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Those completing formal continuing education
activities are frequently asked whether they will
make a change in practice based on their partici-
pation in the educational activity. However, the fol-
low-up question of whether a change was made
is seldom asked, and even less often are learners
asked what prevented them from making a change
they had intended to make. These three questions
comprise the heart of a model called commitment
to change. Although methods of the model derive
from the work of scholars reported in the 1960s,
commitment to change currently is undergoing a
resurgence of interest from educators in the health
professions.

This article investigates the potential of com-
mitment to change to alter behavior and measure
outcomes. There are three main parts that consider

the following: (1) the fundamental relationships
between science and judgment and a conceptual
framework to facilitate measurement of outcomes;
(2) theories of human action, learning, and orga-
nizational behavior; and (3) the methods of com-
mitment to change. Ways that external fluctuations
can influence delivery of care are also discussed,
alongside communication as a means to stabilize
organizations delivering health care. The novel role
of self-directed learning in promulgating and
responding to change is highlighted. Finally, cau-
tions and questions are raised about studying and
implementing commitment to change inside and
outside the workplace.

Science, Judgment, and 
Conceptual Framework

Science and Judging

Those eager to study or apply outcomes research
frequently turn to the dictionary to define its
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central terms, outcome and assessment. An out-
come results from something: it is a final product
or conclusion reached through a process of logi-
cal thinking. Assessment is the act of evaluating
or appraising.1 To be able to assess outcomes, we
must believe not only that we can cause something
to occur, but that we can also measure the human
experience. We ask science to provide us with an
objective accounting of our actions, and yet sci-
ence itself is a product of the conscious mind.
The possibility that consciousness can directly
influence the behavior of physical and other sys-
tems has not been categorically dismissed.2

The pressure to measure outcomes is a mod-
ern phenomenon, intensifying with the 20th-
century development of behavioral statistics and
research design. The standards for evaluating
human behavior continue to be situational, in-
volving comparisons with other individuals or
groups and socially determined criteria for judg-
ing behavior.

Conceptual Framework for Measuring

Two terms often used in judging behavior are
competence and performance. Competence is
defined as the possession of required skill, knowl-
edge, qualification, or capacity.1 Many educators
and organizational consultants acknowledge three
components of competence: attitudes, knowledge,
and skills. Each of these may be measured outside
the workplace and in laboratory conditions. Per-
formance is the execution or accomplishment of
work.1 Unlike competence, performance can never
be understood through studies of decontextualized
practice. Performance evaluation requires the
recognition of individual human behavior in rela-
tion to social conditions, expressed through speech,
action, values, systems of thought, and organiza-
tional action.3 Decisions regarding competence
and performance require human judgment: they are
qualitative decisions. If decisions are informed
by scientific or other rigorously acquired data,
they are likely to be more valuable in the concise
determination of outcomes.4

Approaches presently popular for evaluating
competence and performance reveal a common
conceptual framework (Table 1). The leftmost
column displays methods and data sources for
determining outcomes; the rightmost reports out-
comes ordinarily assessed by the data collection
methods and sources listed. Outcomes range from
conscious attention to an idea through change in
performance and promotion of the innovation to
others. Interviews and questionnaires measure
attitudes. Written and oral tests measure knowl-
edge; behavior observed under controlled condi-
tions measures skills; and patient charts, patient
satisfaction, and records of resource utilization
are used to assess outcomes of patient care and
judge the performance of care givers.5

As learning in the workplace of health care
practitioners ties more closely to the organiza-
tional goals of cost reduction and improved qual-
ity of care, performance data become more avail-
able to those interested in changing their behavior
or modifying the behavior of others.

Human Action, Learning, and 
the Health Care Organization

Organization, Behavior, 
and Communication

Health care is practiced in organizations: con-
ventional wisdom holds that organizations are
social systems of behavior, open to the external
environment. Figure 1 represents an open-system
health care provider organization exchanging
health care services for money and information
resources from the external environment.

