BOARD OF PHYSICAL THERAPY
Department of Health Professions
Perimeter Center
9960 Mayland Drive, Suite 300
Henrico, Virginia 23233
Board Room 1, Second Floor
Friday, February 17, 2012
9:00 a.m.

AGENDA

CALL TO ORDER
ORDERING OF AGENDA
ACCEPTANCE OF MINUTES —Tab 1

e Board Meeting — August 19, 2011
¢ Adhoc Committee on Foreign Traineeship Evaluations — August 19, 2011

PUBLIC COMMENT
EXECUTIVE DIRECTOR’S REPORT -~ Tab 2

NEW BUSINESS

e Jegislative/Regulatory Report — Elaine Yeatts — Handout
o Electronic Medical Records/Impact on the Practice of PT

Robert Maroon

s Temporary Exemptions for Declared Disaster or Emergency
Lisa R. Hahn

e Foreign Traineeship Evaluations Update — Tab 3
Melissa Wolff-Burke

s PT’s Performing INR Testing in Home Health Settings — Tab 4
George Maihafer

e  “Continued Competency” vs. “Continued Maintenance” - Tab §
George Maihafer

¢ Guidance Document for Practicing with an Expired License — Tab 6
Lisa R. Hahn

ADJOURNMENT
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UNAPPROVED
BOARD OF PHYSICAL THERAPY
MEETING MINUTES

The Virginia Board of Physical Therapy convened for a board meeting on Friday, August 19,
2011 at the Department of Health Professions, Perimeter Center, 9960 Mayland Drive, 2™ Floor,

Board Room #1, Henrico, Virginia.

The following members were present:

George Maihafer, PT, Ph.D, President

Melissa Wolff-Burke, PT, EdD

Robert Maroon, PT

JR. Locke

Peggy Belmont, PT

Michael Styron, PT, MBA

The following member was absent for the meeting:

Sarah Schmidt, P.T.A.

DHP staff present for all or part of the meeting included:
Lisa R. Hahn, Executive Director

Ame Owens, Agency Chief Deputy Director

Missy Currier, Board Operations Manager

Representative from the Office of the Attorney General present for the meeting:
Amy Marschean, Senior Assistant Attorney General
Quorum:

With 6 members present, a quorum was established.
GUEST PRESENT

Shawn Soper, American Physical Therapy Association (APTA), Sheltering Arms
CALLED TO ORDER

Dr. Maihafer, President, called the board meeting to order at 9:10 a.m. and welcomed the re-
appointments of Peggy H. Belmont, PT and Michael E. Styron, PT, MBA.

ORDERING OF THE AGENDA

The agenda was accepted as ordered.
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ACCEPTANCE OF MINUTES

e Upon a motion by Ms. Belmont and properly seconded by Mr. Locke, the Board voted to
accept the minutes of the May 13, 2011 Board meeting. The motion passed unanimously.

» Upon a motion by Ms. Belmont and properly seconded by Mr. Locke, the board voted to
accept the public hearing minutes on June 30, 2011. The motion passed unanimously.

PUBLIC COMMENT

Prior to opening up for public comment, Dr. Maihafer reminded everyone that no comments
could be received regarding the traineeship since the comment period ended on July 20, 2011.

There was no public comment.

EXECUTIVE DIRECTOR’S REPORT - Lisa R. Hahn

Welcome

Ms. Hahn also welcomed the new members to the board and stated that she had invited Maureen
Lyons and Damien Howell to join the members for lunch following the meeting. Unfortunately,
due to a previous engagement, Ms. Lyons would be unable to attend but gratefully Mr. Howell

could attend.

¥FY11 Budget

Ms. Hahn reported that the cash balance as of June 30, 2010 was $335,865; the revenue as of
June 30, 2011 was $722,970; direct and allocated expenditures were $454,856; the ending cash
balance as of June 30, 2011 was $603,980.

Discipline Statistics

Ms. Hahn reported there are currently 13 open cases; 9 cases in Investigations; and 4 cases at the
probable cause level. She added that Ms. Helmick and Ms. Truesdale meet on a weekly basis to

review the status of cases.

Virginia Performs

Ms. Hahn reported the clearance rate for the Quarter ending June 30, 2011 was 83%. The age of
our pending case load over 250 days is at 22% which is down from 33% as last reported. The
time to disposition is at 100% of cases closed within 250 days. The licensing standard of less
than 30 days for issuance has been met 100% of the time. The customer satisfaction rating
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achieved was 98.9% for which she attributed and thanked Holly Manke, Annie Artis and Vickie

Saxby.
Licensee Statistics

Ms. Hahn reported that as of July 2011 there were 5,351 active physical therapists vs. 5,410 in
July 2010 and 2,254 active physical therapist assistants as of July 2011 vs. 2,242 in July 2010.

Board Business

NPTE

The 2011 fixed dates are scheduled for Sept 7th, October 26th, and December 5th and
registration will close 30 days prior to every date. The 5 testing dates in 2012 will be January
30, 2012, March 29, 2012, July 2, 2012, July 30, 2012 and October 23, 2012. She also shared
that they will hold four test dates in 2013 but they have not yet posted a schedule. She concluded
by sharing that PTA testing will also convert to fixed dates in the future.

Evaluation for Foreign Educated Trainees

Ms. Hahn stated that Dr. Maihafer has established a committee to develop a foreign evaluation
tool for traineeship. The Committee will be meeting following the board meeting and Melissa
Wolff-Burke will Chair the Committee. Any information will be shared with the full board at

their next meeting.
NPTE Fee Increase

Ms. Hahn reported that the testing fees are set to increase in January 2013 from $370.00 to
$400.00.

FSBPT Summit Meeting

Ms. Hahn shared that Dr. Maihafer and Holly Manke attended the meeting held in Dallas, Texas
in July. She added that Ms. Manke has been instrumental keeping up with all the changes in the
FSBPT testing arena, Ms. Hahn stated the Dr. Maihafer and Ms. Manke would report later in the
meeting on the details.

New Board Member Orientation

Ms. Hahn shared that the Department of Health Professions would be holding the orientation on
September 23" and that new member Michael Styron, PT would be attending.

FSBPT Annual Meeting
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Ms. Hahn reported that she would be unable to attend this year’s annual meeting in Charlotte,
North Carolina in September because she was committed to present at the New Board Member
Orientation for the Department of Health Professions. She did share that she was already
working on sending a substitute to attend the CBA portion of the meeting on her behalf. She
concluded that Dr. Maihafer and Melissa Wolff-Burke would also be attending the annual

meeting.
Board Meeting Calendar

The next full board meeting is scheduled for November 18, 2011. Ms. Hahn asked the members
to look at their 2012 calendars for consideration of next year’s meeting dates. She added that she
would like to establish a tentative calendar prior to the conclusion of the meeting.

NEW BUSINESS
Reconsideration of Proposed Regulations — Lisa R. Hahn

Ms. Hahn stated that the board needed to adopt the final regulations for Traineeships and
Continuing Education with or without change to:

e 18VAC112-20-131. continued competency requirements for renewal of an active
license. h. The FSBPT

After much discussion, motion was made by Ms. Belmont and properly seconded by Mr. Locke
to remove 18VAC112-20-131 (h). The motion carried unanimously.

Following the motion, another motion was made by Mr. Styron, and properly seconded by Mr.
Maroon to adopt the final regulations with the change noted (removal of 18 VAC112-20-131 h).
The motion carried unanimously.

BREAK
The Board took a recess at 10:20 a.m. and reconvened at 10:35 a.m.
Supervisory Limitation for Licensees on Probation

The Board discussed the issue of licensees who are probation being permitted to supervise or
whether or not there should be restrictions.

Following discussion, a motion was made by Ms. Belmont and properly seconded by Mr. Locke
to include limitations for licensees to supervise while they are on probation in the Sanction
Reference Points Manual. The motion carried unanimously.

FSBPT Summit Conference Report — George Maihafer, PT, Ph.D & Holly Manke,
Licensing Specialist




Virginia Board of Physical Therapy
General Board Meeting

August 19,2011

Page Sof 5

Dr. Maihafer stated that the purpose of the Summit Conference was for different States to
address concerns about the National PT exam and the recent changes to the way the exam will be

administered.

Election of Officers

Upon a motion by Mr. Locke and properly seconded by Ms. Wolff-Burke, the board nominated
the election of Ms. Belmont as Vice-President. The motion carried unanimously.

2012 Calendar
The board agreed to have Missy Currier check room availability for the following dates in 2012

to hold meetings; February 17, May 18, August 17, and November 16. The board also agreed
that the start time for meetings shall remain 9:00 am. Ms. Currier will forward the 2012

calendar once confirmed.

20112012 Committee’s

Ms. Hahn provided the board with the committee assignments for the upcoming year and stated
that an official list would also be emailed.

Board Member Recognition

Dr. Maihafer recognized Damien Howell with a plaque for his dedication and hard work to the
board of Physical Therapy as well as his work on the Board of Health Professions. He added that
Mr. Howell’s experience and voice of reason will be greatly missed.

Mr. Howell replied that his tenure had been very interesting, valuable and enjoyable and that he
truly appreciated working with the Staff.

ADJOURNMENT

With all business concluded the meeting was adjourned at 11:18 am.

George Maihafer, PT, Ph.D., Chair Lisa R. Hahn, MPA, Executive Director

Date Date
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Ad hoc Committee on Foreign Traineeship Evaluations
Meeting Minutes

The Virginia Board of Physical Therapy Ad hoc Committee on Non-Approved Applicant’s
Traineeship Evaluations met on Friday, August 19, 2011 at the Department of Health
Professions, 9960 Mayland Drive, 3" Floor, Board Room #1, Henrico, Virginia.

The following members were present:

Melissa Wolff-Burke, P.T., EdD, Chair
George C. Maihafer, P.T., Ph.D.
Michael E. Styron, PT, MBA

DHP staff present for all or part of the meeting included:
Holly Manke, Administrative Assistant
CALLED TO ORDER

Ms. Wolff-Burke called the Committee meeting to order at 12:00 p.m.

RECOMMENDATIONS

Following the review of the current processes and forms used for evaluation of the traineeship for
non-approved applicants, the committee made the following recommendations:

e The priority for the licensure requirements for non-approved applicants should be

completed in this order:
1) Proof of Education — Credentials Evaluation Report verifying substantial

equivalency to an approved graduate.
2) Passage of national examination
3) 1000 hour traineeship following passage of the national exam.

e The Board should purchase the right to use the online CPI tool from the APTA
estimated at approximately $950.00 a year.

e The evaluation of the 1000 hour traineeship should be the online CPI tool by the
APTA that will be completed by the supervising Physical Therapist throughout
the traineeship.

e The Credentialing Committee to be set by the Board will review the online
completion to determine if the traineeship was successful.
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ADJOURNMENT

With no further business, the meeting was adjourned at 12.35 p.m.

Melissa Wolff-Burke, P.T., EdD, Chair Lisa R. Hahn, Executive Director

Date Date
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Virgina Department of Health Professions
Cash Balance
As of December 31, 2011

116- Physical
Therapy

Cash Balance as of June 30, 2011 $ 603,980
YTD FY12 Revenue 59,430
Less: YTD FY12 Direct and In-Direct Expenditures 236,249

Cash Balance as of December 31, 2011 $ 427,161




Virginia Dept. of Health Professions
Revenue and Expenditures Summary
July 1, 2011 through December 31, 2011

. 116- Physical Therapy
Jul "1 - Dec 11 Budget $ Over Budget % of Budget

Revenue
2400 - Fee Revenue
2401 - Application Fee 51,055.00 104,700.00 -53,645.00 48.76%
2406 - License & Renewal Fee 4,040.00 €.00 4,040.00 100.0%
2407 - Dup. lLicense Certificate Fee 430.00 550.00 -120.00 78.18%
2408 - Board Endorsement - Out 3.480.00 £,900.00 -2,420.00 58.98%
2421 - Monetary Penalty & Late Fees 425.00 5,235.00 -4,810.00 8.12%
2432 - Misc. Fee (Bad Check Fee) 0.00 35.00 -35.00 0.0%
Total 2400 - Fee Revenue 58,430.00 116,420.00 -56,980.00 51.05%
Total Revenue 59,430.00 116,420.00 -56,980.00 51.05%
Expenditures
1100 - Personal Services
1110 - Employse Benefits
1111 - Employer Retirement Contrib. 2,837.25 4,875.15 -2,037.90 58.2%
1112 - Fed Qid-Age ins- Sal 31 Emp 2,732.23 5,667.92 -2,935.69 48.21%
4113 : Fed Old-Age Ins- Wage Earners 0.00 736.00 -736.00 0.0%
1114 - Group Insurance 393.49 755.72 -362.23 52.07%
1115 - Medical/Hospitalization Ins. 10,011.45 20,440.80 -10,429.35 48.98%
1116 - Retiree Medicai/Hospitalizatn 382.21 733.50 ~351.29 52.11%
1117 - Long term Disability Ins 254.63 489.00 -234.37 52.07%
Total 1110 - Employee Benefits 16,611.26 33,698.09 -17,086.83 49.29%
1120 - Salaries
1123 - Salaries, Classified 37.244.24 74,080.47 -36,846.23 50.27%
Total 1120 - Salaries 37.,244.24 74,000.47 -36,846.23 50.27%
1130 - Special Payments
1131 - Bonuses and Incentives 0.00 0.00 0.00 0.0%
1138 - Deferred Compnstn Match Pmts 390.00 816.00 -426.00 47.79%
Total 1130 - Special Payments 390.06 816.00 -426.00 47.79%
1140 - Wages
1141 - Wages, General 0.00 9,624.00 -9,624.00 0.0%
Total 1140 - Wages 0.00 8,624.00 -9,624.00 0.0%
1160 - Terminatn Personal Svee Costs
1165 - Employee Retirement Contributio 841.24 842.00 0.76 89.91%
Total 1160 - Terminatn Personal Svce Cosis 841.24 842.00 -0.76 99.91%
Total 1100 - Personal Services 55,086.74 119,070.56 -63,983.82 46.26%
1260 - Contractual Services
12190 - Communication Services
1211 - Express Services 18.64 125.00 -106.36 14.91%
1214 - Postal Services 1,914.50 8,200.00 -6,285.50 23.35%
1215 . Printing Services 0.00 2,650.00 -2.850.00 0.0%
1216 - Telecommunications Svcs (DIT) 445.62 400.00 45.62 111.41%
Total 1210 - Communication Services 2,378.78 11,375.00 -8,996.24 20.91%
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Virginia Dept. of Health Professions

Revenue and Expenditures Summary

July 1, 2011 through December 31, 2011
116- Physical Therapy

1220 - Employee Development Services
1221 - Organization Memberships
1222 - Publication Subscriptions

1224 - Emp Trning Courses, Wkshp & Cnf
1225 - Employee Tuition Reimbursement
Total 1220 - Employee Development Services

1246 - Mgmnt and informationai Sves
1242 - Fiscal Services
1244 - Management Services

Total 1240 - Mgmnt and Informational Sves

1260 - Support Services
1263 - Clerical Services
1264 - Food & Dietary Services
1266 - Manual Labor Services
1287 - Production Services
1268 - Skilled Services

Total 1260 - Support Services

1280 - Transportation Services
1282 - Travel, Personal Vehicle
1283 - Travel, Public Carriers
1285 - Travel, Subsistence & Lodging
1288 > Trvl, Meal Reimb- Not Rprtble
Total 1280 - Transportation Services

Total 1200 - Contractual Services

1300 - Supplies And Materials
1310 - Administrative Supplies
1311 - Apparel Supplies
1312 - Office Supplies
1313 - Stationery and Forms

Total 1310 - Administrative Supplies

1360 - Residential Supplies
1362 - Food and Dietary Supplies
1363 - Food Service Supplies
Total 1360 - Residential Supplies

1370 + Specific Use Supplies
1373 - Computer Operating Supplies
Total 1370 - Specific Use Supplies

