater complexity, resource demands or costs, this
method often only constitutes collection of professional members’ declarations of compliance and
periodic random audits to confirm compliance. For
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these reasons, it appears to continue to be a favored
method by regulatory bodies to demonstrate accountability to government and stakeholders, despite lack
of meaningful evidence supporting this approach.
Learning Portfolios
Many professions and regulatory bodies are evolving
towards a CPD model in which professionals take
greater personal responsibility for their own ongoing
development. Documentation of this development
has been identified as a specific concern and
legitimate interest of regulatory bodies, and a
diverse array of tools and mechanisms have been
used.22 Variously labeled “professional portfolios,”
“learning portfolios,” “professional development
plans,” or other proprietary names, these tools vary
in structure, content and focus. Virtually all tools
reviewed in this study were structured around
adult-learning theories23,24 involving a learning
cycle beginning with self-assessment, followed by
development of a personal learning plan to address
identified goals or deficiencies, implementation of
the plan, and reflection to evaluate outcomes of
plan implementation. Diverse formats (online,
paper-based, structured, unstructured) appear to
be available in most jurisdictions and professions.
Despite the ubiquity of these tools, no evidence
or outcome analysis was found in any jurisdiction
or profession supporting effectiveness or efficacy
of this approach.25,26,27,28,29,30
While the idea of learning portfolios is built upon a
sound theoretical foundation of adult and experiential
learning, the self-reporting and self-disclosure
inherent in the process makes evaluation of impact
challenging, if not impossible.26 While at least one
study suggests that portfolio-based approaches are
well accepted by professionals, and demonstrate
high content and face validity, their use as a reliable
indicator of competency is not consistently evident
due to the heterogeneity of portfolio designs and
methods of assessment.30 A key challenge in this
area relates to self-assessment capacity and honest
self-appraisal by professionals. A number of
studies have identified poor accuracy and validity
of professionals’ self-assessment skills when
compared to external objective and standardized
assessment methods, and the fact that this skill
may be particularly underdeveloped among those
who are in fact least competent.31,32,33,34 This
calls into question the appropriateness — and
ultimately the effectiveness — of using unguided
self-assessment and learning portfolio designs
for ensuring professional competency.35,36,37,38
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Self-Assessment and Reflective Practice
In all 91 jurisdictions and professions examined,
self-assessment, reflective practice, and life-long
learning were explicitly identified by relevant regulatory
authorities as crucial competencies for safe and
effective professional practice. There were significant
differences in approaches and requirements for
demonstration of self-assessment competencies;
20% (18/91) of regulatory bodies do not provide
any discernible structure, system or tools to
facilitate self-assessment, while 80% (73/91) of
regulatory bodies utilize a diverse array of self-audit
approaches available to practitioners. The most
common supports provided by regulatory bodies are
online multiple-choice and case-study examination
questions based on peer-derived standards with
answer keys to facilitate self-reflection. Within
the health professions across the jurisdictions
examined, the use of guided reflection questions
designed to prompt recall and deconstruction of
recent clinical experiences is widely utilized.
Increasingly, trigger-video recall mechanisms are
being utilized, in which practitioners access a
video recording of a clinical simulation and then
engage in structured reflection around the
practitioner-patient interaction as a mechanism
for self-assessment and quality improvement.
No evidence of value or efficacy of these tools or
of reflective practice/self-assessment was found
within specific regulatory bodies or professions
examined.39,40 Within the health professions in
particular, there is increasing evidence to challenge
the notion that most practitioners actually engage
in, or are capable of engaging in, authentic selfassessment.31,39 Adult learning theory related to
CPD hinges on the first part of the cycle — self
assessment — and is based on the premise that

M A K I N G S E L F-ASSE S S M E N T C OM P U L SORY,
RE PO RTA BL E , AN D M E A S U R E A B L E C H ANG ES
THE PR AC T I T I ON E R S’ R E L AT I ON S H I P TO T H E
AC T I T S E L F, MAK I N G I T A H OOP T H ROU G H
W HI C H H E O R SH E M U S T J U M P. . .

adult practitioners are capable of self-identification
of practice-related deficiencies or areas requiring
improvement.24 Within the health professions in
particular, the use of unguided/unfacilitated selfassessment as a springboard for ensuring professional competence has been called into question.
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Several researchers have noted a structural
misalignment within the CPD philosophy between
practitioners’ goals and broader professional
or regulatory objectives, which may inhibit public
declaration of learning gaps for fear this may
lead to punishment.41,42 Further, the one-year
CPD cycle favored by most regulators to align

W IT H IN T H E H EA LT H P RO FESSIO NS ACRO SS
T H E JUR ISDICT IO NS EXA MINED, T H E USE OF
GUIDED R EFLECT IO N Q UEST IO NS DESIGNED
TO P RO MP T R EC A LL A ND DECO NST RUCT ION
O F R ECENT CLINIC A L EXP ER IENCES IS
W IDELY UT ILIZED.

