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Why Competency-Based Continuing Education
Has Not Scaled: A Structural Analysis of
Adoption Barriers in Accredited CE
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Competency-based education (CBE) has gained traction in higher education, yet
adoption in continuing education (CE) for licensed health professionals remains
limited despite sustained advocacy. The factors driving this gap have not been
systematically quantified. This analysis asks whether the limited adoption of out-
comes-based CE (OB-CE) at provider scale reflects structural constraints rather
than provider resistance, specifically whether statutory time-based credit require-
ments create a barrier that advocacy cannot overcome, and whether OB-CE’s human
verification model presents a workforce demand incompatible with accredited CE
at scale. Publicly available accreditation data were used to classify 443 American
Nurses Credentialing Center (ANCC) providers and 187 Joint Accreditation provid-
ers by type. Each category was assessed for the likelihood that learners are subject to
statutory time-based credit requirements as a condition of license renewal. An esti-
mated 85-90% of providers in both datasets serve learner populations with statutory
time-based credit requirements. Providers in these categories cannot decouple from
time-based credit without eliminating the utility of their services. At the ecosystem
level, implementing OB-CE’s required human verification for 15.5 million learners
would require approximately 3,886 dedicated full-time nurse planners, positions
that do not exist. Competency-based CE frameworks requiring full decoupling
from time face a structural adoption ceiling set by statute, not provider willingness.
Bridging approaches integrating competency verification within existing time-based
infrastructure may offer a more viable path to scaled adoption.
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The philosophical case for measuring learning by demonstrated competen-
cy rather than elapsed time is well established in the health professions education
literature. This principle has driven substantial reform in graduate medical educa-
tion, where entrustable professional activities (EPAs) and competency frameworks
have been implemented across residency programs (Kitto et al., 2024). It has also
informed higher education reform, with institutions adopting competency-based
degree programs that allow learners to progress on mastery rather than seat time
(Kelchen, 2015; Nodine, 2016).

In continuing education for licensed health professionals, the reform landscape
looks notably different. Despite parallel efforts by major accreditation bodies to
promote outcomes-based measurement, adoption at commercial provider scale re-
mains limited. ANCC introduced its Outcomes-Based CE (OB-CE) Model in 2019,
offering a framework for awarding CE credit based on demonstrated competency in
addition to accepting contact hours (Graebe, 2019). IACET published Guidelines
for Competency-Based Learning in 2024, describing a framework that emphasizes
mastery of competencies and is not time-based, while simultaneously stating its in-
tention to maintain the existing CEU-based standard due to the broad recognition of
that standard in statute, rule, regulation, and policy (IACET, 2024). Both organiza-
tions have acknowledged the need for change while maintaining existing time-based
infrastructure.

Six years after OB-CE was introduced, systematic data on commercial-scale
adoption do not exist. The ANCC 2023 Annual Impact Report, the organization’s pri-
mary public reporting document, reported 91,290 accredited activities and 526,120
nursing contact hours but contained no data on OB-CE Level Credits awarded,
activities utilizing the OB-CE model, or providers implementing outcomes-based
credentialing (ANCC, 2023). The omission of OB-CE data from the annual report,
four years after the OB-CE Model Manual was published, is consistent with mini-
mal adoption at the provider level. Notably, the ANCC Nursing Activity Reporting
System (NARS), through which providers submit annual activity data, treats OB-
CE credit reporting as optional, indicating that the field need not be completed by
providers that did not use OB-CE (ANCC, n.d.). Contact hours, by contrast, are a
required reporting field.

This article examines that gap: the structural relationship between statutory
time-based credit requirements and the operational reality facing the majority of
accredited CE providers who cannot decouple from them. The analysis draws on
implementation science frameworks that distinguish between cultural or awareness
barriers, which respond to education and advocacy, and determinant barriers, which
are structural constraints embedded in systems that providers do not control (Nilsen,
2015).