Totat 1300 - Supplies And Materials
1400 - Transfer Payments

1410 - Awards, Contrib., and Claims
1413 - Premiums

Jul 11 - Dec 11 Budget % Over Budgest % of Budget
2,500.00 2,500.00 0.00 100.0%
0.06 50.00 -50.00 0.0%
0.00 2,025.00 -2,025.00 0.0%
315.00
2,815.00 4,675.00 -1,760.00 61.53%
11.71 620.00 -608.29 1.89%
5,302.81 750.00 4,552.81 707.04%
5,314.52 1,370.00 3,944 52 387.92%
0.00 23,025.00 -23.025.00 0.0%
0.00 700.00 -700.00 0.0%
53.14 400.00 -346.86 13.29%
1,022.37 1,525.00 -502.63 67.04%
4,171.44 10,962.00 -6,790.56 38.05%
5,246.95 36,612.00 -31,365.08 14.33%
762.02 3,600.00 -2,837.98 21.17%
32.65 1,060.00 -967.35 3.27%
0.00 950.00 -950.00 0.0%
6.00 716.00 -716.00 0.0%
794.67 6,266.00 -5,471.33 12.68%
16.549.90 60,198.00 -43,648.10 27.49%
4,19
302.91 730.00 -427.09 41.5%
62.51 -572.00 634.51 -10.93%
369.61 158.00 211.61 233.93%
0.00 100.00 -160.00 6.0%
0.88
0.88 100.00 -9g8.12 0.88%
548
5.48
375.97 258.00 117.97 145.73%
120.00 120.00 0.00 100.0%
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Virginia Dept. of Health Professions

Revenue and Expenditures Summary

July 1, 2011 through December 31, 2011
116- Physical Therapy

Total 1410 - Awards, Contrib., and Claims

Total 1400 - Transfer Payments

1500 - Continuous Charges
1510 ' Insurance-Fixed Assets
1518 - Property Insurance
1510 - Insurance-Fixed Assets - Other

Total 1510 - Insurance-Fixed Assets

1530 - Operating Lease Payments

1534 - Equipment Rentals

1539 - Building Rentals - Non State
Total 1530 - Cperating Lease Payments

1540 - Service Charges
1541 - Agency Service Charges
Total 1540 - Service Charges

1550 - Insurance-Operations
1551 - General Liability Insurance
1554 « Surety Bonds

Total 1550 - insurance-Operations

Total 1500 - Continuous Charges

2200 - Equipment Expenditures
2215 - Computer Equipment
2218 - Computer Software Purchases
Total 2210 - Computer Equipment

2220 - Educational & Cultural Equip
2224 - Reference Equipment

Total 2220 - Educational & Cultural Equip

2230 - Electrnc & Photographic Equip

2238 - Electrnc & Phtgrphe Equip Imprv

Total 2230 - Electrne & Photographic Equip

2260 - Office Equipment
2263 - Office incidentals
2264 - Office Machines
Total 2260 - Office Equipment

Total 2200 - Equipment Expenditures

Total Direct Expenditures
9001 - Allocated Expenditures
9206 * FuneraliLTCAPT
9301 - DP Qperations & Equipment
9302 - Human Resources

Jul 11 - Dec 11 Budget $ Cver Budget % of Budget
L L
120.00 120.00 0.00 100.0%
120.00 126.00 0.00 100.0%
28.38 50.00 -21.61 56.78%
0.00 0.00 0.00 0.0%
28,39 50.00 -21.61 58.78%
0.60 0.00 0.00 0.0%
3,167.63 6,441.00 ~3,273.37 49.18%
3,167.63 6,441.00 -3,273.37 49.18%
0.00 0.00 0.00 0.0%
0.00 0.60 0.00 0.0%
101.82 454,00 -352.18 22.43%
6.01 11.00 -4.99 54.64%
107.83 485.00 -367.17 23.19%
3,303.85 6,956.00 -3,652.15 47.5%
184.00
184.00
170.00 100.00 70.00 170.0%
170.00 100.00 70.00 176.0%
0.52
0.52
77.63 15.00 62.63 517.53%
0.00 100.00 -100.00 0.0%
77.63 115.00 -37.37 67.5%
432,15 215.00 217.15 201.0%
75,868.61 186,817.56 -110,948 95 40.61%
47,840.99 89,715.46 -42,074.47 53.1%
2082335 102,074.28 -72,250.93 29.22%
6,621.89 12,382.68 -5,760.78 53.48%
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9303 -
9304 -
9305 -
9308 -
9307 -
9308 -
9309 -
- Moving Costs
9313-
9314
9315 -

8311

Virginia Dept. of Health Professions

Revenue and Expenditures Summary

July 1, 2011 through December 31, 2011
116~ Physical Therapy

Finance

Director's Office
Enforcement

Administrative Proceedings
impaired Practitioners
Attorney General

Board of Health Professions

Emp. Recognition Program
Conference Center
Pgm Devipmnt & Impimentn

987900 - Cash Trsfr Out- Appr Act Pt. 3
Totat 9001 - Aliocated Expenditures
Total Direct and Aliocated Expenditures

Net Cash Surplus\Shortfail

Jul*11 - Dec 11 Budget $ Over Budget % of Budget
17,676.93 36,903.24 -19,226.31 47.9%
9,417.37 20,340.36 -10,822.99 46.3%
15,648.91 41,378.48 -25,730.57 37.82%
4,824.21 10,753.68 -5,929.47 44 86%
256.45 501.12 -244 67 51.18%
17,652.91 23,793.84 -6,140.83 74.19%
6,589.20 14,715.00 -8,125.80 44.78%
0.00 713.16 -713.16 0.0%
19.74 456.12 -436.38 4.33%
73.02 557.04 -484.02 13.11%
4,135.14 8,661.36 -4,826.22 46.14%
0.00 1,520.52 -1,520.52 0.0%
160,380.11 364,767.34 -204,387.23 43.97%
236,248.72 551,584.90 -315,336.18 42.83%
-176,818.72 -435,164.96 258,346.18 40.63%
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Investigations
Probable Cause
APD

Informal Stage

Formal Stage

Total

Moniforing:

PT Compliance Cases

Discipline Cases

Feb 2012 Feb 2011
11 5
7 5
0 0
0 2
0 1
18 13

7

Feb 2010

11




Virginia Department of Health Professions
Patient Care Disciplinary Case Processing Times:

Dianne Wm<._..$_mm.om=m, M.D.

- .U:mn.n.o_. :

Quarterly Performance Measurement, Q1 2008 - Q1 2012

“fo ensure safe and competent patient care by ficensing health professionals, enforcing standards of practice, and providing information to heafth care practitiongrs and the public.”

DHP Mission Statement

in arder to uphold its mission relating to discipline, DHP continually assesses and repoarts on performance. Extensive trend information is provided on the DHP website, in biennial reports, and,
maost recently, on Virginia Performs through Key Performance Measures (KPMs). KPMs offer a cancise, balanced, and data-based way {0 measure disciplinary case processing. These three
measures, taken together, enable staff to identify and focus on areas of greatest importance in managing the disciplinary caseload; Clearance Rate, Age of Pending Caseload and Time to
Disposition uphold the objectives of the DHP mission statement. The following pages show the KPMs by board, listed in order by caseload volume; volume is defined as the number of cases
received during the previous 4 quarters. In addition, readers should be aware that vertical scales an the fine charts change, both across boards and measures, in order fo accommodate vatying

degrees of data fluctuation,

Clearance Rate - the number of closed cases as
a percentage of the number of received cases. A
100% clearance rate means that the agericy is
closing the same number of cases as it receives each
quarter, DHP's goal was to achieve a 100% clearance
rate of allegations of misconduct by the end of FY
2009 and maintain 100% through the end of FY 2010.
The current quarter's clearance rate Is 105%, with
1019 patient care cases recaived and 1071 closed.

Age of Pending Casefoad - the percent of
open patient care cases over 250 business days old.
This measure tracks the backlog of patient care cases
older than 250 business days fo aid management in
providing specific closure targets. The goal was to
reduce the percentage of open patient care cases
older than 250 business days 10 no morze than 25% by
the end of FY 2010. That gaal continues to be
acheived with the percent of cases pending over 250
business days dropping dramatically from 45% to
13%. For the last quarter shown, there were 1784
patient care cases pending, with 228 pending over
250 business days.

Time to Disposition - the percent of patient care
cases closed within 250 business days for cases
received within the preceding eight quarters. This meving
eight-quarter window approach captures the vast majority
of cases closed in a given quarter and effectively
removes any undue influence of the oldest cases on the
measure. The goal was to resolve 90% of cases related
to patient care within 250 business days by the end of FY
2019. That goal continues to be acheived with 92%
percent of patient care cases being resolved within 250
business days this past quarter. During the last quarter,
there were 1,071 patient care cases closed, with $89
closed within 250 business days.

Clearance Rate for Patient Care Cases by Fiscal Quarter
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by Fiscal Quarter
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Submitted: 10/6/2011

Prepared by: VisualResearch, Inc.



Physical Therapy - In Q1 2012,

the clearance rate was 67%, the
Pending Caseload older than 250
business days was 20% and the
percent closed within 250 business
days was 100%.

Q14,2012 Caseloads:

Received=3, Closed=2

Pending over 250 days=2

Closed within 250 days=2

Funeral - In Q1 2012, the
clearance rate was 300%, the
Pending Caseload older than 250
business days was 25% and the
percent closed within 250 business
days was 89%.

Q12012 Caseloads;

Received=3, Closed=0

Pending over 250 days=2

Closed within 250 days=8

Audiology - in 012012, the
clearance rate was 100%, the
Pending Caseload older than 250
business days was 0% and the
percent closed within 250 business
days was 100%.
12012 Caseloads:
Received=1, Closed~=1
Pending over 250 days=0

Closed within 250 days=1

Submitted: 10/6/2011

Clearance Rate
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Age of | % Cases
Pending | Closed
Casesloa| within
d % Open 250
Cases |Business % Licensed
over 250 [Days, last within 30
Clearance| Business 8 Days of
Rate Days quarters Customer Satisfaction Complete
{Goal = j (Goal=25| (Goal= {Goal = Maintain Average Application
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Direct Access Certification

Feb 2012

615

Feb 2011

5,454

458

Feb 2010

5,606

355




Information
Only




COMMONWEALTH of VIRGINIA

Dianree L. Reynolds-Cane, M.D. Department of Health Professions www.dhp.virginia.gov
Director _ Perimeter Center TEL {B804)367- 4400
9960 Mayland Drive, Suite 300 FAX {B804) 527- 4475

Henrico, Virginia 23233-1463

November 29, 2011

Christine M., Sousa

Managing Director, Exam Services

Federation of State Boards of Physical Therapy
124 West Street South

Alexandria, VA 22314

Dear Christine,

I would like to take this opportunity to express our concerns regarding the process with the new
fixed date testing since we have experienced two examination cycles.

We are concerned with the limited time between the actual test dates, receiving the test scores
and re-registering for those applicants who are unsuccessful on the first attempt. Let me
iltustrate using the October examination cycle as an example. The test was held on October 26,
2011, we received the scores on November 3, 2011 and the deadline date for applicants to re-
register for the exam was November 5, 2011, This placed a tremendous amount of pressure on
staff to process the scores and it may not have afforded the umsuccessful applicants with enough

time to re-register.

Looking at the 2012 schedule and based on our experience from this year, we are concerned that
if an applicant is unsuccessful on the July 2, 2012 examination they will be prevented from
registering for the July 31, 2012 examination because the registration deadline is prior to the July
2nd examination. Therefore, those applicants will have to wait until October 2012 to test.

I also wanted to share that we have experienced increased strain on our staffing resources due to
the fixed date testing. With 3 fixed test dates scheduled for July 2012 (2 PT and 1 PTA) and 2
tests dates for October 2012 (1 PT and 1 PTA) staff focus will be primarily devoted to the
registration and eligibility process during these times and not on other required responsibilities.

Holly Manke attended the July 2011 Conference in Dallas, Texas and indicated that two options
were provided during the conference, an option of offering five test dates per year with results

given back in 30 days, or four test dates per year with immediate results. Ms. Manke understood
“immediate” to be sooner than a full week., Will the one week turnaround continue or should we

anticipate receiving the results quicker?

Board of Audiology & Speech-Language Pathology — Board of Ceuns(l.ling - Board of Dentistry — Board of Funeral Directors & Embalmers
Board of Long-Term Care Administrators — Board of Medicine — Board of Nursing - Board of Optometry — Board of Pharmacy
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We understand the necessity of changing from continuous testing to fixed dates for security
reasons; however we wanted you to be aware of the issues that Virginia is experiencing and to
perhaps consider alternative solutions. Additionally when FSBPT is able to increase the
examination offerings, we hope that you will take into consideration the graduation dates of our

Virginia approved PT schools which are May, August, and December.
Thank you for your consideration.

Best Regards,

O{@wQQ\gJ\A

Lisa R. Hahn, Executive Director
Virginia Board of Physical Therapy
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December 22, 2011

Lisa R. Hahn, Executive Director
Virginia Board of Physical Therapy
9960 Mayland Drive, Suite 300
Henrico, VA 23233-1463

Dear lisa;

Thank you for your letter of November 29, 2011 explaining the challenges your board is facing
with the move to fixed-date testing for the NPTE. You are right about the tight deadlines
between October 26, 2011 and December 5, 2011 — and that candidates who fail on July 2,
2012 will be unable to register for the july 31, 2012 sitting. Our exam services staff is also

experiencing the pressure to ensure that all deadlines are met for each test date.

I'd like to provide some background on how we chose the 2011 and 2012 dates. For both 2011
and 2012, we had done an extensive survey of PT and PTA program directors and students.
With that information, we went to our test vendor, Prometric to schedule testing dates, We
then weighed the survey results with the available test dates that could accommodate the
number of candidates we anticipated would test. As you might imagine, selecting test dates
that make all stakeholders happy is impossible. We did strive to accommodate as many
stakeholders as possible for both 2011 and 2012 but admittedly, not everyone is happy with the

results.

We anticipate that beginning in 2013, there will be four PT and PTA tests per year and that they

will be given on a quarterly basis on a regular schedule. This should allow us to avoid the tight

- FEDERATION OF STATE BOARDS OF PHYSICAL THERAPY
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deadlines that were seen in 2011 and 2012. We do not expect to see the number of test dates
increase beyond four per year. But we hope that once a regular schedule is in place, licensing
boards and physical therapy programs will be able to plan and develop procedures for these

dates.

Given the number of tests taken in one day, it will continue to take a full week to complete the
necessary quality assurance analyses and report test resulits to you. During that time frame, we
receive test records from the Prometric centers, reconcile and verify the records, confirm the
scores, and identify/investigate any testing anomalies (e.g., missing records, potential security
breaches, missing biometric data, etc.). Given the intense effort involved, and the fact that even
the best testing technology is sometimes imperfect, we must work very hard to meet the seven
day reporting window. The consequences of making errors during this phase would be
extremely burdensome for the states we serve as well as the FSBPT. We apologize that the
anticipated delay in score reporting was unclear at the NPTE Summit in Dallas. We anticipate

having additional dialogue with our members about score reporting time frames in 2012.

| appreciate that fixed-date testing will continue to be a work-intensive process for your board
at least through 2012, If there are any specific suggestions or ideas you have to make the
process less burdensome, please share them with us. We would like to assist you in any way we

can through this challenging transition.

Sincerely,
e \
Ao N
(Do otz 195w A

Christine Sousa

Managing Director of Exam Services




Hahn, Lisa R. (DHP)

From: cba-request@fsbpt.crg on behalf of Christine M. Sousa [CSousa@aon.fsbpt.org)
Sent: Wednesday, December 07, 2011 2:18 PM

To: cha@fsbpt.org

Subject: - Upgrades fo the Jurisdiction Interface

Attachments: Jurisdiction Upgrades.docx

Good afternoont

This week a number of upgrades to the jurisdiction interface were rolled out. All of these upgrades were the result of
jurisdiction feedback since the onset of fixed-date testing. Below is a description of the enhancements. There are also
some screen shots attached to this email for your reference.