The internal environment of the organization
includes systems for providing health care, main-
taining physical space and equipment, and man-
aging human and material resources. One might
expect that patterned behavioral movements in
one part of the organization will lead predictably
to movement in other parts. But, because the orga-
nization is open to environmental input, it is in a
continuous state of flux, adjusting to variations in
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the environment that surrounds it.6 Patients and
third-party payers from the external environment
receive the product of the organization (health
care services) and provide the organization with
resources (money and information). As all of the
systems press toward more sensitive interactivity,
the need to protect against extremely subtle exter-
nal influences and internal interferences grows in

importance. One approach to securing such pro-
tection is through communication.

Communication involves creating and sharing
information. It enables persons internal and exter-
nal to the organization to reach mutual under-
standings.7 Communication influences the orga-
nization, but communication is in turn influenced
by both the organizational structure and behaviors
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Data Collection Steps in the Stages of Change Stages of Hierarchy of
Methods and Innovation-Decision and Learning Commitment to Outcomes
Data Sources Process Change

Interview, I. Knowledge stage I. Personal, I. Perceive 1. Attend to idea.
questionnaire, test professional and dissonance 2. Recall information.

social forces 3. Comprehend
messages.

Interview, II. Develop mental 4. Knowledge or skill 
questionnaire, image of change for effective
focus groups adoption of the 

innovation.

II. Persuasion stage 5. Like the innovation.

II. Specify change 6. Discuss the new
and commit to behavior with others.
its implementation 7. Accept the message

about the innovation.
8. Form a positive image

of the message and
the innovation.

9. Support for the
innovative behavior 
from the system.

Interview, III. Decision stage III. Judge present 10. Intend to seek
questionnaire level of additional information

knowledge and about the innovation.
skill compared 11. Intend to try the
to required innovation.
knowledge and
skill

Interview, IV. Implementation IV. Plan for learning 12. Acquire additional
questionnaire, test, stage information about
objective structure the innovation.
clinical exam, chart
stimulated recall,
patient charts

Interviews and V. Confirmation 15. Recognize the
questionnaires with stage benefits of the
patients and innovation.
colleagues, patient 16. Integrate the
charts, utilization innovation into one’s
review, and peer ongoing routine.
review panel 17. Promote the

innovation to others.
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13.  Use the innovation
on a regular basis.

14.  Continue use of
the innovation.

III.  Determine
whether change
was made

V.  Implement
change

Table 1 Three Models of Change, a Hierarchy of Outcomes, 
Data Collection Methods, and Data Sources Associated with Each
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of those who hold roles and responsibilities asso-
ciated with the organization. The formal and infor-
mal intentions of the organization, articulated
thoughtfully as organizational goals, tend to pre-
dict the behavior of those associated with the
organization. The division of units and differen-
tiation of roles within the organization influence
the direction of communications and the comple-
tion of tasks. The knowledge, skills, and attitudes
plied by workers and shared with one another
affect not only the quality of goods and services
produced, but the process of work itself. The trans-
actional nature of the organization with its exter-
nal environment dictates that organizational lead-
ers can never know everything about the systems
that influence the organization and are in turn
influenced by it. As a result, continuous

measurement, analysis, and learning are respon-
sibilities incumbent on those who accept leader-
ship in organizations providing health care.

Human Action and Learning

In continuing education in the health professions,
psychology and sociology dominate research and
practice. Psychology is defined as the science of
the mind or of mental states and processes, includ-
ing human nature; sociology is the science or
study of the origin, development, organization, and
functioning of human society, including funda-
mental laws of social relations and institutions.1

Differences essential to sociological and psy-
chological perspectives are reflected in two
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Figure 1 An open system health care provider organization.
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contrasting approaches to learning. Rogers, speak-
ing from a sociological perspective, asserts that
innovations contain unique qualities that are attrac-
tive to those involved in changing.8 The innova-
tion is passed from person to person or from sys-
tem to system, with the likelihood of change
dependent upon how well the innovation fits the
needs of the organization. (Stages in Rogers’ Inno-
vation-Decision process and associated outcomes
are matched in Table 1.) Coming from the psy-
chological point of view, Maslow asserts that the
instinctual need of the individual to survive and
thrive renders learning a means to that end.9 He
further suggests that feelings cannot be separated
from the cognitive functions associated with learn-
ing or its likely success.