The findings presented here are estimates derived from publicly available data
and carry methodological limitations described in detail in the methods section. They
are offered not as definitive findings but as a preliminary quantification of a con-
straint that has been acknowledged in the literature but not systematically analyzed.
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Defining the Operational Features of Competency-Based and Time-Based
Credit

Because this analysis turns on the operational incompatibility between two
credentialing systems, it is worth defining the features that distinguish them before
examining adoption. Competency-based education in an accreditation context is
characterized by three operational elements. First, assessment requirements: credit
is contingent on a learner demonstrating a defined competency rather than on par-
ticipation, which requires an assessment method capable of producing evidence of
mastery. Under the ANCC OB-CE Model, verification at higher credit levels relies
on direct human assessment through observation, return demonstration, dialogue, or
portfolio review, with self-report explicitly excluded as a basis for credit (ANCC,
2019). Second, decision-rules for mastery: a competency-based activity must spec-
ify, in advance, the performance threshold a learner must reach and the criteria by
which a planner judges that the threshold has been met, such that credit is awarded
on a pass/attain determination rather than on completion. Third, operational defi-
nitions of credit: in the competency-based model, the unit of credit is the verified
competency itself—an OB-CE Level Credit, which by design cannot be converted to
or from a contact hour (ANCC, 2019).

The time-based model that dominates accredited CE operationalizes credit dif-
ferently. Here the unit of credit is the contact hour (or, under the IACET standard,
the CEU), defined by elapsed instructional time rather than demonstrated outcome.
A contact hour represents a fixed quantum of structured learning activity, and assess-
ment, where present, typically functions as a participation or comprehension check
(such as a post-test) rather than as a mastery gate. Credit is awarded for completion
of the time-defined activity. This is the unit that state licensing statutes recognize,
and it is the operational definition against which the competency-based unit must
compete. The structural distinction relevant to this analysis is therefore not philo-
sophical but definitional: the two systems award fundamentally different units of
credit, measured by different instruments, on the basis of different decision-rules—
which is precisely why a provider cannot satisfy both within a single operational
pathway without building parallel infrastructure.

The Two-Track Problem in Accredited CE

Accreditation bodies have responded to the competency-based movement by
creating parallel credentialing systems. ANCC’s OB-CE framework requires full de-
coupling from time-based credit: an OB-CE Level Credit cannot be converted to a
contact hour, and a contact hour cannot generate an OB-CE Level Credit (ANCC,
2019). IACET’s 2024 Guidelines for Competency-Based Learning similarly an-
nounce a separate accreditation program for competency-based learning programs,
running alongside the existing CEU standard.

The practical consequence of this design, however, is that providers who wish
to offer competency-based CE must build and maintain a second, parallel operation-
al system while continuing to operate the first. Whether any provider can actually



4 Nolte

sustain that depends on a simple question: do their learners need the contact hour
regardless of what else accompanies it?

Methods and Classification Approach

The Structural Barrier: A Quantitative Analysis

Two publicly available datasets were used. The first is the ANCC directory
of accredited organizations, which lists providers holding ANCC accreditation in
Nursing Continuing Professional Development. The second is Joint Accreditation’s
published income and provider data for 2024, which categorizes jointly accredited
organizations by type.

ANCC-accredited organizations classified as ‘Provider’ (excluding Practice
Transition Accreditation Programs, Approvers, and Advanced Practice Provider Fel-
lowship programs) were categorized by organizational type. Categorization relied
primarily on organizational name, supplemented by publicly available information
about an organization’s primary function where the name alone was ambiguous. Cat-
egories included commercial CE and education companies; professional and special-
ty associations; hospital and health systems; university and academic institutions;
government and public health organizations; and unclassified or other.

Each category was then assessed for whether the learner populations character-
istically served by that provider type are subject to statutory requirements for time-
based credit as a condition of professional license renewal.

This classification was performed by the author using organizational name as
the primary sorting criterion, supplemented by publicly available organizational de-
scriptions. It does not reflect self-reported data from the organizations, formal survey
data, or validation by independent reviewers. Classification certainty varies substan-
tially by category; cells in the tables below note where estimates carry meaningful
uncertainty. The 85-90% summary estimate reflects a range intended to account for
this uncertainty, not a precise calculated value. This analysis should be interpreted
as a structured preliminary estimate rather than an empirically validated finding, and
replication using primary data collection methods is warranted.