with annual renewal of registration may not —
psycho-educationally — provide sufficient time for
true engagement in the learning and professional
development process: A two-to-five year cycle for
professional development and practice change
may be more realistic for busy practitioners.27
Attempts by regulators to use self-assessment
for both summative and formative purposes clouds
the true objective for practitioners, which in turn
taints the self-assessment process itself.27 Making
self-assessment compulsory, reportable, and
measureable changes the practitioners’ relationship
to the act itself, making it a hoop through which
he or she must jump rather than a valuable selfimprovement activity.
Despite these critiques, the use of self-assessment
as a cornerstone for maintenance of competency
activities and reporting was widespread across the
health and non-health professions. Perhaps most
telling were practitioner-led blogs or chat-rooms,
which noted how susceptible this activity is to
faking, and the disengagement it may subsequently
produce as a result.26
Peer and Concealed/Unconcealed
Practice-based Assessment
The use of peers as agents to evaluate ongoing
maintenance of competency is widely used and
widely described. This collegial model of assessment
typically involves direct observation of one practitioner
by another practitioner, under standardized (e.g.,
testing) or naturalistic (e.g., in-practice) conditions,
followed by some form of structured and unstructured
debriefing and assessment.
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As many of these methods have a psychometric
foundation and utilize measurement approaches,
there is a growing literature and evidence to
support their use (to a greater or lesser degree) in
providing assurance of maintenance of competence.43,44,45,46 Significant emphasis on training of
peer reviewers/inspectors and standardization of
expectations contributes positively to reliability and
validity of assessments.46,47 Use of structured
assessment forms and rubrics in both this training
process and in the actual peer-to-peer visit is also
important for the defensibility of the process.46,47
While each profession and jurisdiction must
customize assessment forms to unique local-cultural
needs, the existence of an agreed upon structure
for peer-led assessment enhances feasibility of
implementation of such programs.
A significant critique of this standardization approach
relates to the issue of checklist-driven practice:
Reducing the complex and nuanced work of a professional into a convenient 1–2 page checklist-driven
form negates the true meaning of professional
practice.48,49,50 Further, as the process itself becomes
more widespread within a profession, the checklist
itself becomes professional practice, and practitioners
begin to adapt their highly individualized and
contextualized practices to a generic standard.51
There is some emerging evidence to suggest such
approaches may also punish or inadequately
measure the performance of the true experts and
leaders in practice;51,52 in some cases, some
practitioners may truly be without (local) peers who
can fairly assess their practice.53
Within the profession of medicine across all jurisdictions studied, the use of multi-source feedback
(360-degree reviews) has been growing;56,57,58,59 in
other professions and fields there are also reported
attempts at implementation of this form for quality
assurance.60 Multisource feedback — when appropriately implemented with trained facilitators and
practitioners — demonstrates sufficient psychometric
reliability, validity, and generalizability to be a
prominent component of a quality assurance
process.56,57,58 The selection of a context-specific,
validated multisource feedback instrument is
crucial.56,57 Within medicine (where this has been
studied most robustly), acceptable generalizability of
findings appears when responses are collected from
25–35 clients and 8–15 colleagues and coworkers.
There is considerable variation in impact and
outcome associated with multisource feedback:
40–70% of practitioners report any inclination to
change their behavior or practice upon receipt of
Copyright 2017 Federation of State Medical Boards. All Rights Reserved.

feedback, while 25–55% self-report actual implementation of change based on receipt of feedback.
Facilitated feedback, and ongoing coaching/mentoring
appear crucial to the success of multisource feedback in facilitating practice change.61,62,63,64,65,66
Of course, such systems are extraordinarily costly,
time-consuming, and logistically challenging. Areas
reported to be most amenable to change following
multisource feedback include communication with
clients and colleagues.67,68 Multisource feedback
has been promoted as serving a dual role in
professional quality assurance — as an assessment
of professional competency based on norm-referenced
standards, and as a method to contextualize
individual continuing professional development
needs to ultimately stimulate behavior or practice
change.62,63,66 Concerns have been expressed
regarding the capacity of multisource feedback to
actually evaluate all critical competencies of a professional: A client is not likely to fully grasp and appropriately rate a practitioner’s technical skills or clinical

R EDUCING T H E CO MP LEX A ND NUA NCED
WO R K O F A P RO FESSIO NA L INTO A
CO NV ENIENT 1–2 PAGE CH ECKLIST- DR IV EN
FO R M NEGAT ES T H E T RUE MEA NING O F
P RO FESSIO NA L P R ACT ICE.