- Weincreased the number of days after the fixed-date administrations that the candidate’s transaction will move
to an "eligibility expired” status. Currently the transactions move to “eligihility expired” the day after the
administration. Because scores are not reported for 5 business days, when a candidate checks the status of
their registration right after the exam this causes some confusion. This change will begin with the January PT
administration.

- Afield for “Requested Test Date” was added to the candidate’s individual eligibility page.

- Acolumn for school name was added to the ATT Summary Report.

- Additional search parameters were added to the ATT Summary Report and the New Scores Summary Report so
that jurisdictions can run these reports by test date as well as by a date range.

- Additional search parameters were added to the eligibility processing page so that jurisdictions can search the
list by test date.

Thank you to the jurisdictions that shared their ideas for improvement. Next year the Exam Administration Committee
will be taking a closer look at what additional upgrades and tools might be useful to jurisdictions in this new fixed-date
testing world. You can expect to see an email early next year soliciting additional feedback and ideas. Hopefully this list
will start you thinking about what else can be done to make life easier!

On another topic, the December 5" PT administration went very well, 1,239 candidates tested and you can expect to
receive those results on Monday, December 12",

As always, please let me know if you have any questions.

Thanks,
Christine

Christine Sousa

Managing Director of Exam Services
Federation of State Boards of Physical Therapy
124 S. West Street, 3rd Floor

Alexandria, VA 22314

(703) 739-9420, ext. 201

csousa@fsbpt.org

This message and any attachments may contain confidential and privileged material that is for the sole use of the
intended recipient(s). If you are not an intended recipient you are hereby notified that disclosing, copying, distributing or
taking any action in reliance on the contents of this email or its attachments is strictly prohibited. If you have received this
email in error, please destroy it and notify the Federation immediately by sending an email to security@fsbpt.org




COMMONWEALTH of VIRGINIA

Dianne L. Reynolds-Cane, M.D. Department of Health Professions www.dhp.virginia.gov
Director Perimeter Center TEL {804} 387- 4400
9960 Mayland Drive, Suite 300 FAX (B0O4) 527- 4475

Henrico, Virginia 23233-1463
January 6, 2012

TO: Health Regulatory Board Members
Executive Directors
Executive Leadership Team

FROM: Dianne L. Reynolds, Cane, M.D.
Director, Department of Health Professions

RE: Notes from Great By Choice: Uncertainty, Chaos, and Luck—
Why Some Thrive Despite Them All

Last month Governor Robert McDonnell convened an Agency Head Summit at the University of
Richmond where participants joined in an inspiring discussion with bestselling business author,
James Collins, who along with Morten T. Hansen, wrote Great By Choice: Uncertainty, Chaos,
and Luck— Why Some Thrive Despite Them All. You may recall his previous seminal work,

Good To Great.

Based on his uplifting presentation, as told through the findings of a nine year data-driven study
regarding the principles of success for building a great business enterprise during challenging
times, | want to share with you select highlights of key discussion points.

Dynamic changes in Virginia’s healthcare workforce, shifts in the Commonwealth’s population,
and the economic times in which we live, help make the work of the boards that compose DHP a
critical factor in the health and wellbeing of our constituents statewide. There has never been a
more important time to gain a fresh perspective on our work to ensure safe and competent patient
care by licensing health professionals, enforcing standards of practice, and providing information
to healthcare practitioners and the public.

My favorite quote from James Collins is, “Even in a chaotic and uncertain world, greatness
happens by choice, not chance.” | hope this brief overview of Great by Choice encourages you to
read the book and inspires your best thinking at board meetings and hearings in 2012 and

beyond.

Consider the following points of view described by James Collins:
e “Creatness is a conscious choice and does not result from chance circumstance.”
e Given the uncertainty of the days in which we now live, it is tempting to believe the last
50 years of relative tranquility were usual, though disruption is actually the norm.
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o “Humility is actually the X factor of leadership.”
Drive and ambition must be tempered to provide servant leadership.

» “Leadership exists only when people choose to follow [a leader] when they do not have
to....”

¢ Good leaders share a set of deeply held core values that allow them to be consistent in a
changing world

e Government agencies represent consistency in government though they often operate in
an inconsistent or changing world

Mr. Collins also mentioned leaders often exhibit fanatic discipline, empirical creativity, or
productive paranoia-either to their detriment or to their success. More details about these

behaviors can be found in his book.

James Collins provided attendees at the Governor’s Agency Head Summit the opportunity to
learn how corporate and social sectors build and sustain great entrepreneurial institutions during
unpredictable times. Your good thinking, as a board members and staff of Virginia’s health
regulatory boards, is an invaluable asset and this material is likely to provide additional support
for all that you do to serve the Commonwealth..

Thank you
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Should Dry Needling for Myofascial
Pain be Within the Scope of Practice
for Physical Therapists?

Sinéad A. FitzGibbon, PT, MS

INTROBUCTION

Health care expenditure in the Unired
States reached $2.2 arillion in 2007, increas-
ing 6.2% from the previous year, and
amounted to 16.2 % of the gross domestic
product.! Professional services, including
physical therapy, accounted for $62 billion
of this cost.! Myofascial pain is one of the
leading complaints of padents presenting in
general medical practice, with reported prev-
alence of 20% to 93% in general practice™
thus imposing significant financial burdens
on state and national health care budgers.?
With high prevalence and associated costs,
there s unrelenting pressure on insurers,
clinicians, and researchers 1o reduce costs
while optimizing outcomes. The physical
therapy profession is at the forefront of cost
containment by promoting comparisons of
the cffectiveness of different interventions
in management of musculoskeletal painf
Physical therapists usc nonsurgical, non-
pharmaceurical modalities in the preven-
tion and treatment of disability’ Moreover,
the 2020 vision statement of the Ameri-
can Physical Therapy Association (APTA)
reflects the emerging priorities of the profes-
sion by emphasizing the provision of expert
care using evidence-bused practice.® With
44 seares allowiag direct access to physical
therapists {P'I5) at a lower cost than physi-
cal therapy via physician referral,” PTs are 2
part of the vanguard of cost containment in
health care.

Physiotherapists began musculoskeletal
care in 1894 as a group of nurses practicing
remnedial massage in the United Kingdom
(UK), and evolved into established profes-
sional organizations en both sides of the
Addantic, Today there are 170,000 practicing
PTs in the United States and 36,000 char-
tered physiotherapists in the United Kirg-
dom, with therapisis recognized as expert
clinicians in munagement of musculoskel-
etal and myofascial pain,®?

Physiotherapists pracricing internarion-
ally in the United Kingdom, Australia, New
Zealand, and throughout Europe use dry
needling alongside traditional modalities

in management of myofascial pain.'™"? The
muldimedal, direct access practice model
is beneficial to both the consumer and the
clinical praceitioner, as well as cost effective
for all involved parties.” There are grow-
ing numbers of national and international
courses in dry needling for physical thera-
pists,’*** with 5,500 physiotherapists in the
UK and over a thousand such therapists in
Australia’ now licensed to use needling in
physical therapy practice.

Direct access to physical therapy gives
patents suffering from myofascial pain
a gateway into a broad specoum of pain
management techniques. Physical therapy
professionals are expert firse-line clinicians
in delivery of pain management modali-
tes. With inclusion of dry needling in the
battery of techniques available o skilled
clinicians, cost-effective nonsurgical pain
management options could improve patient
outcomes and contribute to containing
health care costs, In order to understand
how dry needling by physical therapiscs
can enhance pain management, knowledge
of its history and cusrent use is warranted.
‘This paper will outine the background of
the trigger point theory and describe dry
needling as used in management of myofas-
cial pain. It will then compare and contrase
the educational processes of acupuncrurists
and physical therapists with regard to use of
needling. Finally, the case will be made for
breadening the physical therapist’s scope of
practice o include dry needling, with special
reference to use of evidence-based practice
in the current fiscally challenging medical

environment,

DRY NEEDLING: BACKGROUND
Dry needling, genemily understood
as the insertion of filiform (fine filament)
needles withour use of saline or other liquid
substances, has its roots in ancient practice
of acupuneture, Nearty 3,000 years of Chi-
nese acupuncture has resulted in regional
Asian variations in technique and ideol-
ogy.!®1? Development of modern Chinese
medical and therapeutic practices has com-
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bined with western empirical medical prac-
tices to result in the practice of dry needling.
This is the use of filiform needles to treat
myofascial trigger points without reference
to oriental medicine philosophy and prind-
ples of practice. Dr. Janet Travell developed
and popularized the treatment of myofascial
trigger points {(MTiP) using dry neediing
techniques.®®® This method of myofas-
cial pain management has become popu-
lar among physical therapists and medical
doctors worldwide, especially over the past
3 decades. Histopathology, electrical activ-
ity, neurophysiology and clinical features of
MTiPs have been studied since the 1940s,
and though this body of knowledge contin-
ues to grow, the mode of efficacy of needling
MTtPs remains poorly understood.

Myofascial Trigger Points, Definitions,
and Mode of Efficacy

A MTiP is defined as a highly local-
ized and hyper-irdtable spot in a palpable
taur band of skeletal muscle tissue.” The
main criteria used for diagnosis of MTiFs
are the following: a tender spot in a taur
band of contractile skeletal muscle, patient
pain report upon palpation of this point,
a predictable pattern of referred pain from
palpation of this point, and a Jocal twitch
response ¢licited upon palpation.® Despite
widespread use of these exireria, there have
been few studies that have examined inter-
examiner rellability and disgnosdc sensitiv-
ity and specificity,®>** nor has there been
standardization of the manner in which the
examination is conducted.”

TRIGGER POINT THEORY AND
NEEDLING RESPONSE

Trigger points are known to occur and

- 1o be maintained at the level of 4 spinal seg-

mental reflex? It is thought that excessive
local release of acerylcholine? or calcium®
at the newro-motor endplate resules in
spontancous clectzical activity (SEA), with
sustained depolarization and shortening of
sarcomeres.? The resultant prolonged local
muscle spasm is thought to impair bloed

Orthopaediz Practice Vol. 23,4:11




Aow, cause dssue damage, and perpetuate
an inflammatory cycle.*122 To dare, therapy
has been aimed at inhibiting muscle spasm
and reducing the pain of MTiPs using many
modalities, including spraying with ethyl
chloride followed by specific stretching, deep
massage, injection of various subsrances, and
dry needling™* Elicitarion of local twitch
response has been demonstrated to occur
with needle insertion into active MTiPs, 22126
Pain relief is associated with reduced electsi-
cal activity following needle insertion into
an MTiP in which a2 owitch response is
observed 2% Activation of spinal endog-
enous opioids is a likely facror in the effec-
tiveness of many therapeutic interventions
in pain management. Direce stimalation of
peripheral nociceprors by needling may ace
to desensitize the central nervous system
via SEA. endplate inhibition and enhance
stimudation of opioid activity within spinal
wide-range dynamic neurons, ¥ While
acupuneture and dry needling zre theorized
" to have similar mechanisms of action, the
- educarion, philesophy of practice, and tech—
niques are qulre dissimilar,

COMPARING ACUPUNCTURE AND
DRY NEEDLING

Acupuncture is one of the oldest forms of
therapy, and is based on Chinese philosophy,
namely that disease is an cutward manifesta-
tion of internal imbalance of Yin and Yang
energetic forces.'® Although filiform needles
are used in both dry needling and acupunc-
rure, the similarities are limited. Whereas
acupunciure s used to diagnose and manage
systemic conditions, dry needling of myo-
fascial trigger points purportedly rtargers
specific tissue responses withour reference o
energetic systems.® ¥ Acupuncrure educa-
don entails 3 years of study with mentored
residency and competency examinations,
Dry needling certification is aci)urzcnve oz
medical degree, or a physical cherapy muas-
ters or docroral qualification, which rakes
5 to 7 years of study. Certification for dry
needling in the United States occurs after 50
hours of post-graduate coursework and 200
1o 400 documented interventions. Compe-
tency examination is required in the Unired
Kingdom, Europe, and Australia with some
programs demanding tigorous dissertations
at the culmination of a full academic year of
acupuncture related physiotherapy® Such
competency exams are similar in depth to
APTA board cerdfication areas such as ortho-
paedic sports, and women’s health physical
therapy certifications. Medical docrors and

"Orthopaedic Practice Val, 23:4:1 1

physical therapists practice dry needling

when it is determined to be within the scope

of practice by their relevant states. Available
evidence for efficacy of acupuncture and
dry needling in myofascial pain is limited,
and conclusive results are fow.'1%253% Maost
studies have been limited by small sample
size, nonstandardization of techniques and
poor research design, with few high quality
studies or systematic reviews. The major-
ity of published manuscripts investigating
the effeces of acupuncoure and needling

underscore the need for high quality clinical

research in this area, 83032

Dry Needling Within the Scope of
Physical Therapy Practice
Canada, the United Kingdom, Ireland,

- the Nerherlands, Norway, Switzerland, Bel-

gium, Spain, Chile, South Africa, Australia,
and New Zealand, among other nartions,
and some 18 states in the United States have
dérermined that dry needling techniques fall
within the scope of physical therapy prac-

tice.?®* Other states such as California, New

York, North Caroling, Hawaii, and Tennes-
see have proscribed the practice outright.?
In order to understand the potential benefits
and risks of amending state pracrice acts, the
arguments of the stakeholders on both sides
need ro be addressed.

ACUPUNCTURISTS

Acupuncturists have been licensed to
practice in the US since 1973% and many
programs obtained national certification in
1982, culminating in 16,000 acupunc-

_turists currently in practice® nationwide.

Forty-three states require certification for
licensure.®  Acupunciure  practitioners

have been opposed to the inclusion of dry -

needling in physical therapy practice acts
in Virginia and Colorado™ and other
states.® Their objections are based on the
duration of the needling certification pro-
grams, concerns for the safety of patients
and encroachment on professional temmitory
by physical theraplsts.?*4%4' with resulant
specific criteria clmnges to the practice acts

" in these stares. Acupuncture professional

associations claim thar physical therapis:s
can become certified in dry needling tech-
niques with a cousse of only 54 hours, while
the majority of acupuncrure cenification

. programs have requirements of 1,905% to
3,000 hours of education from some 57
accredited programs.®** This claim disguises -

the fact that dry needling certification is a
postgraduate course following graduarion
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from one of 200 masters or doctoral physi-
cal therapy programs thart receive accredira-
tion from the Commission on Accreditation
in Physical Therapy Education (CAPTE).44
Entry-level DPT programs typically com-
prise 2,676 hours of education™® and a
more_extensive anatomy component than
acupuncrure programs.™

Concern for patient safety is not withour
merit, since skin penerration carries risk of
infection, discase rransmission, and poten-
tial injury to soft tissue, nerve, and blood
vessels. However, there is no documented
evidence of increased litigation involving
therapists practicing dry needling or other
skin penetration techniques in staces where
this is allowed 7 Regarding the territo-
dal concerns, acupuncture practitioners
are concerned that the use of dry needling
by physical therapists encroaches on their
professional practice grounds. Dry nee-
dling has been identified as a component
of acupuncture practice, with acupunctur-
ists invited to participate and teach on dry
needling courses."**S However, dry needling
practitioners limit their practice to manage-

‘ment of MTiPs, with no claim to diagnosis
" or management of systemic disease pro-

cesses. Diagnosis and treavment of condi-

" tions using orfental thedicine techniques

remains the domain of the acupuncture and
oriental medicine professions, and this is

-afhrmed by physical therapy practitioners

teaching courses in the United Stares and
internationally, 1

PHYSICIANS

Phiysicians in particular, have been con-
cerned about skin penetration by physical
therapists, objecting to the use of electro-
myography (EMG) by physical therapists
despite the inclusion of such procedures in
many state physical therapy practice acts for
decades, P44 Several states license physical

" therapists 1o use skin penetration in EMG

testing,® and to date there has been no
documentation of any injuries or health
hazards for such therapists, ™% [nsurance
companies providing. fahility coverage for
physical therapists practicing dry needling
impose no addirional reqiirements, other
than thar they practice in a state that permits
the technique.?