Findings: ANCC-Accredited Providers

Of 444 ANCC-accredited provider organizations in the United States, the esti-
mated distribution by organizational type and statutory dependency on time-based
credit is presented in Table 1.
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Table 1
Estimated Distribution of ANCC-Accredited Providers by Organizational Type and
Dependency on Time-Based Credit

% of
Provider Type Count  Total Tied to Time-Based Credit?

Yes. These organizations exist to serve
126 28.4 learners completing CE for license renewal.
Contact hours are the core deliverable.

Commercial CE /
education companies

Professional Yes. Members complete CE through their
/ specialty 66 14.9 association to satisfy state board renewal
associations requirements.

Predominantly yes. Licensed staff require
Hospital / health contact hours for renewal under state law,
121 27.3 . ..
systems though some internal training may fall
outside statutory mandates.

Partially. External CE offerings directed at
68 15.3 licensed professionals require hours. Internal
academic programs may not.

University /
academic institutions

Government / public Variable. Excluded from the primary
health estimate.

Predominantly yes, based on available
Other / unclassified 58 13.1 organizational profiles. This category carries
the highest classification uncertainty.

Note. Provider type was determined by the author using organizational name and publicly
available information about primary organizational function. It was not validated through sur-

vey, self-report, or independent review. See the Limitations section for further discussion.

Commercial CE providers and professional associations (192 organizations,
43.3%) are definitively tied to time-based credit. These organizations exist to serve
learners who need contact hours for license renewal. This portion of the estimate
carries the highest classification confidence.

Hospital and health systems (121 organizations, 27.3%) are classified as pre-
dominantly hours dependent. Licensed nursing and allied health staff at these orga-
nizations are subject to state board renewal requirements regardless of how internal
education is structured. The proportion of any given hospital system’s CE activities
that fall under statutory hours requirements versus non-credentialed internal training
is not determinable from public data.

University and academic institutions (68 organizations, 15.3%) are treated as
partially hours-dependent, reflecting only their external CE offerings directed at li-
censed professionals.
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Combined, an estimated 85-90% of ANCC-accredited providers serve learners
who require time-based credit by statute. The range reflects classification uncertainty
in the hospital, academic, and unclassified categories.

Findings: Joint Accreditation Providers

The Joint Accreditation ecosystem presents a parallel picture at larger scale. In
2024, 187 jointly accredited provider organizations delivered over 123,000 accredit-
ed activities and recorded 34 million learner interactions (Joint Accreditation, 2024;
Murry et al., 2026). The distribution by provider type, shown in Table 2, reveals a
similar structural dependency on time-based credit.

Table 2

Estimated Distribution of Joint Accreditation Providers by Organizational Type and Depen-
dency on Time-Based Credit

% of
Provider Type Count Total Tied to Time-Based Credit?
Publishine / Yes. Commercial education organizations
ung . 57 30.5 are structurally dependent on the credit-hour
education companies
model.
Professmn.al Yes. Members renew licenses through
membership 21 11.2 o .
. association-provided CE.
organizations
Hospital / healthcare Predominantly yes. Licensed staff require
. 49 26.2
delivery systems hours for renewal under state law.
School of medicine / Partially. External CE offerings require
. 36 19.3 .
health sciences hours. Internal academic programs may not.
Voluntary health 9 48 Variable. Insufficient public data to classify
organizations ' uniformly.
Government / . . .
o 8 43 Variable. Excluded from primary estimate.
military
Other 7 3.7 Variable. Excluded from primary estimate.