knowledge, while a colleague may not accurately
evaluate a peer’s record-keeping practices.67 While to
some degree this issue can be mitigated by expanding the circle of stakeholders involved in multisource
feedback, time, resource and logistics constraints in
reality often mean this simply is not possible.
Direct observation models of quality assurance
can take different forms, ranging from concealed
observation, in which practitioners are unaware
they are being observed (e.g., mystery shopper
methods used in pharmacy in some jurisdictions, to
unconcealed observation of real-world practice or
standardized competence assessment using objective
structured clinical examinations (OSCEs). Across
professions and jurisdictions in this study, there
are many different variations of direct observation
used by regulatory bodies to assess maintenance
of competence of practitioners.
Psychometricians consider direct observation to
be a valuable tool with good content validity;69,70,71
concealed — or “mystery shopper” — observation
(though perhaps ethically questionable) is thought
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to demonstrate even greater fidelity to actual
performance as it enables assessors to evaluate
what a professional does in day-to-day practice
without the confounding impact of the Hawthorne
effect.72,73,74 Concealed assessment of real-world
practice has been described as the “gold standard”
of quality assurance in the professions.72 From a
regulatory perspective, however, concealed assessment poses extraordinary challenges and risks,
particularly from the perspective of the relationship
between regulator and practitioner. For many
practitioners, such a practice raises concerns of
authoritarian surveillance, and sets up an inherently
antagonistic relationship between professional and
regulator. The notion of being “spied on” in practice
can be very anxiety provoking, despite psychometric
evidence as to its value and impact.73 The stress
and harm this can produce has severely limited use

technical skills of the profession, counseling
practices, negotiation and conflict management.78,79,81
Unconcealed direct observation can be standardized
or un-standardized: Standardized processes utilize
traditional testing methods (e.g., multiple choice
case-based tests of knowledge or simulations such
as OSCEs or objective structured clinical examinations).78,79,81 Health professions are — in general —
much further advanced in these areas than the
non-health professions examined in this study,
though several non-health professions (notably law
and teaching) have highlighted interest in these
approaches. Unstandardized or naturalistic processes involve use of standardized assessment
tools but within a real-world, context-sensitive practice.
This approach has been criticized for not being
capable of actually facilitating comparisons within a
cohort of professionals: If the observer happens
(through random luck) to arrive on a terrible or busy
day, the practitioner may be disadvantaged.78,80

A K E Y FI N D I NG F ROM T H I S ST U DY I S T HE
N OTI O N T H AT N O ON E -S I Z E F I T S A L L . . .
THE RE I S N O SI N G L E ‘ G OL D STAN DA R D ’
Q UA L I T Y A S SUR AN C E M E C H A N I S M .

of “mystery shoppers” within regulated professions,
despite the widespread use of such techniques in
investigative journalism/reporting of professionals.
The Pharmacy Guild of Australia has arguably the most
highly developed concealed observation program,
in which pharmacists’ clinical and customer service
performances are evaluated.72,73,74 Scenarios
for this process are developed through a multistakeholder process (including pharmacists, clients,
other health professionals), mystery shoppers are
well-trained professional actors capable of reliably
portraying their scenario on multiple occasions and
responding in semi-standardized fashion to the flow
of interaction with the unsuspecting pharmacist,
all interactions are secretly video-recorded, and
assessment is undertaken externally using validated
assessment instruments.75,76,77
Unconcealed direct observation has been most
widely studied in the context of students and trainees
in most professions, rather than with practicing
professionals.78,79 A strong emphasis in this
approach is on the design of psychometrically
defensible global/holistic scales and analytical
checklists that can be used to standardize the
assessment process.80,81 Commonly assessed
skills are history-taking, communication skills,
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Summary
As described in this study, there is a plethora of different methods and models used by regulatory bodies
across professions and jurisdictions in the name of
“quality assurance.” A key finding from this study is
the notion that no one-size fits all; not only does each
profession use or require a unique model, professions
within the same jurisdiction also use or require their
own unique model. Thus, there is no single “gold
standard” quality assurance mechanism to ensure
maintenance of competence of practitioners.
In large part, the choice of a specific method or
model seems to be driven by the regulators’ need
to balance sometimes-conflicting duties to the
general public and the professionals whom they
govern. For example, the strongest consequential
validity evidence for a quality assurance mechanism
that exists is for concealed direct assessment of
practitioners,77 yet it is only used by one profession
in one jurisdiction and even then is extraordinarily
challenging. One strongly worded blog post from
a pharmacist in Australia stated he would feel
“professionally violated” if he were ever involved in
such an interaction, and this very strong emotional
response to the process continues to make
implementation or spread of the method almost
impossible, and continuously threatens the viability/
existence of the model in Australia.75
This balance regulators face is further complicated
by real world exigencies of cost, time, resource, and
logistics. As a result, the vast majority of regulatory
Copyright 2017 Federation of State Medical Boards. All Rights Reserved.