CHIROPRACTORS
The Maryland chiropractic profession
ok an interesting position towards dry -

- needling, inivially opposing dry needling,

determiining that it fell within the regulatory




practices of the state board of Acupuncruze.
However, the Maryland Chiropractic Board
reversed its position in 2007 and allowed
chiropractors to use dry needling under their
physical therapy privileges, since the physi-
cal therapists in the stace had been licensed
w do so since 1987. As in other stares and
internarional communites, acupuncture is
detesmined 10 be “the use of oriental medi-
ca} therapies for the purpose of normelizing
energetic physiclogical functions including
pain control, and for the promotion, main-
tenance, and sestoration of heaith 44
The Maryland Chiropractic Board ruling
was based on the fact thar acupunciure uses
needle insertion into fixed points and is
based on pre-scientific philosophies, whereas
dry needling into myofascial trigger points is
solely a local soft-tissue technique. Thus dry
needling is not based on Chinese philoso-
phy of energetic systems, does not constitute
acupunctare, and is therefore not subject to
the regulation of the acupunciure licensing
boards.”

PHYSICAL THERAPISTS

The APTA is the national professional
organization of 72,000 physical therapists in
the United States.t The APTA does not yer
have an official position on dry needling by
physical therapists, but recognizes that it is
a technique being used by some of its mem-
bers,” The APTA acknowledges that state
licensing boards, which have jurisdiction
over administration of each state’s PT act,
have been consulted regarding whether dry
needling falls within the scope of pracuice.
The answer across the states is mixed, with
5 states explicitly proscribing dry needling
NV, NY, NC, ID, TN), stating that it is
not in the scope of practice. Fifteen boards
have interpretive opinions that it is within
the scope of practice In states allowing ir,
and there have been no definitive statements
by the remaining 32. Arizona and Penn-
sylvania are legally prohibited from issuing
an interpretive statement. Statements by
physical therapy boards in the 18 stares that
have amended the scope of PT practice to
include dry needling include language stipu-
lating that neither the state medical board
nor the acupunciure board could rule on the
eligibility of appropriately trained physical
therapists to practice dry neediing’>* Some
states issue contradictory statements. For
example, Florida proscribes “skin penetra-
tion” In dry needling by physical therapists,
but aflows them to perform and analyze
EMGs, which by definition involves skin

penetration. Tennessee takes the position
that since no academic institutions in that
state reach dry needling to physical therapy
students, It should remain outside of the
scope of PT practice.® This introduces the
dilemma of whar to do once dry needling
is part of entry-fevel DPT programs, as it
is currently at Georgla Stare Universiy,”
for example. It may be dme 10 encourage
a national review of the scope of practice
for physical therapists. A recenc report by
the Federation of State Boards of Physical
Therapy {FSBPT) outdines thar there is a
historic basis, education and waining, and
a scientific basis for use of dry needling by
physical therapists, provided comperency
is determined to ensure safe practice.’* The
FSBPT conducts an analysis every 5 years

to determine actual practices within the pro- .

fession, Also, the highly respected American
Academy of Orthopedic Manual Therapists
supports dry neediing In the PT scope of
practice and indicares that research sup-
ports its use.”® As with any policy or practice
change, the process is likely to be slow and
piecemeal in nature, but gradual implemen-
tation of such changes can facilitate reflec-
tion and necessary critical analysis. In order
to reflect on the possibiliry of changing the
scope of practice of physical therapists, jt
is important to understand the process by
which practice guidelines are determined.

Determining the Scope of Practice for
the Physical Therapists

In the United States, stare physical
therapy boards determine the legal scope of
physical therapy practice in each state. The
Federation of Stare Boards of Physical Thet-
apy (FSBPT) Model Practice Ace provides
language to states for reference and consider-
ation in the development of their individual
practice acts. In evaluating the current cli-
mate of health care practice and education,
the FSBPT recognizes the overlap of many
skills and procedures among professions,
stating that it is “no longer reasonable to
expect each profession to have a completely
unique scope of practice”* Devised with the
collaboration of the medical, nursing, social
work, pharmacist, oceupational and physi-
cal therapy professional communites, the
FSBPT document provides a protocol for
state boards to use in decision making about
whether an intervention should be included
in the scope of practice. This protocol assists
in decision-making when considering prac-
tice act changes, with the primary focus on
whether the proposed changes “will better
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protect and enhance consumers’ access to
competent health care services.™ Proposed
changes to the scope of practice should
evaluate 4 critical aress: established history
of specific practices, adequate training, ade-
quate evidence of benefit to public health,
and appropriate regulation, The FSBPT
maintains that adequate evidence in. each
of these areas suggests that scope of practice
changes would be in the publics best inter-
est. ‘This pasition echoes that of the Fed-
eration of State Medical Boards (FSMB}, an
allied, parallel organization for physicians
and osteopaths. This group ouslines the
multifactorial nature of scope of pracrice
decisions, including workforce needs and
availability;, financial motivations, economic
circuenstances, and consumer demand, with
the ultimate goal of protecting public health
and safety.’® In order for there to be a ratio-
nal, useful approach to broadening the scope
of practice of a health care practitioner, there
must be judicious use of the guidelines that
have been developed for this purpose.

Guidelines for Changes to the Scope of
Practice

According to the FSBPT and the FSMB,
scope of practice should be reviewed when
the following factors have been considered:
where there exists a need for the proposed
scope of practice; when the existing scopes
of practice, if altered, will result in a posi-
tive change in public health and safery;
where there exists formal educadion, train-
ing, and accreditation processes for the
change in scope of practice; where appropri-
ate cvaluation and disciplinary procedures
are established; where accouneabiliey and
liability issues have been clarified and where
the effects on other practitioners have been
reviewed,** Using these criteria, the broad-
ening of the scope of practice for physical
therapists to include dry needling, would be
approved. First, more than a third of the US
physical therapy boards have issued interpre-
tations thar dry needling is within the PT
scope of practice. Such changes in physi-
cal therapy state practice acts parallel the
practices of Canada and many countries in
Europe, Asta, and South America. Second,
there has been no increased incidence of
injury to the health of patients when man-
aged by physical therapists who use tech-
niques that puncture the skin, Third, there
are 3 main US programs for accredited nee-
dling education programs, and reciprocity
already exists among the international pro-
grams for dry needling certification. Fourth,
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physical therapists practicing dry needling
are accountable under standard rules of

practice, and have the same requirements to .

carty malpractice and liability insurance as
those who de not practice needling. Finally,
there is no documented adverse financial
effect on other practitioners when physical
therapists arc licensed to practice dry neg-
dling. In fact, there may be an opportunity
for both acupuncrurists and physical thera-

pists to Improve thelr position in the marker

if both groups could market their nongur
. gleal, nonpharmaceutical approach o pain
Imanagement, '

Planning or Policy Strategies that I'/Ilght
Mitigate Differences
In negotiations, success results from col-
laborative efforts to resolve any impassey
The APTA and the Americin Association
of Acupuncture and Oriental Medicine
{AAAOM) could collaborate on’ combined
statements, with a unified marketing cam-
paign for consumer education to differenti-
ate between acupuncture and dry needling.
University programs for dry needling could
be developed in collaboration with all inter-
ested parties.®® Combined physical thera-
pist and acupuncruist lobbying for third
party payor reimbursentent could be more
successful than the carrent situation where
cach professional community suuggles for
reimbursement . independendy ™% Ben-
efits could include improved teamwork of
medical doctors, physical therapists, and
acupuncturists to optitnize patient care.
Reduced costs for the consumer could result
as all providers compete in the open marker
for myofascial pain management services. As
continued research would determine best
_ practices, collaborating professionals would
be quick in adjusting their practice 1o reflect
new knowledge. The concept of an extended
scope of practice for physical therapists is not
an expansion of physical therapists interest

in needling therapy, but is a component of 2

global shift in health care service urilization,

Extended Scope of Practice in Health -
Care Professions

An international summit on advanced
scope of practice and direct access to physi-
cal therapy was held in Washington in Octo-
ber 2009 to examine current international
demands and practices, and to determine
the implications of increased practice scope
on Interprofessional relationships, profes-
sional boundarics, and role definitions.
National and internatonal developments

Orthopacdic Practice Vol. 23:4:41

to alter the scope of practice of physical
therapists and other medical professionals
are underway, in order to mitigate the cur-
rent stresses on the health care system, 945681
These scope of practice changes follow the
development of the nurse practitioner and
physician assistant professions, whose ori-
gins as legitimare medical professionals grew,
in the past 50 yeats, out of the Anancial and
workforce constrzints on the general phy-
siclan and medical community.®% Physi-
cal therapists are currently being trained in
joint injections,* musculoskeletal triage in
emergency rooms,* and first-line health care
management.® The changing tide of clinical
practice is not likely to reverse, as increas-
ing demands on finite finahcial resources

. continue.}

SUMMARY
Current US and International Practice,
Recommendations for the Future

Dry needling is afready within the scope
of physical therapy practice in many areas
{18 US states®); skin penetration by physi-
cal therapists for EMG is allowed in many
US states, and Canada, South Americs,
Europe, Asia, Australia, and New Zealand.
With minimal risk and Increased benefits 1o
the majority of stakeholders, dry needling
practiced within an increased scope of PT
professionals will be of benefir to the public,
bringing American clinicians in-line with
their international colleagues.

The APTAs “2020 vision” for physi-
cal therapy includes 4 commitment to life-
long lcarning with use of evidence-based
practice.® Articles published in respected,
peer-reviewed journals underscore the con-
tinued need for expert clinicians to criti-
cally appraise and conduct research, The
current emphasis in physical cherapy edu-
cation is on research to support and chal-
lenge clinical practices. With increasing
use of dry needling by physical therapists,
the research emphasis should include dry
needling within efficacy and comparative
effectiveness studies. Doctoral level physical
therapists who acquire these skills as parr of

their core cirricula® are well suired for such

215

analysis and research, and their disserrations

. could explore the comparative effectiveness
‘of dry needling and other manual therapy

techniques.

Many techniques are ot unique to a spe-
cific profession, There are ongoing battles for
rerritory berween chiropracrers and physi-
cal therapists over manipulation and joint
mobilization,®® between athletic rrainers
and physical therapists over manual therapy
techniques,” with physicians and physical
therapists performing EMG tests,”2 and
physicians referral to in-house physical ther-’
apy practices.”74 The global trends in health
care management are to look broadly across
the professional spectrum to determine
where patients can benefit from skilled care
provided by appropriately trained clinicians,
ar the lowest cost. The future objective will
be to use best practices for best ourcomes
and for the best financial value. The rerri-
torial bardes are likely to continue, bur will
diminish In intensity as adversaries compere
to demonstiate optimization of outcomes
and not compere over ownership of specific
rechniques.

CONCLUSIONS

. Physical therapists are positioned as
expert clinicians in the health care comma-
nity with a broad spectrum of techniques
for nonsurgical management of musculo-
skeletal pain and dysfunction. Inclusion of
dry needling within the scope of PT prac-
tice will ensure further high-quality research
and clinical practice with better outcomes in
this field. Use of dry needling by qualified,
licensed physical therapists will bring Amer-
ican physical therapy professionals in line
with cwrrent international standards of prac-
tice, and provide patients with more options
for. management of musculoskeletal” pain.
In the cosdy arcna of arthritis, movement
dysfunction, and pain managetnent, extend-
ing the physical therapy scope of practice w0
inclade dry needling will improve in con-
sumer choice, increase evidence-based prac-
tice, and facilitate cost-containment,
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December 5, 2011

Dr George Maihafer

Virginia State Licensure Board
107 South Arden Circle
Norfolk, VA 23505-4834

Dear Dr Maihafer,

We appreciate your inguiry on behalf of the Virginia Physical Therapy
Licensure Board about the web-based version of the Physical Therapist
Clinical Performance Instrument (PT CP1): Version 2006. As you are
aware, the current version of the PT CPl is administered through the web
and requires that all users satisfactorily complete an online fraining
program and assessment to gain access to the PT CPl Web. The PT CPI
was designed for use specifically for physical therapist (PT) academic
programs to assess their PT professional students during clinical
education experiences as a part of the curricuium and in preparation for
entering practice. For PT academic programs to access the PT CPI Web,
they are required to register with Academic Software Plus and are
assessed an annual fee for its use.

You have requested the use of the PT CPI for practitioners who are
foreign-educated seeking US licensure in Virginia and are required to
complete a practice component as a part of this process. The use of the
PT CPl to assess the foreign-educated PT to determine comparable
knowledge, skills, and behaviors of an entry-level PT provides one
possible mechanism to enable a state licensure board {o determine if a
practitioner is safe and competent in patient care. In discussing your
request with staff at APTA and at Academic Software Plus, issues were
identified that warrant further discussion and would need to be addressed
prior to making any final decisions about this request. Below is a
summary of the issues that have been raised.

* Data resulting from use of the PT CPi Web with foreign-educated
PTs would need to be treated confidentially. As such this may
watrrant a separate server for housing this data. Data from foreign-
educated PTs cannot be commingled with that of PT professional
students.

+« Data is harvested from the PT CPl Web in ways that specifically
inform PT program outcomes, clinical education outcomes,
student readiness for practice, and accreditation. The reporis that
can be generated from the PT CPl Web may not be consistent
with the needs of the Virginia State Licensure Board. Redesigning
the reports and coding the data requires additional time and will
incur additional costs. Likewise, if this data is to be benchmarked
in some way to PT professional student performance, then that
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work will also incur additional costs and time should the Virginia Licensure Board wish to
revise any aspect of the PT CP} Web software program, this would need to be discussed
in advance with financial implications that would need to be negotiated with Academic
Software Plus.

o  APTA owns the copyright for the PT CPI and a copyright fee would be assessed for use
of the instrument by a state licensure board. The instrument must be used in its current
format to ensure its validity and reliability.

e Academic Software Plus would charge a registration fee to the VA licensure board for
use of the PT CP! Web that would differ from the PT program registration fee and may
include an individual applicant usage fee.

» Should the State Licensure Board be interested in pursuing this request further, we may
want to explore the possibility of a pilot to see how the current system might work and
additional modifications that may be warranted.

We hope that this additional information is helpful to your continued deliberations in using the
PT CPI Web for foreign-educated physical therapists seeking US licensure in Virginia. Please
feel free to contact me with any questions or for further discussion. | can be reached at
iadyfrost@apta.org or by phone (703) 706-3201.

Sincerely,
Jo ‘?/-O/YL
od Frost, PT, DPT, PhD

Director, Academic/Clinical Education Affairs
American Physical Therapy Association

PR




Federation of State Boards of Physical Therapy
Draft Mode] for Supervised Clinical Practice (SCP)
November 2011

Authority

Statutory authority will be needed in order to require completion of a supervised clinical practice from the foreign
educated physical therapist. One example of statutory language may be found in the 5™ edition of the FSBPT
Model Practice Act. Rules language can be used to further define the parameters of the supervised clinical practice
[SCP). Language either in statute or regulation needs to allow for the board to waive or exempt any, or all, of the

requiremenits for the SCP.

Prerequisites

To improve the likelihood of a successful SCP, the board may consider requiring any, or all, of the following PRIOR
to the SCP:

* Complete the application process including payment of fees,

*  Provide satisfactory evidence that the applicant’s education is substantially equivaient to the education of
physical therapists educated in an accredited entry-level program as determined by the board. If reguired,
the educational credentials evaluation must be completed and submitted to the board prior to the SCP.

* Complete any additional education as required by the board.

*  Pass a board-approved English proficiency examination if the applicant’s native language is not English.

»  Meet any other requirements established by board rule if applicable.

¢ The board provides for a temporary permit, provisional or restricted license for the purpose of

participating in a supervised clinical practice.

Inthe commentary of the 5™ edition of the FSBPT Model Practice Act, there are three exceptions noted for use of 2
restricted license other than for disciplinary actions: 1) with a voluntary substance abuse program, and 2} with a
professional re-entry after a lapse of a license for two or more renewal periods, and 3) supervised clinical practice

for foreign educated applicants.