Note. Counts are drawn from the 2024 Joint Accreditation data report (Joint Accreditation,
2024). Classification of dependency on time-based credit was performed by the author and

was not independently validated.
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Publishing and education companies combined with professional membership
organizations (78 providers, 41.7%) are classified as entirely dependent on the time-
based credit model. Adding hospital and healthcare delivery systems raises the total
to 127 providers (67.9%). When schools of medicine and health sciences are includ-
ed for their external CE function, the estimated proportion of the Joint Accredita-
tion ecosystem structurally tied to time-based credit reaches approximately 80-90%,
consistent with the ANCC analysis.

This consistency across two independently derived estimates provides addition-
al support for the overall finding, though both estimates rest on the same classifica-
tion assumptions and therefore do not constitute independent replication.

Why This Constraint Is Not Temporary

State board statutes requiring contact hours or CEUs for license renewal are
codified in administrative code across all 50 states, the District of Columbia, and
U.S. territories. These requirements were established over decades through individ-
ual state legislative and regulatory processes. Modifying them would require coor-
dinated legislative action across multiple jurisdictions, a process measured in years
to decades. Accreditation bodies can change their own standards, but they do not
control state licensing law. This is what makes it a structural barrier rather than a
cultural or awareness problem: the constraint sits in systems that providers and ac-
creditation bodies do not control, and no amount of education or advocacy alone can
change it (Nilsen, 2015).

Research on the adoption of other healthcare innovations illustrates the same
pattern. Studies of competency-based curriculum adoption in health professional
education have found that institutional and structural factors, not content quality or
faculty awareness, are the primary barriers to scaling beyond early adopters (Lee et
al., 2021). Similarly, literature on the adoption of clinical decision support systems
in electronic health records has identified structural constraints such as workflow
incompatibility and system-level incentive misalignment as more significant barriers
than individual user resistance (Jung et al., 2020). In both cases, adoption efforts that
treated the barrier as primarily cultural or informational had limited success until
structural factors were addressed.

The Operational Cost of Running Parallel Systems

For an accredited CE provider to offer pure competency-based CE alongside
existing time-based offerings, the following operational investments would typically
be required:

*  Continuing maintenance of the existing contact hour infrastructure, in-
cluding course development to accreditation criteria, time calculation doc-
umentation, and certificate generation, because learners still need hours to
satisfy board requirements.

*  Construction of a separate competency-based assessment and documen-
tation system meeting OB-CE or competency-based learning standards,
including competency mapping, assessment design, and learner record
management.
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*  Qualified personnel for both systems. ANCC accreditation requires nurse
planner involvement in activity development. A separate OB-CE activity
requires its own unique planning process.

*  Dual quality assurance, dual documentation, and dual reporting structures.

*  Pricing that reflects the cost of both systems, in a market where learners
have no financial incentive to pay a premium for a competency credential
that their state board does not accept in lieu of hours.

The result is increased operational burden without a corresponding revenue
pathway. This is a financial barrier, not a quality or awareness problem. It does not
indicate that providers are indifferent to incorporating competency outcomes; rather,
it reveals the costs required to offer this parallel system. Implementation science
distinguishes between barriers that respond to knowledge or attitudinal interventions
and barriers that require structural redesign to address (Nilsen, 2015). The paral-
lel-systems cost structure falls in the second category.

The operational cost analysis above addresses infrastructure and documentation.
But there is a more fundamental constraint that has not been examined in the litera-
ture: the human labor required to implement OB-CE verification at the volume the
ANCC ecosystem actually serves.

The ANCC 2023 Annual Impact Report provides the relevant scale figures: 444
accredited providers delivered 91,290 accredited activities to 15,542,591 nurses,
awarding 526,120 nursing contact hours (ANCC, 2023). That translates to an aver-
age of approximately 206 activities and 35,000 learners per provider per year.

The OB-CE Model Manual specifies that competency verification at Levels 3
through 5 requires direct human assessment. Self-report is not accepted. The nurse
planner must verify that the learner has demonstrated competency through methods
such as observation, dialogue, return demonstration, or portfolio review (ANCC,
2019). This is by design: the human verification layer is what gives OB-CE its mea-
surement integrity. It is also what makes it unscalable at the volumes the accredited
CE system actually operates.