bodies in this study appear to have opted for quality
assurance mechanisms that may be easily implemented, conceptually simple to grasp, and possess
some measure of face-validity — for example
mandatory continuing education hours, or maintenance
and audit of a learning portfolio. Unfortunately, the
evidence to support the value of such methods in
terms of practice improvement or maintenance of
competency is sparse. Where more sophisticated
and defensible competency assessment methods
have been used — for example, unconcealed direct
observation or chart-stimulated recall — there is
a strong need to ensure psychometric rigor of the
process. This requires investment in training of
peers and practitioners, development and validation
of high-quality and defensible assessment tools,
mechanisms for one-on-one observation that are timeconsuming and costly. Other methods — such as multisource feedback — have the potential to demonstrate
consequential validity but require investments in
ongoing coaching and mentoring that are generally
beyond the resources — or remit — of regulatory bodies.
Perhaps uncomfortably, this research has highlighted the widespread use of quality assurance
mechanisms across professions and jurisdictions
that may not be of any particular value or impact
in achieving the stated objective of ensuring
maintenance of competence and safe and effective
professional practice. While the mechanisms
themselves — such as continuing education — do

HO N E S T S E L F -AP P R A I SA L B Y R E G U L ATO R S —
A N D T H E PU B L I C T H E Y S E RV E — I S E SSE N T IA L
I N O R D E R TO M AN AG E E X P E C TAT I ON S
A S TO W H AT R E G UL ATOR S A N D QUAL I TY
A S S U R A N C E M E CH A N I S M S C AN AC T UA LLY
AC C O M PL I S H .

require time and effort, and may, on the face of it
appear to be meaningful — the actual evidence
supporting their value is scant at best. This is a
significant challenge to regulators: While it is of course
important to be seen to be ensuring maintenance
of competence of practitioners, this activity should
actually have this effect in reality. Currently, as
highlighted in this study, the bulk of activities used
across a broad swath of professions worldwide do
not appear to be as meaningful as regulators may
wish them to be — or as the general public may
expect them to be.
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Ultimately, the tension between psychometrics and
practicality, or between practitioner acceptability
and public accountability, will not be easily
addressed. As highlighted in this study, there can be
no one-size fits all solution to the quality-assurance
conundrum. Increasingly, regulatory bodies (particularly
in health professions) have noted the value of
multiple methods at multiple times as a more

INCR EA SINGLY, R EGULATO RY BO DIES
( PA RT ICULA R LY IN H EA LT H P RO FESSIO NS)
H AV E NOT ED T H E VA LUE O F MULT IP LE
MET H O DS AT MULT IP LE T IMES A S A MO R E
FEA SIBLE A ND EFFECT IV E A P P ROACH TO
Q UA LIT Y A SSUR A NCE.

feasible and effective approach to quality assurance.82 Ongoing work to evaluate these more
complex and evolving models is required. A particular
strength of the approach used in this work is the
use of a structure/process/outcome approach to
evidence initially proposed by Donabedian,83 highlighting the importance of data and evidence to
support conclusions regarding program quality.
Conclusions
This study was initially undertaken in an effort to
better understand the diverse methods by which
regulatory bodies around the world in different
health- and non-health professions fulfilled their
mandate of ensuring safe and effective professional
practice and ongoing maintenance of competence
of practitioners. As a scoping review, this research
is indicative, rather than statistically representative,
of the regulatory communities studied. Findings
should be interpreted with caution, as the convenience
sample selected for study is limited to large
professions in English-speaking jurisdictions only.
The absence of gold-standard models or practices,
and the recognition that, for all professions and
jurisdictions this is a work-in-progress, is sobering.
Honest self-appraisal by regulators — and the public
they serve — is essential in order to manage
expectations as to what regulators and qualityassurance mechanisms can actually accomplish.
Trade-offs in terms of costs/benefits and risks/
rewards must constantly be balanced. While
theoretically and conceptually superior methods
may exist, real-world exigencies may preclude their
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implementation. Conversely, the existence of such
exigencies should not be used as an excuse by
regulators or others to condone ongoing use of
weaker methods with scant evidence of impact
simply because they are quick, cheap and easy.
Worse, when such methods are used, they should
be honestly presented to the public and other
stakeholders, and not be “sold” as being more
meaningful or powerful than the evidence behind
them provides.
There appears to be interest and efforts amongst
regulators to improve the quality of quality-assurance
mechanisms, and to address the challenges
associated with doing so. As highlighted in this
study, every profession in every jurisdiction is
struggling with similar issues and challenges; moving
towards more collaborative interprofessional and
intra-jurisdictional approaches to quality assurance
of professional practice may provide opportunities
to pool resources, enjoy economies of scale, and
ultimately lead evolution of regulatory practices in
a more meaningful way. n
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