Timing of the NPTE
The SCP would take place prior to the NPTE. Successful completion of the SCP is a prerequisite to the NPTE,

Parameters

Length




Federation of State Boards of Physical Therapy
Draft Model for Supervised Clinical Practice (SCP)
November 2011

Minimum requirement: 1000 clinical hours to be completed in no fewer than six months and no longer than one

year.

Number of Attempts

Limited to a total of two per applicant.

Qualified supervisor

The clinical supervisor and a backup supervisor shouid be approved by the board. In approving a supervisor, the

board should consider the following qualifications:

-

the supervisor should have a minimum of three years of clinical experience

the supervisor should hold an unrestricted license

there is no conflict of interest in the supervisor’s relationship to the candidate
the supervisor should have direct patient care responsibilities in their current role

the supervisor should have previous experience as a clinical instructor

Supervision

The level of supervision during the SCP should be onsite supervision as defined in the FSBPT Model Practice Act:

“Onsite supervision” means supervision provided by a physical therapist who is continuously onsite and

present in the department or facility where services are provided. The supervising therapist is immediately

availabie to the person being supervised and maintains continued involvement in the necessary aspects of

patient care.

Facility

The facility shouid be approved by the board. When approving a gualified facility, the board should consider the

foliowing:

.

&

the depth and breadth of clinical experience provided by the facitity

the facility’s levels of staffing

the patient volume

the variety of patient diagnoses

the opporiunity to interact with other healthcare providers in the facility

location of the facility; different scope of practice in different state, unique practice act

Disclosure




Federation of State Boards of Physical Therapy
Draft Model for Supervised Clinical Practice {(SCP)
November 2011

The beard should consider potential conflicts of interest between the facility and the applicant. Any disclosures
related to conflict of interest should be included as part of the application for SCP submitted to the board, SCP
candidates, supervisors, and/or facilities must disclose any known potential for conflict of interest or appearance
of conflict. Material gain resulting from candidate’s successful completion of the SCP should be furnished to the

Board prier to the approval of the SCP.

The facilities disclosure staterment should include the following:
+ the facilities intent to hire the applicant upon completion of SCP
+ stipend or salary to the applicant

« relationship to the supervisor

Performance Evaluation
The board should establish guidelines for completing the performance evaluation.
*  Suggested timelines would be:
o midterm to be completed after 500 clinical hours and submitted to the board within three days

{72 hours)
o final review completed after 1000 clinical hours and submitted to the board within three days (72

hours)

» [f available, the board should utilize an evaluation tool that has been determined to be valid and reliabie

for evaluating clinical performance of foreign educated physical therapists.
Final Qutcome

1. Successful completion of the SCP:

FEPT would be eligible to sit for the NPTE.

2. Unsuccessful completion of initial SCP:

The Board should consider developing options for unsuccessful applicants which may include:
+ extending the SCP in the same facility up to double the initial time
e complete a second SCP in a new facility

* denial of application for second SCP with opportunity for due process

Exemptions




Federation of State Boards of Physical Therapy
Draft Model for Supervised Clinical Practice (SCP)
November 2011

The board may waive alf or a portion of the SCP at the discretion of the board. The board may want to consider:
+ the applicant’s previous licensed clinical practice in the U.S, Healthcare system in making the decision
regarding SCP

» the applicant’s performance on the mid-term evaluation




Tab 4




We have queried other states for their
policies on PT’s & PTA’s performing
INR testing on Home Health Settings.
We will add this information as it
becomes available or at the meeting.




Position Statement — North Carolina Board of Physical Therapy Examiners
Performance of Finger Blood Specimens

Adopted — December 28, 2081
Updated — December 6, 2006
Reviewed by the Board — September 23, 2010

The performance of fingerstick blood specimens for analysis of Pro-times is not considered part of the
scope of practice for physical therapy; however, it would not be a violation of the North Carolina
Physical Therapy Practice Act for a PT or PTA to do a fingerstick with a physician's order provided that
the physical therapist has been properly trained and is competent, and makes it clear to the patient that
this procedure is not physical therapy. When the PT or PTA performs a finger stick, the PT or PTA
should communicate the results to a nurse so that the nurse can interpret and communicate the results to
the physician to make medications modifications. (See Board Position regarding the "Physical
Therapist's Role in Recording Medications on OASIS Forms".) In addition, the physical therapist cannot
bill for his or her time as physical therapy. Lastly, the NCBPTE cannot speak for other Boards as to
whether this would be a violation of their practice acts. The NCBPTE can only say that it is not a
violation of the North Carolina Physical Therapy Practice Act.

Ben F. Massey, Jr., PT, MA, Executive Director
NC Board of Physical Therapy Examiners

18 West Colony Place Suite 140

Durham, NC 27705

Phone: 1-219-490-6393 / 800-800-8982

Fax: 1-919-490-5106

Fmail: benmassey@ncptboard.org

Web: www.ncptboard.org




Tab 5




TENED., FROM T/AE LBOARL OF MpotiCIAE

“professional incompetence” is wrilten inio our law on unprofessional conduct in a mumber of
different wayvs, from subsionce a %ﬁ}usa-,“ to mental incapacity and just about evervthing in betwsen
Sew 3412915 below.

Professional competence also can be seen as being able to provide safe care at the standard
expected of a physician in Virginia. The standard 1s undersiood on a case by case basis, and the
determination of whether the standard was met will depend on the evidence in the case.
Standard of care cases are sometimes the toughest and may require the services of an expert
medical review, especially if the case involves a subspeeialty of medicine or @ highly twechnical
procedure, such as microsurgery of the inner car, :

Maintepance of compeleney 18 the big mmh of the American Boards of Medical Specialties.
Maintenance of licensure is the big push of the Federation of State Medical Boards. The Board
of Medicine originated an Ad Hoe Committes on Competency in 2006, Here are the Tinks to last
vear’s mectings. The Virginia Board is planning on participating in a maintenance of Lcensure
pilet project with the Federation.

General Meetings of the Board

May 24, 2011 Ad Hoc Committee on Competency | Agenda | View Minutes
10:00 a.m.
?&%’é’zrly’ 20111 A4 Hoc Committee on Competency|Agenda |View Draft Minutes

§ 54.1-2915. Unprofessional conduct; grounds for refusal or disciplinary action.

A. The Board may refuse to admit a candidate to any examination; refuse to issue a certificate or
license to any applicant; reprimand any person; place any person on probation for such time as it
may designate; suspend any license for a stated period of time or indefinitely; or revoke any
license for any of the following acts of unprofessional conduct:

2. Substance abuse rendering him unfit for the performance of his professional obligations and
duties;

3. Intentional or negligent conduct in the practice of any branch of the healing arts that causes or
is likely to cause injury to a patient or patients;

4. Mental or physical incapacity or incompetence to practice his profession with safety to his
patients and the public;

12. Conducting his practice in a manner contrary to the standards of ethics of his branch of the
healing arts;




13. Conducting his practice in such a manner as to be a danger to the health and welfare of his
patients or to the public;

14. Inability to practice with reasonable skill or safety because of iliness or substance abuse;

21, Adjudication of legal incompetence or incapacity in any state if such adjudication is in effect
and the person has not been declared restored to competence or capacity.




Continuing Professional Development
Step One: Meaningful Assessment

Proceedings from a Citizen Advocacy Center Conference

June 22, 2011

Note: These proceedings are not a verbatim transcript, but they are faithful to the
speakers’ presentations and the subsequent questions and comments. For the complete
conient of the conference, you can find the speakers’ PowerPoint presentations at
hitp/fwww.cacenter.org/files/powerpoint/Continuing Competence201 l/index. html.

Introduction

The Citizen Advocacy Center (CAC) convened this conference in light of the growing
consensus that any meaningful continuing professional development scheme must begin
with an assessment of the knowledge and skills an individual needs to reinforce to
maintain his or hear current competence.

CAC’s Roadmap to Continuing Competence recommends routine periodic assessment. It
reads in part:

Periodic assessment is the key to tailoring lifelong learning programs to the needs
of individual healthcare professionals and to demonstrating continuing
competence over the course of one’s career. Assessment pinpoints the knowledge
gaps that can be filled by continuing education or other professional development
mechanisms. Assessment also is used to determine whether a practitioner
competently applies his or her knowledge and skills in clinical situations....

There are two key questions that have to be answered about assessment: who
should be assessed and who should do the assessing.... The question of who
should do the assessing is more difficult to answer. Self- assessment is the option
many voluntary credentialing organizations and some regulatory agencies have
written into their emerging competency or professional development programs,
This approach is likely to be more acceptable to many professionals than third-
party assessment. It appears to be, therefore, a comparatively painless way to
introduce periodic assessment into the routines of professional careers.

But, critics of self-assessment point out that it does not provide the same degree
of public accountability afforded by third-party assessment. They also wonder
about relying on a professional’s judgments about their own strengths and
weaknesses.




Third-party assessment is by definition more objective and more accountable. It
1s also more expensive than self-assessment and potentially more disruptive to
practice. Moreover, there are not a sufficient number of third-party assessment
programs available right now to perform the task. So, hybrid approaches have
potential appeal, such as methodologies combining self-assessment or
professional portfolios with independent evaluation and consultation at the
workplace and random review by certification and regulatory agencies.

CAC’s Roadmap foresees that self-assessment is likely to predominate in nascent
programs, but the goal is to move to independent third-party assessment over a
period of time. Self- assessment tools need to be developed by third parties
according to publicly developed standards. The pilot projects called for in the
roadmap offer an opportunity to evaluate and compare various assessment
methodologies: self-assessment, third-party assessment and a hybrid combination
of the two.

Regardless of the chosen methodology, profession-wide periodic assessment must
be mandated and performance assessment should have a high degree of
correlation with real situations in practice settings. Advancements in information
technology offer the possibility of evaluating electronic medical records and
practitioner-specific practice profiles against practice guidelines and peer
performance in order to assess individual clinical competence and, significantly,
to determine the impact over time of continuing competency assurance on patient
oufcomes,

Is Self-Assessment Reliable? What Does the Literature Conclude?
Research Conducted by the Association of State and Provincial
Psychology Boards

Robert Brown, Chair, Maryland State Board of Examiners of Psychologists

There are many ways to think about competence. It is clear that professionals have to
retain what they learn in graduate training and to acquire new skills during their careers
appropriate to their current practice. They must learn new knowledge based on research
findings and new practice methods, new theories, new assessment tools and treatment
approaches and new technologies.

Looking back, graduate school was reassuring in lots of ways. While academicians do
try to teach clinical skills and judgment, by and large, students are taught what they need
to know in a series of core courses prescribed by the faculty. Students are lectured to,
coached, tested, observed, and given feedback.

After students graduate, many practice in isolation or behind closed doors. Some are
supervised, particularly early in practice, but that supervision is typically cursory and not




hands-on. Professionals take courses in subjects they feel they need to know, rather than
subjects selected by others based on what each professional needs to know.

Consumers expect that healthcare providers are competent throughout their professional
careers and most are surprised when they learn that regulatory bodies are not acting to
ensure continuing competence. Professional societies assume that professionals can
determine what kind of skills, knowledge, techniques, approaches, and theories they
should be familiar with, and that they can select from the options available to acquire new
learning, to stay updated, or to acquire new skills, The assumption that individuals
engage in reflection and can accurately scif-assess has been the cornerstone of adult
education and continuing professional education.

Continuing education is one of several approaches to continuing professional
development. One of the things that the psychology boards are trying to do is to broaden
the definition, so that in addition to mandatory seminars, credit can be given for peer
contacts, portfolios, publications, etc.

What are some of the challenges associated with continuing competence? One is the
definition. What competencies are the relevant for individual practitioners? For most
professions, declarative knowledge is what the licensing exam assesses. By and large,
exams don’t get at the delivery of services. They don’t get at judgment and the ability to
discriminate one situation from another. They don’t get at applying knowledge to a set of
facts, nor do they assess attitude.

How can we measure competence in ways that are true to consumer expectations, are
acceptable to professionals, and are economically and practically feasible? Self-
assessment is one of the reasonably economical ways to do this.

Other methods include objective tests and observation by experts. HIPPA regulations
make it difficult to observe live patients, but simulations are an alternative. Practice
audits, professional profiles are other methods. Patient outcomes are complicated
because they are affected by the skill of the practitioner and many other variables, such as
the type of illness involved, the resources available to the patient, and institutional
constraints.

What can we do about maintaining and enhancing the competence of professionals,
knowing that outcomes are not always going to be the most reliable measure of
competence?

How accurately can people self-assess their own professional development needs? By
this, I mean self-assessment in terms of what is my practice like. What do [ do? What
kind of skills do my colleagues and peers have? What demands are there on my
professional time? What kind of treatment is indicated in particular cases? What is my
patient population? It is difficult to mandate something that applies to everybody
because professionals specialize in different areas.




Even if a professional can decide accurately what they need, how do they know that a
particular educational experience is going to meet that need? How accurately do
professionals evaluate what they have learned? There has been a movement to use test
questions to determine what people have learned.

The research suggests that people aren’t very good at assessing our needs, determining
whether the experience meets the needs, and evaluating how much we have learned from
the experience. In other words, self-assessment is not useless, but it is not very
promising.

What about the accuracy of self-assessment? Poor Richard’s Almanac said, “There are
three things extremely hard: steel, diamonds, and to know one’s self.” Charles Darwin
said, “Ignorance more frequently begets confidence than does knowledge.”

Both of these statements impart some wisdom, and while they do not rule out the
potential usefulness of self-assessment, they do temper any excitement that self-
assessment is going to be the answer.

Some of the more prominent findings in the literature include these. Learners are not
necessarily accurate in assessing their own knowledge as compared with when they are
actually tested. Students and practitioners tend to avoid areas that are difficuit for them
and stay with what they are already good at. At least in Western societies, even people
with the lowest objective ratings of competence rate themselves above average. Recent
studies found that physicians have a limited ability to accurately self-assess, when self-
assessments are compared to measured competencies. People who are less competent
tend to exaggerate the guality of their knowledge and their performance more than do
more competent peopie.

What are the sources of bias in self-assessment? Self-assessment of knowledge learned
in continuing education (CE) is more related to satisfaction with the course than it is to
actual learning. So, self-assessment is generally a more useful indicator of how learners
feel about a course than it is an indicator of how much they learned from the course.

Other sources of bias include differences in self-esteem. People with high self-esteem are
often more willing to accept that they have deficits than people with low self-esteem.
People who fear negative evaluation will rate themselves more highly. People can
become defensive if others challenge what they have learned or know. People who are
not competent often are not able to recognize competence in others.

People who are more competent are more likely to recognize knowledge and skills they
should acquire. People who need continuing professional development the most are the
ones most likely to fail to recognize the need.

Should we give up on self-assessment? The evidence is mixed. People can be trained to
increase the accuracy of their self-assessment.




The better question is: When and how and can self-assessments be useful? 1 said earlier
that self-assessment indicates how satisfied a learner is with the learning experience.
This satisfaction may serve as a motivating factor to do more.

Providing objective feedback, in the form of tests or other measures, can improve the
accuracy of self-assessment. This feedback is most useful during the learning process,
rather than at the conclusion. The feedback about learners’ self-assessments helps
students learn how to more accurately evaluate their own performance in the future.

Feedback is complicated. If it is too complimentary, it could interfere with motivation to
leamn more. Ifitis critical, it could motivate someone to learn more. On the other hand,
critical feedback may prompt another learner to conclude that the evaluation was biased
and discourage further learning.

How can self-assessment be used productively? Self-assessment should play a role in
continuing professional development, but it should not be relied on solely as a measure of
competence or new learning. Self-assessment may be a competency that can be
developed among professionals. Self-assessment should be facilitated / supported by
providing training and objective measures of feedback and peer feedback at multiple
points longitudinally in the learning process. Leamners should be given the opportunity to
compare their actual knowledge and performance to motivate poor performers to learn
more.

Question: My professional association has had conversations about continuing
competence for many years. What is your perspective on how regulated professions
should tackle this? We have a political challenge to get our constituents to accept the
idea that they need to do more than just attend continuing education courses.

Brown: This is a critical point. People become anxious and sometimes huffy about
being evaluated. I don’t know the answer.