Consider a conservative estimate. If meaningful human competency verification
requires 30 minutes per learner (accounting for the assessment interaction, docu-
mentation, and any follow-up), a single full-time nurse planner working 8-hour days
across 250 working days per year could verify approximately 4,000 learners annu-
ally.

At the ecosystem level, verifying 15.5 million learners at 30 minutes each would
require approximately 3,886 dedicated full-time nurse planners doing nothing but
competency assessment. These are positions that do not currently exist anywhere in
the accredited CE infrastructure.

At the provider level, the average accredited provider serving 35,000 learners
per year would need approximately nine dedicated full-time nurse planners assigned
exclusively to competency verification. For smaller commercial providers, this may
represent more nurse planner FTEs than their entire existing staff. For larger pro-
viders serving hundreds of thousands of learners, the numbers scale proportionally.
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Even at an aggressively optimistic estimate of 15 minutes per learner, barely
sufficient for a meaningful competency dialogue, the ecosystem would still require
approximately 1,943 dedicated full-time nurse planners.

The accredited CE ecosystem was not built to support a human verification
workforce at this scale. These roles do not exist. Providers are not hiring for them.
And the learners purchasing CE for license renewal are not paying prices that could
sustain them. The economics make clear why OB-CE verification has not been im-
plemented at commercial scale: the human labor model that gives the framework its
integrity is the same feature that prevents its adoption.

This is the structural paradox at the center of the OB-CE adoption gap. The
framework’s quality depends on human verification. Human verification cannot scale
to 15.5 million learners. And the framework cannot accept the alternative (self-report
or automated assessment) without undermining the measurement integrity it was
designed to protect.

A Compounding Factor: AI-Driven Assessment Vulnerability

The structural barrier described above has existed since competency-based CE
frameworks were introduced. A more recent development has increased the urgency
of addressing assessment quality in the time-based CE model specifically.

Al-driven tools capable of controlling web browsers and executing multi-step
tasks within web applications have become substantially more capable and accessi-
ble over the past two years. Tools of this type are capable, in principle, of navigating
an online CE course, responding to post-test questions, and generating a completion
certificate without human learner engagement with the material. The extent to which
such tools are used to complete CE courses is not documented in the peer-reviewed
literature currently, and this article does not assert that such use is prevalent. The
assertion is narrower: that the dominant assessment structures across accredited CE,
whether multiple-choice post-tests or the subjective self-report surveys that account
for 85% of competency outcome measurements in jointly accredited programs (Mur-
ry et al., 2026), are technically vulnerable to automation in ways that earlier delivery
formats were not, and that this vulnerability should be considered in the design of
assessment systems.

Published outcomes data from Joint Accreditation show 85% of learner com-
petence measurements relied on subjective self-report (Murry et al., 2026). Learn-
er performance measurements showed a similar pattern (86% subjective). Patient
health outcomes, the highest-validity metric in healthcare education, were measured
subjectively 82% of the time, with only 13% using objective data.

The limitations of self-reported competency assessment are documented in the
clinical education literature. A study of colonoscopy competency self-assessment
found only moderate agreement between self-assessed and externally rated perfor-
mance (intraclass correlation coefficient 0.65), with novice practitioners showing
systematic overestimation of their clinical skills (Scaffidi et al., 2018). Research in
cognitive-behavioral therapy training has similarly found inconsistent correspon-
dence between trainees’ self-ratings and supervisor assessments, with patterns vary-
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ing by skill level (McManus et al., 2012). These findings come from procedural and
clinical skill contexts, not CE course completion. But they point to the same conclu-
sion: self-report is a poor substitute for objective competency assessment.

Taken together, these factors—structural constraints on full decoupling, the op-
erational cost of parallel systems, assessment vulnerability to automation, and docu-
mented limitations of self-report—suggest that the current CE model faces multiple
simultaneous pressures that a bridging approach, rather than a replacement approach,
may be better positioned to address.