A third perspective reconciles differences in
interpretations of motivation and behavioral change
between the sociological and psychological
schools. Bandura proposes that people are neither
driven by inner forces nor buffeted by environ-
mental stimuli.10 Rather, there are some times
when environmental factors constrain human
behavior, and others when primarily personal fac-
tors regulate the course of environmental events.
Learning occurs when model behaviors are
observed by individuals, with diversity in model-
ing fostering behavioral innovation. Extending
these ideas to physicians, Fox et al. acknowledge
an interrelationship between an individual’s psy-
chological needs and the social environment.11

They recognize professional values unique to the
health care practitioner involved in changing and
learning. The inner drive to be a competent health
care provider is accounted for, in tandem with
the cognitive awareness of advances modeled in
the clinical environment and adopted to help
improve patients’outcomes. The model of Change
and Learning is highlighted in Table 1, with cor-
responding outcomes, assessment methods, and
data sources.

Information and emotion are essential to action
in the theories supporting both the Innovation-
Decision and the Change and Learning models.
Regardless of their disciplinary origins, be it psy-

chological, sociological, or social-psychological,
they converge around the behavior of adult humans
engaged in learning to make sense of their world.
The attitudes of adults engaged in such behavior
often are seen as predictors of success in chang-
ing human behavior, including professional
performance.

Self-Directed Learning, Cognitive Disso-
nance, and Human Action

Self-directed learning expresses attitude. It enables
adults to cope with the subtle day-to-day incon-
gruities as well as the more bizarre surprises of life.
Just as self-sufficiency reveals confidence in one’s
resources and ability to meet one’s own needs, self-
directedness expresses confidence in one’s
resources and ability to learn. In self-directed
learning, individuals take the initiative, with or
without the help of others, to diagnose their learn-
ing needs, formulate learning goals, identify human
and material resources for learning, choose and
implement appropriate learning strategies, and
evaluate learning outcomes.12

Questionnaires have been designed to measure
self-directedness, and enable comparisons of indi-
vidual scores with the scores of others whose atti-
tudes also have been tested. The Oddi Continuing
Learning Inventory (OCLI)13 and the Self-Directed
Learning Readiness Scale (SDLRS)14 are two such
indices. These tests focus on personality, initiative,
and persistence in learning over time to explain
self-directedness. Both recognize that instruction
does not account for most human learning, and that
self-directed instruction is too limited to describe
the complex activity of self-directed learning. The
OCLI and the SDLRS require several minutes to
complete, longer to scale, and expertise to inter-
pret. Both measures, however, have promise to
bridge an unfortunate schism separating two types
of idealogues: those who believe dogmatically
that affective needs trigger learning, and those
who steadfastly espouse that intellect precipitates
action.
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The learner’s intellectual sense of difference
between current conditions (what is) and desired
conditions (what ought to be) is sometimes called
cognitive dissonance. The theory of cognitive dis-
sonance suggests that when the gap between what
is perceived to be and what should be becomes
great enough, the learner acts to resolve the
difference.15

What causes cognitive dissonance? This is a
complex question that presently has few entirely
satisfying answers. Some hold that it is the human
desire to find meaning in the world.16 Others
believe individuals act to protect themselves and
to preserve the cultures that nurture them.17 Still
others suggest that dissonance is an everyday con-
dition, arising not only from the occurrence of new
or unforeseen events, but because life presents
situations full of contradictions and less than
absolute answers.18 Regardless of its source, cog-
nitive dissonance can cause the individual to act,
choosing among alternative pathways and advanc-
ing a commitment to change.

Commitment to Change

Methods

Because it is easy to use and the number of reports
of success have been high, commitment to change
is drawing increased attention as a means for pro-
moting change and a method for measuring it.19

Commitment to change harnesses the informa-
tion and emotion that are motivating individuals
to succeed in learning and changing. The methods
are practical and simple, involving a facilitator,
evaluator, and learner in a sequence of informa-
tion-sharing activities.

From the stream of ideas ordinarily and con-
tinuously crossing through consciousness, the
facilitator or evaluator asks the learner to specify
a change to be made (often as a result of partici-
pation in a planned continuing education activity)
and to designate a level of commitment to imple-
menting it. The level of commitment frequently is
circled on a Likert scale ranging from 1 to 5. The

specificity of the intended change is associated with
cognitive clarity, whereas the Likert scale captures
strength of emotion. Thirty to 45 days after initial
data collection, the evaluator reminds the learner
of the intended change and of the level of com-
mitment. The learner responds with a report, which
may indicate change, no change, or reasons why
change did not occur.