Comment: It depends on how it is done. I have a grandchild who wasn’t doing well in
math. The teacher could send a letter home threatening that the child will be held back
it he doesn’t improve. Or, the teacher can send a note saying the child isn’t performing
up to grade level and the school would like to help him by keeping him after school a few
minutes for personalized tutoring.

Brown: There is a body of literature about steps that can be taken to encourage peoples’
motivation. I'm not sure professional societies are doing much in that regard.

Comment: [ would argue that this is a cultural issue. We have to start teaching in our
undergraduate training programs that assessment and evaluation and continuing
professional development are a part of being a professional.

Comment: The Federation of State Medical Boards is undertaking an initiative on
maintenance of licensure. We believe committed leadership is necessary to make it




happen. State boards should do it because they have a mandate to protect the public. The
public wants it because they deserve the highest quality care by the most competent
professionals. Physicians should do it because they really care about their patients and
care about giving them the best care. If professionals want to perpetuate the system of
self-regulation, they need to incorporate procedures for periodically evaluating licensees.

Brown: I believe most professionals want to provide the best services they can. The
problem is, how do they know when they are not providing the best possible services?
This requires some sort of objective assessment in addition to self-assessment.

The Assessment Program Developed by the National Association of
Boards of Pharmacy (NABP)

Carmen Catizone, Executive Director, National Association of Boards of
Pharmacy

Qur road to continuing professional development has been straight and narrow at times
and a very crooked route at times, and we wound up in a completely different place than
we ever imagined.

One barrier we faced is economic. Professionals say they are too busy to engage in
continuing professional development activities. They are concerned about the impact on
their licensure if they don’t perform well. They are also concerned about the cost.

We also encountered questions about whether our continning professional development
program would inhibit a professional’s ability to practice and to exercise the privilege
they eamned through licensure. Another twist is the involvement of other agencies, such
as the Federal Trade Commission, which alleges that the dental board in North Carolina
engaged in anti-competitive activity when defining the scope of practice. Where does the
state board’s authority end and the FTC’s authority begin?

Our journey started almost thirty-five years ago. In 1967, the Department of Health and
Human Services recommended mandating continuing competence requirements. In
1970, the Public Health Service questioned the relevance of continuing education to
continuing competence and recommended a multi-faceted approach, including peer
reviews, professional standard review, re-examination, and self-assessment techniques.

The pharmacy profession decided to establish continuing education requirements, just as
other professions did. We believed that if professionals engaged in continuing education,
they wouldn’t need the mandate that HHS and others were calling for. The accrediting
bodies began to approve providers of continuing education to make sure certain standards
were met. Eventually, all the states mandated continuing education.

From the regulatory perspective, the boards of pharmacy and the educational accrediting
bodies did all they could to ensure that continuing education would be valuable. But,
there was no way to control practitioners who waited until their CE was due for




relicensure and hastily read journals and submitted their CE credits. There was no way to
monitor that process, no way to say to the practitioner that we don’t believe you have
actually learned anything or benefitted from that CE. One of the lessons we learned at
NABP is that voluntary works best when it is mandatory.

We got a wakeup call in 1997 when it was again recommended that states should require
each board to develop, implement, and evaluate continuing competence requirements.
We interpreted this to mean that the public no longer believed the “Trust me” philosophy
that the healthcare professions had adopted. To say that, “We are learning; we are self-
policing; we are competent; we have continuing education requirements” was no longer
good enough. The public wanted more. They wanted a “Show me” approach that
validated continuing competence.

NABP heeded that call and adopted the recommendation of the Pew Health Professions
Commission that “states consider requiring the demonstration of continued competence
through some sort of testing mechanism.” The message was clear to us that continued
competence needs to be assessed, so there needs to be a testing mechanism. They didn’t
say portfolios. They didn’t say reflection. They didn’t say let the profession develop it.
They said state boards, continued competence, an assessment mechanism.

We looked at the literature to learn how we might measure competence across all practice
settings and all levels of specialization. One study from Minnesota showed that fifty-
three percent of the medications prescribed to patients were to treat twelve indications,
not the ones you would expect: asthma, diabetes, and high cholesterol. In contrast, a
study of Medicaid patients and emergency room visits in Mississippi found that those
three discase states represented seventy percent of the medications being reimbursed by
the state Medicaid program.

So, we realized that pharmacy practice varies by state, by sub-population, and by other
factors. We decided we needed to develop a continuing competence mechanism that
takes the same approach as the initial licensure examination. Why not use the initial
licensure exam to assess continuing competence? Because we found that practitioners in
practice for two years or more behave differently than new graduates, so we had to
modify the continuing competence exam to measure that subtle difference.

We introduced a continued competence assessment mechanism in 1998 and offered it to
boards on an optional basis initially, with the expectation that it would eventually become
mandatory for relicensure. It was a computer adaptive multiple-choice tool, which
pharmacists could use to assess their knowledge. We intended that completion of the tool
would be followed by CE, portfolios, and other methods to address any weaknesses
discovered in the assessment.

When we rolled this out to the profession, it generated accusations, controversy and
conflict. We were accused of creating the program to generate revenue by selling the
assessment fool. The professional associations asked why the regulatory boards should
be earning this revenue, even though we planned to run the program at close to cost.




During the debate, these questions came up:

Who defines competence? The professional association said they define it and when the
boards become involved, things become punitive. We said the public and regulatory
groups define competence and are responsible for it, working with the profession.

Who is responsible for competence? Employer groups wanted to address competence
internally, saying they fire incompetent people and don’t want regulators involved.

What is the evidence to show competence? Some argued that specialty certification is an
indication of competence. Others said that holding a license in good standing should be
evidence of competence.

There is truth in all these arguments, but the bottom line for regulators is to demonstrate
to the public that every practitioner is competent. A license 1n good standing sends an
important message, but members of regulatory boards know that the resources available
to state boards prevent them from becoming involved in a lot of activities to the level
necessary.

Hearing all these critiques, we put together a pharmacist self-assessment mechanism.
We used the same blueprint, but made it less high stakes. We made it available online
instead of secure testing centers. We said to pharmacists: self assess and based upon the
results, decide on a CE program for yourself appropriate to your practice and your needs.

The license to practice allows a pharmacist to practice in any setting, from hospital to
retail, and in any specialty from pediatric to geriatric. That is why we put together a
general assessment that cuts across all practice settings and allows an objective
assessment of the pharmacist’s competence across multiple areas.

We tried everything to make this a tool that pharmacists would use. The fee was
reasonable. Some states recognized the tool for some portion of the CE requirement,
providing a mandatory incentive to use the tool. Accommodating requests from the
profession, NABP agreed to waive the fee in some states in an effort to persuade
pharmacists to participate. V

Participation was so disappointing that the program was disbanded and the continuing
competence assessment mechanism was never launched. Practitioners are not ready or
willing to participate.

So, the recommendations dating back some thirty-five years are now off our table. Some
pharmacists are asking why pharmacy can’t take the approach being taken by the
Federation of State Medical Boards. We say fine, you take the lead. We tried and got no
positive response.




So, we scrapped a mandatory continuing competence for state boards. We scrapped the
pharmacist self-agsessment mechanism. We went back to our member boards and asked
what they need to fulfill their daily responsibilities. They replied that they are having
trouble assessing practitioners who come back into practice after a lapse.

We have decided to develop an examination to give boards of pharmacy a pharmacist
assessment remedial education tool. Tt will be a computer adaptive exam that
pharmacists can take in a secure environment, such as the pharmacy board office. k will
consist of 210 operational items in three distinct domains. Based upon a survey of
pharmacy practice, we found that fifty percent of the remedial examination will cover the
practice of pharmacy and the rest will cover prevention of medication errors and ethics.

We are also launching a program to accredit community pharmacies. It will focus on
continuous quality improvement and advancing the practice of pharmacy to the next level
so that pharmacists provide patient-centered care. We are giving the boards the tools to
look at quality of care and clinical outcomes and to assess practitioners.

We are waiting to see if there is public demand for more continuing competence
initiatives. Unfortunately, 1t is usually a horror story involving a medication error that
garners public attention and leads to legislative changes.

Comment: You say you don’t hear public demand for continuing competence. AARP
Virginia did a survey a few years ago that found that the public assumes that licensing
boards are monitoring ongoing competence and believes that healthcare providers should
be assessed at least every five years. CAC once hosted a debate between officials from
the Federation of State Medical Boards and the National Council of State Boards of
Nursing about who needs to demonstrate current competence. The Federation
representative said doctors should be assessed when there is a reason to believe they
aren’t competent. The spokesperson for the National Council said this is not a
disciplinary matter, but a question of raising all ships, so every licensee should be
assessed. So, it is disappointing to learn that NABP ended up where you have.

Catizone: We readily admit making mistakes along the way. When we introduced the
continued competence assessment, we thought we were doing the right thing, but we
came on too strong, and the profession viewed it as a disciplinary mechanism rather than
something that would help practitioners. If we try again, we will be sure that the
profession views our initiative as non-punitive. But any mechanism has to have teeth and
be objective. If it is no more than a self-assessment by practitioners, it won’t be valuable
to our member boards.

Comment: It is very important to be clear that this is not about discipline, but about
encouraging and supporting lifelong learning and continuing practice development. The
public may be relatively quiet about this, but as regulators, our job 1s to engage the public
because they are our biggest ally.




Catizone: One of the consequences of reduced resources is that boards don’t have the
time to engage in public outreach activities.

The Assessment Program of the Commission on Dietetic Registration

Grady Barnhill, Director of Recertification and Professional Assessment,
Commission on Dietetic Registration

We have self-assessment in four different areas, one of which is a portfolio process. The
self-assessment simulations are products used to prepare for specialty certification exams
to obtain a credential. Our self-assessment series and assess and learn series are more
closely related to continuing professional development.

We developed these products because we wanted a new way of looking at recertification.
The first step in the process is self-reflection, which includes questions such as: What am
I good at? What do I enjoy? What practice areas do I prefer? What knowledge or skills
do I want to add?

Step two is a subjective self-assessment component. It is a checklist based on more than
150 learning need codes. Users assess what they know in each area, what they would
like to learn, and at what level. It is easy to use, casy to develop, inexpensive, non-
threatening, and it encourages reflective practice. It is voluntary because we do not
require users to submit documentation of this step. So, we don’t have any participation
data to show whether it is being used.

Because self-assessment may not be accurate, we developed an objective self-assessment
series.  Objective self-assessment is less biased and it can be used in a normative way.
And, it is based on a common metric rather than individual standards.

We started using an objective self-assessment tool in 1991, It was developed by the
Penn State University Division of Continuing Professional Education and the W.K.
Kellogg Foundation. It included performance objectives: what should a practitioner
know and be able to do? It focused on the application of knowledge in practice. The
original plan was to develop 42 modules covering 21 practice areas.

We used subject matter experts and conducted pilot tests. The modules were scenario
based with realistic support materials. Some included video taped interviews, lab test
results, and so on. Certificants would look at each scenario and then answer multiple-
choice questions based on the materials and submit the sheets for scoring. We provided
rationales for why answers were right or wrong. The users loved the normative feedback
showing how they compared to their peers.

Follow up evaluation reveals how well the individual performed on a particular task, how

important any particular task is to their current work, and how interested the person 1s in
developing the necessary skill. From this, flows a learning plan.
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How did it work? The cost was $65.00. People received 7 CPE units.

By 2004, sales had dropped to about 100 per year, out of 75,000 practitioners. The
feedback from those who completed the series was outstanding, There were
administrative challenges, storage issues, and currency concerns.

We concluded that making a program like this voluntary isn’t effective. The product
ends up being used most by those who need it least.

The second-generation objective self-assessment program is called Assess & Learn.
These are online case-based scenarios using realistic clinical information, documents,
case notes, lab tests, descriptive information, interview transcripts, evidence-based
sources, and referrals to additional leamning opportunities. Because 1t is online, there are
no production or storage costs.

How is this working? It was an effort to streamline the self-assessment process and it is
much less expensive than the earlier version. The modules provide realistic and
sufficient clinical information and context. The feedback is simple and directly related to
the performance of tasks. Feedback is not normative, but indirect links are provided for
learning planning. It is self-scoring, which saves staff time. The online format enables
candidates to sign on at their convenience.

We sold 350 units in 2010 — already three times better than the older version. This is still
a small number, given that there are now 81,000 practitioners.

What we learned from all this is

¢ Control costs

Leverage technology

Keep it simple

Provide incentives to participate (avoid voluntary)
Provide utility and normative feedback to participants

. o @

Where should we go from =here?

We will be using the same instrument for the initial assessment and the demonstration of
competence at the end. If you do well in the initial self-assessment, you will be exempt
from some or all of the continuing professional development hours for the recertification
period. We think that this “carrot” or value-added incentive will be a good way to get
better buy-in to the program.

Question: How much does the new product cost? How long does it take to complete?
Barnhill: It costs about $50.00 per person, so it is more economical. The startup costs

were about $20,000.00 to get into the computer platform. It can be completed in five
hours or less. The older module took closer to seven hours.
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Question: Have you considered making this mandatory for recertification?

Barnhill: We are looking at possibly restructuring our credential. One of the things we
are looking at is the vexing issue of focus areas. 1f we redo our initial certification exam
to accommodate five different focus areas so candidates will take the basic core exam and
then choose additional questions in a focus area, that sets the stage for us to develop self-
assessment in focus areas.

I think one of the best models is mandatory self-assessment that practitioners are not
required to pass. It is easter to sell a mandatory self-assessment that gives practitioners
information, but they don’t necessarily have to pass. At worst, they would have to do
targeted CE in the areas where they are weakest. Many people really like getting
feedback.

Question: Are employers interested in using this to assess their workforce?

Barnhill: One large employer has incorporated our portfolio process into their
management scheme. We have not seen an employer requiring completion of the Assess
and Learn series.

Question: Have you analyzed the user population?

Barnhill: We do not have good data on the participants, but it is a great idea to obtain
demographic data.

The Assessment Program of the National Board for Certification in
Occupational Therapy

Margaret Bent, Managing Director, Competency Assessment, National Board for
Certification in Occupational Therapy

NBCOT has developed tools for assessment and self-directed learning for initial
certification and renewal. The primary competency assessment for initial certification is
an examination at either the occupational therapist registered (OTR) level or the certified
occupational therapist assistant (COTA) level. The content is driven by periodic in-
depth practice analysis studies based on large-scale surveys of practicing OTs about skills
and attributes they need in their daily practice. Nothing that appears on the examinations
should be outside the content of the practice analysis.

The examinations provide evidence of entry-level competence. They are computer-
delivered on demand. There are multiple-choice sections in both exams and a clinical
simulation section for the OTR exam.

We began using the clinical simulations in 2009. They are very popular with the students

because they help them to think and make decisions as they would in practice. They are
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designed to simulate actual situations a therapist is likely to encounter in every day
practice.

They typically start with a description of a fictional client. The applicant 1s then asked
what type of assessment is appropriate and what kind of treatment plan would be ,
recommended based on the results of the assessment.  The various sections complete the
full picture of that client or patient. The simulations are dynamic in that there are hists of
decisions and actions a candidate can choose. When they choose an option, a feedback
box appears on the screen giving information about the consequences of that decision or
action.

The simulation questions are designed to measure a candidate’s knowledge and critical
reasoning ability sequentially across the continuum of care, beginning with screening and
continuing to formulating conclusions, providing and adjusting interventions and
assessing outcomes. These questions take about ten minutes to answer. The majority of
candidates agree that the simulation portion of the test covers situations that practitioners
typically experience in the clinical practice.

We sec self-assessment as the key to our certification renewal program. We promote
lifelong self-reflection and encourage certificants to identify their learning needs and
develop a plan that will benefit their practice. During the three-year recertification cycle,
certificants are encouraged to complete some level of self-reflection and 36 professional
development units. There are 28 different ways to accrue these units.

Last year, we introduced an option to renew with a practice area of emphasis. This is
optional because some practitioners want to be viewed as generalists, able to move from
one practice area to another. Others want to be viewed as specialists.