Cross-Profession Applicability of the Structural Barrier

The structural constraint described in this analysis is not unique to nursing CE.
With TACET joining Joint Accreditation in January 2026, the jointly accredited eco-
system extends across engineering, safety, construction, environmental, corporate,
government, and military training contexts. In each of these fields, licensed or cer-
tified professionals are required to complete time-based training credits to maintain
their credentials. The structural barrier identified here, the inability to decouple from
time-based credit due to statutory requirements, applies across all of these profes-
sions. Any competency-based framework that requires full decoupling as a prerequi-
site faces the same adoption constraint regardless of the professional domain.

Implications and Directions for Future Research

If the estimate presented in this analysis is approximately correct—that 85-90%
of accredited CE providers serve learner populations with statutory time-based cred-
it requirements—then any competency-based framework requiring full decoupling
from time is structurally limited to serving a minority of the accredited CE market, at
least within the current regulatory landscape. This does not mean decoupled models
lack value; it means their adoption ceiling is determined by structural factors that are
not addressable through education or advocacy alone.

The path to scaled competency verification in CE may run through integration
with the time-based model, not replacement of it. Bridging frameworks that pre-
serve existing time-based infrastructure while layering on independently measured
competency outcomes would allow providers to satisfy statutory requirements and
deliver competency evidence within a single learning event, without the operational
cost of maintaining two parallel systems. The development of such frameworks, and
their empirical testing at commercial provider scale, represents a significant gap in
the current literature.

Several research directions emerge from this analysis. First, replication of the
provider classification using primary data collection methods, such as a direct survey
of accredited providers regarding their statutory credit obligations, would strength-
en or refine the estimates presented here. Second, examination of ANCC aggregate
NARS data, if made available, could provide direct evidence of OB-CE adoption
rates across the provider network. Third, the design and testing of bridging approach-
es that integrate competency verification within existing time-based CE delivery
would address the practical question of whether scaled adoption is achievable under
current regulatory constraints.
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The author invites collaboration from accreditation researchers, adaptive learn-
ing platform developers, and CE providers interested in advancing this line of in-

quiry.

Limitations
Several limitations of this analysis should be noted explicitly:

*  The provider classification was performed by a single reviewer using or-
ganizational name and publicly available descriptive information. It was
not validated through primary data collection, independent review, or or-
ganizational self-report. Classifications in the hospital, academic, and un-
classified categories carry meaningful uncertainty.

*  The 85-90% estimate is a range reflecting that uncertainty, not a precisely
calculated value. The true proportion could fall outside this range.

*  The ANCC and Joint Accreditation provider populations partially overlap;
some organizations hold both accreditations. The estimates were derived
independently from each dataset and should not be treated as additive.

*  The analysis does not distinguish between the proportion of a given pro-
vider organization’s activities that are hours-dependent versus those that
are not. A hospital system, for example, may conduct both accredited CE
for licensed staff (hours-dependent) and internal competency-based train-
ing that does not require statutory credit. The classification reflects the
organizational level, not the activity level.

e The claim regarding Al-driven assessment vulnerability is theoretical.
Documented evidence of automated CE completion at scale has not, to the
author’s knowledge, been published in the peer-reviewed literature. The
concern is raised as a design consideration, not an established prevalence
finding.

Conclusion

The competency-based education movement in health professions CE has pro-
duced compelling frameworks and sustained institutional advocacy. What it has not
produced, at commercial provider scale, is broad adoption. This article argues that
this gap reflects a structural constraint—the statutory embedding of time-based cred-
it in professional licensure renewal across all U.S. jurisdictions—rather than primar-
ily cultural or awareness factors.

This argument rests on a preliminary analysis of publicly available accredita-
tion data, classified using a methodology with meaningful limitations. It should be
understood as a structured estimate that invites replication, not a definitive finding.

The findings suggest that any competency-based CE framework that requires
full decoupling from time has a built-in ceiling on adoption in regulated professions,
and that ceiling is set by statute, not by provider willingness. Bridging approaches
that integrate competency verification within existing time-based infrastructure, rath-
er than requiring its replacement, may offer a more viable path to scaled adoption.
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