Change is the desired outcome of the com-
mitment-to-change strategy. The outcome may
be reported in terms of the learner’s altered atti-
tude, knowledge, or skills, including performance.
Although planners may designate instructional
objectives or competencies to be imparted, the
learner chooses the size and complexity of change
to be made and accepts the responsibility for
implementing it.

Table 1 enables comparisons of commitment
to change with other models of change, outcomes,
and methods of assessment. The theoretical foun-
dations of commitment to change include per-
ceived dissonance, specification of change with
commitment to succeed, and determination of rel-
ative success. The major methods of the commit-
ment to change model ordinarily include (1) the
initial request for a change to be specified, (2) the
designation of a level of commitment, and (3) a
follow-up inquiry 30 to 45 days after the initial
inquiry to determine if the specified change was
achieved, and if not, why not.

Signatures often are acquired on the ques-
tionnaire with the initial request for information
and the designated level of commitment. The
reminder statements with follow-up inquiries ordi-
narily involve self-reporting questionnaires. The
learner maintains substantial control over the pur-
pose, content, form, and pace of learning, and is
also the primary judge of when change has
occurred or what prevented it from occurring.

Cautions and Questions About Commit-
ment to Change

There can be times when the self-directed learner
makes a mistake, loses motivation, or suffers
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demoralization. It is during those times that a
facilitator may have the greatest input. From the
moment a facilitator or evaluator requests speci-
fication of a change to be made, she or he becomes
involved in the learner’s process of change. Pre-
sent studies suggest that interventions reflect the
biases of planners, teachers, and other facilita-
tors.20 The influence of evaluators can also be
accounted for in the very acts of questioning learn-
ers and reporting information to interested others.

Serious conflict exists between the need to iso-
late and quantify the power of the intervention and
to objectify reported results, since important ques-
tions remain about the commitment-to-change
strategy and the science beneath it. The present lit-
erature fails to fully explain the extent to which
reported outcomes are influenced by the follow-
ing factors: the act of asking the learner to spec-
ify a change; the act of specifying the change or
the degree of specificity within the response; the
act of commitment or the level of commitment; the
complexity of responses, both cognitive and emo-
tional, to a reminder at 30 to 45 days; the signa-
ture on the initial questionnaire; the materials,
methods, or resources of the educational inter-
vention; the values and biases of planners, teach-
ers, and evaluators; and the power of the initial
commitment in terms of obligation to one’s self,
one’s facilitator, one’s evaluator, or other per-
sonal, professional, or social influences.

Even though self-reports of changed behav-
ior have uniformly reported a high degree of suc-
cess, it is important to learn more about who hon-
ors a commitment to change and why. Is a clearly
specified change with a high level of commit-
ment synonymous in outcome value to a records
review? Can the widespread system of educa-
tional intervention followed by measurement to
determine outcomes be reduced to a simple agree-
ment to change?

Many health care organizations accept respon-
sibility for educating those they employ or other-
wise reimburse for services rendered on behalf of
the organization. The individual’s sense of obliga-
tion to learning and success in such situations must

be explored, for the loyalty of learners, facilita-
tors, and evaluators, so organizational goals may be
tested against their personal dedication to profes-
sional values. These values might include present-
ing a full complement of services to all learners or
patients, and action in those directions may conflict
with organizational goals. Not only should the
classrooms of health care organizations be used to
assess the attitudes, knowledge, and skills of pro-
fessionals; it is appropriate for facilitators and eval-
uators to assist organizations and learners to explore
the meaning of their goals, increase the value of their
communication, and facilitate innovation through-
out the organization. Such leadership requires facil-
itators who model the attitudes they promote and
are willing to recognize the limits of the science they
seek to master. After all, the understanding of
human action based on the idea that behavior may
be goal directed or regulated by a feedback control
is, in itself, a product of awareness, attitude, con-
scious endeavor, and deliberative thought, all of
which are theoretical constructs subject to the ben-
efits and limitations inherent to one human judg-
ing the competence or performance of another.
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