Our annual audit of a sample of the renewal group finds a compliance level of about 92 -
96 percent over six years. Reclassification of Certification Status is the renewal process
for people who have been noncompliant or inactive. Part of the process is completion of
one of the general practice self-assessment tools.

We have designed several study tools, including online practice tests, an Occupational
Therapy Knowledge Exam, and entry-level self-assessment tools. Applicants use these
tools to prepare for the entry-level exam. The objective is to identify candidate strengths
and weaknesses, We encourage students to complete a self-assessment before going out
on clinical rotations. We encourage a 360-feedback loop where students, supervisors
and other colleagues independently complete the self-assessment tool.

Tools developed for certification renewal include self-assessment tools, a professional
development tracking log, a professional development provider registry, an “Essentials
Credentials” toolkit, and NBCOT’s Connect E-zine.

Since April 2010, 59,274 certificants have used the self-assessment tools. They are
designed to empower certificants to engage in critical self-reflection with the ultimate
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goal of assessing current levels of proficiency within the domains of occupational therapy
practice. The self-assessment tools cover these areas of practice: general practice, older
adult, physical disabilities, mental health, pediatrics, orthopedics, and community
mobility. Certificants can choose to complete the general practice tool and another one
related to their current or anticipated practice area. The score report reveals areas of
strength and weakness. It also provides links to professional development resources from
the provider registry.

The uses of these tools include: documenting strengths in specific practice areas,
identifying gaps in knowledge and skills, identifying professional growth opportunities,
linking current abilities to critical job skills and performance plans, assessing learning
needs prior to re-entry or transitioning between practice settings, assessing staff
competence for planning in-service education.

NBCOT’S future plans for its recertification program include a review and a practice
analysis study to be completed in 2012 which will identify the knowledge and skills
necessary for ongoing competence. The practice analysis will reveal the knowledge
required to transcend all practice areas, such as communication skills, ability to use
evidence-based practice, ability to demonstrate effective service, and so on.

The results of the practice analysis will be used to develop tools to enable us to measure
ongoing competence. Renewal requirements will be enhanced to embrace self-reflection,
knowledge assessment and traditional continuing education.

Question: How are you linking the continuing competence requirements of voluntary
certification with mandatory licensure?

Bent: We have worked with the state licensure boards to make our requirements
consistent with theirs. We don’t want to introduce a different set of requirements.

Question: What can be done with the information from the self-assessments? Could a
state regulatory board request the results if, for example, they have a re-entry candidate
for licensure who has completed a self-assessment, or if there were a disciplinary case
before them?

Bent: The results of a self-assessment are not shared with any third parties. Ina
disciplinary situation, I could see the results of a self-assessment being used in evidence,
but that has not happened so far.

Question: The first speaker addressed the limits of self-assessment. What do you do to
overcome some of these limitations?

Bent: Remember that NBCOT certification is voluntary so we don’t want to be

burdensome. We want to support the professional development and clinical practice of
certificants. The tools we have developed help the individual focus on where he or she
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needs to go in terms of their own development, rather than having something imposed by
an external body.

Comment: [ am impressed with your provider registry and it occurs to me that it would
be useful to identify courses that correspond to any weaknesses identified in an
assessment.

Question: Do re-entry candidates have to take a test in addition to completing the self-
assessment?

Bent: No, they do not have to take a test and they do not have to re-take the initial
certification exam. But, they have to complete the self-assessment tool and the
professional development unit requirements and submit all the documentation to verify
completion.

Question: What kinds of questions are used in the self-assessment tool? Is this available
online?

Bent: It is available online. The first section of the self-assessment asks about specific
knowledge and skills an occupational therapist uses in a practice setting. The second
section looks at ability to interpret the results of a client assessment. The third domain
relates to detailed intervention strategies. The fourth relates to professional practice,
including such things as documentation, working within clinical systems, and so on.

The Assessment Program of the North Carolina Board of Nursing

Linda Burhans, Associate Executive Director, North Carolina Board of Nursing

The North Carolina Board of Nursing uses a reflective practice model for continuing
competence and encourages a commitment to lifelong learning. We determined that
continuing competence is important for public protection. I serves an important
regulatory function and contributes to patient safety and quality care.

Our board began working seriously on continuing competence after the Pew Health
Commission report in the mid-1980ies. In 1998, we began developing a strategic plan for
creating a continuing competence program in the state. At that time, the Board of
Nursing had no requirements for even continuing education. In 1999, we began working
with stakeholders, including public members, practicing nurses, employers and educators.

That group determined that it was important to look at more than just continuing
education. By 2001, the board staff recommended a reflective practice model to the
board. That model was based primarily on work done in Canada and Kentucky.

By 2002, we had developed tools and mn 2003, focus groups were held across the state to
evaluate the tools, seek recommendations for modifications, and explore options for
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implementation. In 2004, we implemented a Web-based pilot, giving nurses an
opportunity fo fill out some of the self-assessment forms and give the board feedback.

In 2005, legislation was passed requiring continuing competence as a condition of
renewal or reinstatement of a license. The board promulgated rules applying to RNs,
LPNs, and APRNs,

Our reflective practice approach is based on individual responsibility. It requires routine
biannual seif-assessment at the time of license renewal. Nurses identify their strengths
and opportunities for growth and improvement in their practice. Then they implement a
learning plan, focusing on the areas they have identified for development.

We ask that when conducting their self-assessment, nurses compare themselves to
existing standards of practice. We want them to collect feedback from peers, colleagues,
supervisors, and/or patients. Licensees can choose from any one of eight learning
options ranging from national certification to 30 contact hours of continuing education, to
refresher or academic courses, to publications and presentations, and a combination of
CE and active practice. Licensees are randomly selected for audit of the documentation
showing that they completed the requirements. We do not require that the self-
assessment or learning plan be submitted to us. Nurses told us they were uneasy about
sharing a self-assessment with a regulatory agency.

Our challenges in implementation included resistance from licensees, employers,
educators, and a little bit from the public. There was a fear of change and uncertainty
about the time commitment and the cost. Nurses wondered where they would find
educational opportunities. The biggest worry employers expressed was that the board
would interfere with the supply of nurses by prohibiting non-compliant nurses from
working.

We tried to overcome that resistance by focusing on public safety and nurses’
responsibility for professional accountability and lifelong learning. We also tried to
balance stakeholder viewpoints and concerns. We tried to stay realistic and to
compromise.

We also tried to communicate as much as possible. Every nursing bulletin and our board
Web site contained information about the program as it evolved. Board members and
staff explained the program in every speech and public presentation.

Among the lessons learned is that it is impossible to communicate enough, Regardless of
our efforts, a small number of licensees wall fail to comply and will require disciplinary
action. Their reasons for non-compliance remain a mystery to me. Most of the fewer
than 30 nurses who have been disciplined for not meeting the requirements have also not
come to the administrative hearing when their license was revoked.

We know we are dependent on self-assessment and we know that that is far from ideal.
Qur nurses are still getting used to the process of self-assessment. It 1s easiest for nurses
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who work in large academic hospital centers where they are working in a learning
environment and have lots of resources and peers and supervisors they can talk to about
their self-assessment. It is more difficult in small facilities or a physician office situation.

We suspect that most of the nurses in the state are not putting as much time as the board
would like to see into their self-assessment and learning plans. Most of the nurses choose
either to do the 30 hours of continuing education or the 15 hours of continuing education
and work hours. But, there are nurses who have used national certification, refresher
courses, or academic education.

The National Council of State Boards of Nursing is continuing to work on continuing
competence, but the member boards are not ready to move forward. There are still
nursing boards that have no requirements for relicensure.

Question: Certifiers worry that people will drop out rather than meet recertification
requirements. This appears not to be true. What is your drop out rate at a regulatory
board?

Burhans: We also worried about a wholesale loss of nurses. We saw a small increase in
non-renewals in the first two-year period, but it has stabilized back to the rate we saw
before implementing the program.

Question: What is your definition of “active practice?”

Burhans: Active practice means the person is functioning in a nursing role, where the
person’s job description requires that he or she be a nurse. They do not have to be
delivering direct patient care. So, as a regulatory nurse, I am using my nursing
knowledge all the time and this is considered my active practice. But, I couldn’t be
working for IBM developing new operating systems. I might be working for [IBM as a
nurse consultant working on clinical systems.

Question: It seems intuitive that if nurses keep up their skills and knowledge, assess
their needs, and engage in professional development, their practice will be better. How
do you think you can measure outcomes from the program?

Burhans: We did not do any pre-assessment and we have not looked at outcomes. We
are struggling in any case with how to separate out which clinicians in a team setting are
affecting patient outcomes. Anecdotally, we have received calls from nurses who have
said they didn’t think they needed this program but they are glad they completed the self-
assessment because it made them aware of areas where they needed to update their
knowledge and skills.

Question: Please expand on what has taken place at the National Council Delegate
Assembly.
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Burhans: [ can’t supply details, but I know that some of the discussions have centered
on objective measures of continued competence up to and including the development of a
new test. Oftentimes, as soon as the word “test” is uttered, resistance increases.

Question: How was the legislative process? Second, does the statute protect the self-
assessment and learning plan documents from discovery in the event of a malpractice
lawsuit?

Burhans: Adding the continuing competence requirement to our practice act was
basically a walk in the park. It was an easy sell in the context of public safety. The
nurses association was fully on board.

There is no specific language in the law or the rules that protects the privacy of the self-
assessment and the learning plan.

Question: You were ahead of the curve for licensing boards, Have you considered
changes in your program to bring it up to the current state of the art?

Burhans: We have always expected the program to evolve. Currently, we are looking
at what the board of nursing in Washington State is developing. They have just begun a
continuing competence program info which they have incorporated a feedback
mechanism. We know that we need to move our program forward in North Carolina, but
we haven't decided what shape that will take.

The Assessment Program of the National Certification Corporation

Fran Byrd, Director, Strategic Initiatives, National Certification Corporation

For several years, the NCC Board of Directors believed it is a good idea to tie continuing
competence to the maintenance of NCC credentials. The question was not “should it be
done?” but “could it be done — and cold it be done in a way that our certificants would
embrace lifelong learning as an integral part of their certification maintenance process?”

In 2005, NCC embarked on a demonstration project to validate the need for a continuing
competence initiative. Fifteen hundred randomly selected women’s healthcare
practitioners were asked to do an assessment of where they thought the stood in their
practice. They then completed a 100-item multiple-choice tool, which would more
objectively assess where they stood. The tool covered three levels: entry to practice,
“cutting edge” practice, and a combination of both levels.

The board wanted to determine if nurses could self-assess their areas of weakness. They
also wanted to collect data showing whether assessment should relate to entry level or
recent practice in a specialty. The pilot was also designed to give nurses feedback
regarding their specialty knowledge and competence. Finally, the pilot looked at
developing CE to meet identified learning needs.
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The pilot results showed that individuals do not correctly assess where they are strong
and where they have gaps of knowledge. So, NCC decided to develop a more objective
evaluation tool and to keep the assessment at the same level as the current certification
exams in specialties. For NPs, that is entry into practice. For other nurses, it is a level of
two years’ expertise in the field. One reason for this is that there is already a task
analysis and content validation for the current core exam.

Based on the pilot, NCC decided to design a system of focused feedback for each
certificant, so they can see where gaps exist. The plan was to create content categories
reflecting the core competencies for each specialty and to rate the results of the
assessment to create a personalized education plan. The plan also called for enhancing
the existing NCC self-assessment program modules so the results are coded to help
certificants match their education plan to a specific module.

The assessment is al25-item multiple-choice computer-delivered tool based on the
knowledge competencies for each specialty. The items are co-related with the
competency categories on the certification exam and they are weighted to equal 50 hours
of CE across all categories. The competency categories are different for each specialty,
such as inpatient obstetric nursing, necnatal intensive care nursing, and the women’s
health care nurse practitioner specialty.

We developed a platform allowing certificants to access the assessment from their own
personal computers. This was important to us because the pushbacks from the profession
are concerns about time, cost, and inconvenience. In addition to built-in security
features, prior to be allowed access to the assessment, certificants sign an agreement
acknowledging that this is a secure evaluation tool to be taken by them alone.

We implemented the program in two stages. The first is an orientation stage, which went
live in June 2010. In 2014 the process will become binding.

We mailed an explanatory brochure to every certificant, posted information on the Web
site, and mailed reminder post cards prior to each maintenance cycle. There are still
people who don’t read the material.

The binding stage began in April 2011 for those individuals whose renewal is in 2014.
They need to take this assessment to direct what their CE can be to maintain their
credentials. The assessment has to be completed prior to their beginning to do CE.

If T were an individual with a June 30, 2011, cycle deadline, I would submit my
maintenance assessment this time. [ would earn credit for 5 hours of CE for taking the
assessment, dropping the requirement from 45 to 40 hours. Having taken my specialty
assessment, I have my individualized education plan now and can look for conferences,
modules, and other educational opportunities consistent with my education plan.

The Specialty Index Report is issued immediately upon completion of the assessment,
plus the corresponding education plan. It is sent to my password-protected account on
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the NCC Web site. This is because certificants told NCC it is important to them to have
contro} over where this information goes.

The assessment uses mathematical calculations on a one-to-ten scale in each competency
content category. For establishing whether I need additional education in a particular
area, NCC set a 7.5 or higher cut off. There is a carrot in the program because if I eam
7.5 or higher, I will not be required to have additional education in that area. However, if
Ishow weaknesses, I will have to complete a CE requirement in addition to the fifteen-
hour baseline requirement in my specialty.

NCC doesn’t call the assessment a test. People don’t pass or fail. We don’t use the terms
“need” or “weakness.” We use terms that are not threatening. If you want buy-in, your
constituents have to feel the program is there for positive reasons, rather than to be a club.

The resistance has not been as bad as we feared. We think introducing the program with
the “Try it, you’ll like it!” orientation phase overcame some resistance. There are no
fees. The emphasis is on the assessment/evaluation tool versus an exam or test. Delivery
is convenient on one’s own computer. The five-hour credit for taking the assessment is a
carrot for the current cycle.

Among the lessons learned, no matter how much information you provide, people don’t
read it. Any process dependent on computer systems will create headaches associated
with compatibility, Internet outages, etc.

This has been a dynamic process from the start, and we expect to see refinements in the
process, the content of the assessment tool, and in NCC’s continuing education resources.
We are working toward having a better platform to handle this function. Changes will be
based on what we see in content validation and task analysis, what the psychometrician
tells us based on a review of the results of an assessment, and feedback from the NCC
population.

In terms of NCC’s CE, we are working on multi-media formats, podcasts, PowerPoint
with audio, avatar-based simulations, and procedural review for advanced practice
nurses.

Question: Could you talk more about the security of the assessment, given that it is
completed in people’s homes?

Byrd: Our IT people can see people’s log-in and log-out times and they can tell if more
than one person has logged in from the same place. The assessment tool is timed to take 2
hours and 15 minutes. The bottom line is that we are looking to our certificants to
embrace lifelong learning. If they can look up answers or have a discussion group in that
length of time, more power to them. If security appears to be a big problem, we will
ook at it further. At this point, we feel it is not a key concern.
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Question: What are the requirements for certificants who do not want to participate in
the self-assessment piece?

Byrd: We have an “opt-out” process, which will come into effect in stage two because
we don’t want to deny anyone the right to maintain their certification. It is intentionally
an onerous process to discourage its use. If people refuse to take the assessment, it is
impossible to say where their strengths and weaknesses are, so they are required to take
50 hours across the five content areas of their specialty. Also, the maintenance fee is
higher.

Question: How do you determine how many hours of CE are needed for areas of
weakness?

Byrd: It is based on the percentage of items in the core exam for each particular area.

Question: How many items did you decide was necessary to get reliability in each area?
How much is the initiative costing?

Byrd: The 125 item exam was based on the spread in the core exam. As to the cost, we
had a head start because we have our own testing platform already in place. The
additional development of the specialty assessment was about $40,000.00. Our content
experts are volunteers.

Assessing the Communications Skills of Physicians in Training as a
Condition of Entering a Residency Program

Ann Jobe, Executive Director, Clinical Skills Evaluation Collaboration. National
Board of Medical Examiners

Graduates from a U.S. medical school who want to become lcensed as a physician, have
to take the USMLE and be in a residency program. Graduates from an international
school have to have all their credentials verified, take the USMLE and do another
residency in the United States.

The USMLE is the product of a partnership between the Federation of State Medical
Boards and the National Board of Medical Examiners (NBME), which creates a single
pathway for US graduates and nternational graduates to demonstrate competence to
practice without supervision. This replaces state-based exams and separate national
exams for U.S. and for foreign medical graduates.

USMLE is a computer-based multiple-choice examination. It assesses medical
knowledge, clinical pathology, pharmacology, pathophysiology, and so on. It assesses
clinical knowledge and clinical skills. In addition to multiple-choice, there is a small
component that is computerized case simulations, similar to those described on
occupational therapy.
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Licensure usually occurs while graduates are in residencies. Re-licensure is the
responsibility of the state licensing authority, not USMLE. Board certification and
maintenance of certification is the responsibility of specialty boards. Most medical
students take the first two USMLE exams (12CK and chinical skills) before they graduate
from medical school and take step three while they are in residency.

USMLE is important because it is a performance assessment, on Miller’s scale of
Knowledge / Competence / Performance / Action. In other words, candidates “show
how" to do something.

Kirkpatrick’s criteria are 1) Reaction; 2) Learning; 3) Behavior; and 4) Results. We want
to see results, change in organizational practice, benefits to patients and clients. So we
look at what assessments we are doing that bring about change in our culture, and why.
Because we assess communication, we are assessing something very different than
standard computer-based exams assess.

How did the NBME develop its exam? The first exams in 1916 were voluntary and took
a week to complete. From 1922-1950, exams included essay questions and observed
patient encounters. In the 1950ies, “selective response” (multiple-choice) questions
replaced essay questions. The bedside oral examination demonstrated more about the
raters than it did about the test-takers. It was eliminated in 1964.

The NBME then started looking for something reliable to assess performance. In 1960,
they tried to assess clinical performance using videos in large auditoriums. [t didn’t
work. They tried “latent-image management” problems. That didn’t work either.
Everything reverted to multiple-choice in the 1980ies, even knowing that this does not
get at performance.

The public was saying that physicians don’t listen. The most frequent complaints to
medical boards related to communication. Litigation was skyrocketing and most
malpractice cases involved communication. The Joint Commission agrees that the
communication breakdown is the basis for sentinel events. In nearly 3,000 sentinel
events the root cause was communication breakdown.

Take home message: high level skills in “bedside medicine” is the cornerstone of safe,
quality patient care.

Some medical schools have courses in clinical communication skills. Still, more than 60
percent of medical graduates said they had never been observed doing a complete history
and physical.

NBME and the Educational Commission for Foreign Medical Graduates (ECFMG)
wanted to assess clinical skills. ECFMG implemented the Clinical Skills Assessment
exam in 1998. It is a national standardized assessment using standardized patients.
However, it was only for international medical graduates.
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The clinical skills evaluation collaboration was created in 2003 by the presidents of
NBME and ECFMG who saw no reason for two competing examinations and created the
Clinical Skills Evaluation Collaboration (CSEC). The first administration of the clinical
skills examination occurred in June 2004,

The state boards and the USMLE composite committee felt this exam would be a national
validation of the clinical skills of medical graduates. The medical schools and medical
students and the AMA opposed the exam, arguing that schools were already assessing
students.

As of May 2011, CSEC has examined 229.091 candidates with 2,749,092 standardized
patients. We have five centers in Atlanta, Chicago, Houston, Los Angeles, and
Philadelphia that run 5-6 days a week. We have 2 — 3,000 examinees a month, which is
about 24 per day at each center. It costs about $§1,100.00 per examinee.

The cases include important situations typically found in a clinic, a doctor’s office,
emergency department, or hospital. There is a blend of cases in each exam for an
undifferentiated physician. We try to be sure everyone has a comparable level of
difficulty for the exam, regardless of which test site.

We build our blueprint to relate to system, gender, age, and acuity. Every exam involves
12 encounters, which take 25 minutes apiece - up tol5 minutes with the standardized
patient and 10 minutes to write a patient note,

It is a pass/fail exam and they have to pass all three sections in a single administration.
Comumunication and interpersonal skill are rated by our standardized patients who are
people from the lay public representing all different backgrounds. Examinees are
assessed on their ability to ask questions and explain and counsel {o patients, their
professional manner and rapport, respect, privacy, modesty, comfort, empathy.

Spoken English proficiency is included because 43% of examinees are international
graduates. The integrated clinical encounter has two pieces. One is data-gathering and
the other is patient notes — communication of the findings. For data-gathering,
standardized patients use checklists to indicate whether the appropriate questions have
been asked and the appropriate physical was done. The patient note is evaluated by
physician raters, who evaluate the conclusions and recommendations for what to do next.

The failure rate for U.S. examinees is about 3-4 percent, mostly because of deficiencies
in the integrated clinical component. This represents 500-600 individuals. For
international graduates, the failure rate is around 25 percent, also because of weakness in
the integrated clinical component.

Why do we use standardized patients and not physicians as raters? Because physicians
may decide to deviate from the checklist and then there isn’t standardization.
Standardized patients are less expensive, more available, and easier to train to be
standardized. Studies have shown that physicians are unable to distinguish standardized
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patients from real patients. Standardized patients are more accurate than physician
raters. There is a one-way mirror in the exam rooms, so other observers can look in and
assess the accuracy of the standardized patients’ rating.

We believe we are enhancing patient protection by assessing communication skills and
improving quality and safety. The educational validity of the exam is proven. The
majority of medical schools now have clinical skills centers. Most use standardized
patients for teaching. Most have clinical skills courses.

What do I worry about? In the exam, we often see “paint-by-the numbers” rote
performance by examinees. However, real life situations are unique and test-taking
strategies may not apply. Another thing that is concerning is that examinees may short-
cut the exam because they know they won’t find physical findings, such as a heart
murmur. The exam does not effectively assess whether an examinee can discern
abnormal findings. The exam is only a snapshot. It is not longitudinal, so I am not sure
it will ever be able to assess whether an individual can distinguish abnormal from normal.

But, we are trying to assess whether an individual can synthesize and integrate all the
information gathered from a patient. Another thing that is concerning is that this is a
high-stakes exam, and just like any other important activity, there are secondary review
courses that are money-makers.

We provide feedback in a grid that shows examinee’s performance compared to national
standards. However, they don’t receive this feedback until 4-6 weeks after the test.

What is CSEC working on? Enhancements to the exam, such as counseling patients
about behavioral change, delivering bad news, disclosing errors, negotiating a treatment
plan which includes patient preferences, starting medication, health literacy, medication
reconciliation, functional status assessments, communicating with more than one person
in the room, using an interpreter, functioning in a team environment, hand-offs.

What is measured is important. Individuals and organizations change their behavior in
the lens of high stakes examinations.

Potential opportunities include collaboration with specialty boards that provide
assessments for certification, partnering with graduate medical education, partnering with
certification and licensure to administer assessments for other professions.

Question: Please say something more about assessing practice teams.

Jobe: It is on the horizon, but we haven’t settled on a protocol. We are thinking of
assessing how a physician reacts when challenged by a standardized nurse or other team

member. We would welcome input.

Question: What do you think about assessment using simulations?
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Jobe: Iam a proponent of simulations for educational purposes, but I'm not sure they
would be effective in high-stakes exams, especially assessment of communication. [
think simulations would be useful for longitudinal assessments.

Question: Please talk a bit about patient-physician communication.

Jobe: There is some literature showing that there are behaviors and communication
patterns that lead to increased patient adherence and better outcomes. We are in the
process of changing our scale to reflect the behaviors that are being used more
consistently across disciplines and specialties. 1t doesn’t take away from individual
style, but there are some essential components of communication that we believe we can
observe and assess. If a person can easily communicate findings, but is unable to develop
respect and foster a relationship of trust, the outcome is not as positive.

We don’t have data showing that outcomes are improved with good communication, but
the Medical Council of Canada has had a clinical skills exam longer than we have and
researchers have shown that there are improved clinical outcomes. The data also links
those who did poorly on a communications scale with more substantive complaints to the
licensing authority. I would like to do an outcomes study at NBME, but since we are
changing the communications scale, it doesn’t make sense to do a study based on the old
scale,

Question: How do you see clinical skills assessment being used for continuing
competence?

Jobe: Ihave had conversations with several of the specialty boards and encouraged them
to use our test for initial certification, let alone recertification. I ask them if they are sure
every one of their residency programs is of the same caliber and if they can guarantee
every graduate is of the same competency. A few specialty boards are thinking about it.

1 don’t know if they would use the test for recertification, but I think the place to start is
initial certification. If we were to assess all the graduates in every specialty, we would
probably have to establish some more centers incrementally.

Discussion: Points to Consider When Developing an Assessment
Program

Cynthia Miller Murphy, Executive Director, Oncolegy Nursing Certification
Corporation

ONCC is looking at improving our measurement of continuing competency. Iam going
to walk you through our decision-making process and identify questions we still have to
answer.

1 like a definition of competence that talks about knowledge and skills in the context of
doing something successfully and applying prior experience to new situations with good
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effect. Competence helps those around us feel more comfortable and inspires others to
seek knowledge.

We can define competence, but how do we reliably measure it? ONCC’s mission refers
to having the knowledge to practice competently, but we aren’t sure we can measure
whether our certificants actually do.

When we began in 1986, we were one of the few nursing organizations that required
recertification, by passing the test again. The pass rate was high, but the average
recertification rate was only 59 percent, implying they weren’t re-certifying because they
didn’t want to take the test.

In 2000, we launched a points renewal option, where nurses can acquire points in 7 or 8
different categories, one being CE, others being publishing a paper, teaching a course,
earning academic credit, and so on — in addition to having the required number of
practice hours. It has increased our recertification rate up to 74%. We still have 5%
choosing to re-test. Those who aren’t in active practice have to earn points and take the
test.

Of the points, at least 60% must be in the oncology specialty. The problem is that an
individual can get all his or her CE in one area or subspecialty. But, their credential says
that they are certified broadly.

In 2010, we initiated a Mega-Issue discussion about “How should ONCC implement a
more rigorous process for the measurement of continued competency?” We use an
approach called “knowledge-based governance,” which asks four important questions
followed by dialogue about the pros and cons of all available choices.

Question 1: What do we know about our stakeholders’ needs, wants and preferences that
are relevant to this issue?

Our stakeholders fall into three groups: nurses, employers, and healthcare consumers,

We know that nurses want to become certified and remain certified. We know they don’t
want to take a test again. Paying for certification is considered an obstacle by many of
them. Half the nurses have their initial certification paid for by employers, but only 38%
have their recertification paid for by their employers. We know that consumers think it is
important to verify current competence.

Question 2: What do we know about the current realities and evolving dynamics of our
stakeholders’ environment that is relevant to the issue?

We looked at the economy, technology trends, and so on. We know there is a nursing
shortage, but there are also unemployed nurses. We know computer-based testing and
electronic recertification are very popular. The trend, as evidenced by the American
Board of Medical Specialties, is toward much more rigorous recertification requirements.
There is a drop-off in conference attendance, but an increase in electronic education.
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Question 3: What do we know about the capacity and strategic position of our
organization that is relevant to this issue?

We have a platform for our online practice tests, but don’t have the capacity to administer
an assessment tool in house. This will be a huge financial investment, but we are a stable
organization. We have the human resources and can retain consultants to supplement.

Question 4: What are the ethical implications of our choices?

There isn’t a lot of data to support any particular approach to recertification. We looked
at consistency with our mission and the implications for quality and safety. We looked at
our certificants’ likely perception of our decisions and the effect on access to
recertification.

We identified options and looked at the pros and cons of each. One option is to make no
changes. Or, we could postpone changes until we have more data. We could require a
portfolio, or require re-testing. We considered requiring CE in all areas of the test
blueprint.

What we decided to require, with lots of advice and help from NCC, is individual
learning needs assessment (ILNA) based on a blueprint and targeted CE related to results.
We won’t call this self-assessment, because the assessment will be administered and
scored by ONCC. ONCC will instruct examinees as to what CE and other professional
development activities they need to complete.

We formed another task group including consumers, educators, managers, and nurses in
different roles. We decided there were many more benefits than barriers for all our
stakeholders. We think if it is communicated well, nurses will think of it as an
advantage. Most likely, most of them will need to obtain fewer points, but in targeted
areas.

We know we will need many more volunteers for test development in each of our five
active programs and two retired programs. It will require psychometrician and test
vendors. We are evaluating proposals. We need to address legal issues, such as test
security, reliability, and identification of CE sources in all the content areas.

We have a timeline that is fairly rapid. The assessment has to be available to certificants
a couple of years prior to when we require them to use the system. New certificants will
use the diagnostic score report for their certification exam to identify the CE needed for
the first cycle.

Eventually, we will probably have to raise recertification fees because it will cost us
more. We will be careful not to raise the fees at the time the ILNA is being launched.
Communication and marketing will be very important, beginning in 2012, assuming that
the program will be in effect in 2015.
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We have a research team that is working on short- and long-term goals for the program
and evaluation strategies. We want to be able to collect evidence related to outcomes
measures. We may ask certificants to conduct a self-assessment after completing the
assessment we administer to see if there is any correlation. It would be good data for us
to have to demonstrate to our constituency why we want them to take the ILNA.

We need to develop something equally rigorous for those who refuse to take the
assessment and for the holders of our two retired credentials. We want to offer a
mechantsm for the renewal of more than one credential at a time.

Question: What percent of oncology nurses are certified?

Miller-Murphy: We don’t really know the universe, but we estimate that there are about
63,000 oncology nurses of whom we certify 32,000. The membership society has 35,000
members.

Question: Has your 74% recertification figure changed since 20007

Miller-Murphy: That percentage has drifted to 74% since we put in the point system
and as the certificants got used to the program.

Question: Have you thought of ways to incentivize certification and recertification?

Miller-Murphy: Recertification is mostly employer or workplace-driven. There is a
program of “magnet recognition” for hospitals that promote professional nursing practice
and pay for certification and recertification of their employees. Certified nurses can
make up to $10,000.00 more per year. State boards will recognize certification as a way
to meet re-licensure requirements. Nevertheless, our surveys show that oncology nurses
get certified for intrinsic, not extrinsic reasons.

Question: The conversation today differentiated between pure self-assessment as
opposed to more objective types of assessment using a tool. Objective assessment tools
have to include feedback so examinees know where they didn’t do well. Has anyone
considered using volunteers from another geographic area to provide personalized
feedback —similar to mentoring — to help people structure their continuing professional
development plan?

Comment: The North Carolina Physical Therapy Board began developing a continuing
competence program several years ago after hearing a keynote speaker from a Canadian
pharmacy board. His view was that if professionals are “engaged” in their profession, it
helps ensure competence. Qur board developed a menu of activities, including CE,
online courses, volunteerism, specialty certification, and so on. This was necessary in
our state where development opportunities are not readily available in rural areas.
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Miller-Murphy: I think engagement is changing and membership societies are
recognizing that there will be fewer face-to-face encounters and more electronic
engagement.
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Guidance document: 112-18 February 17, 2012

VIRGINIA BOARD OF PHYSICAL THERAPY

DISPOSITION OF DISCIPLINARY CASES FOR PRACTICING ON EXPIRED
LICENSES

The Board of Physical Therapy delegates to the Executive Director for the Board the authonty to
offer a preheating consent order to resolve disciplinary cases in which a Physical Therapist ot
Physical Therapist Assistant has been found to be practicing with an expired license.

Disciplinary Action for Practicing with an Expired License
The Board adopts the following guidelines for resolution of cases of practicing with an expired
license:

Cause Possible Action
First offense; 90 days or less Confidential Consent Agreement
First offense; 91 days to two years Consent Order; Monetary Penalty of $500
Fitst offense; more than two years Consent Order; Monetary Penalty of $1000
Second offense Consent Order; Monetary Penalty of $1500




