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Traditionally hospital trustees have
concentrated more on fusrdising and
community relations thaon clinical

concens. Now,Roland observes, hospital
officials believe trustee involvement in error
prevention will focus more attention on the
policies and procedures that lead to
mistakes.

According to Rowland, even medical staff,
which carefully gards its control over

clinical matters, sees the value of trustees
becoming involved in patient safety, in part
because it helps them recognize the need for
devoting resources to the problem.

One hospitafeatured in the article is
Baystate Medical Cdear where a consumer
member of the board chairs the quality
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improvement committee and receives

reports on medication errors, physician
performance, and environmental conditions
that could lead to errors. In otherdpatals,
trustees have tied CEO boresg$o evidence
of success in reducing errors and instituting
safety routines, such as hawdshing.

The Massaausetts Hospital Association
embraceshe trend ands developing a
curriculum to teachospitaltrusteesow to
ask tough questions about safety am
insist that information about errors is
brought to the attention of the board.

Editorial Note: CAC News & Views is
pleased to sethis trend because it
recognizeghe importance of bringing the
consumer perspective to bear on hospital
based patiensafety initiatives. The trend
also opens the door to possible
collaboration between hospital boards of
trustees and licensing and certifying bodies
which also have patient safety and error
prevention as a core mission. It seems to
us that public membex on boards that
license and certify the multiplicity of
professions that pretice in the hospital
setting argjust the ones tanitiate talks

with hospital trustees aboutow they can
reinforce eaddimpmoveher
health care safety and quaiit
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LICENSURE

Chiropractic Board Adopts
Business Practice Rule

The Alabama State Board of Chiropractic
Examiners announced several rule
amendments in its April 2007 newsletter.
One rule governs Neohiropractic Practice
Ownership and requires a currigntalid
permit for any office, clinic, or other place
offering chiropractic services which is
owned in whole or in part by a ndicensed
person or
paragraph reads:

Any licensed chiropractor who
offers or provides chiropréc
services for or in a practice as
defined in this rule without said
practice having first obtained a
permit or a timely renewal shall be
considered to have engaged in
Immoral or Unprofessional
conduct. A practice permit shall be
subject to the provisits of the
Alabama Chiropractic Practice Act
in regard to issuance and renewal
of the permit or the acts or
omission of any licensed
chiropractor employed or
otherwise engaged to offer or
provide chiropractic services.

Editorial Note: Board member$

espeially public member$ should always
carefully examine the rationale behind
rules having to do with business practices
as opposed to licensee qualifications. In
what ways does this particular rule protect
the public health, safety and welfare? Or,
is its effect simply to inject the board into
business ownership matters not obviously
related to licensee competence or quality of
care?

entity. Th

Use of ATempo
A growing number of doctors are practicing
as temporary substitutes to fill in foraors
who are ill, on vacation, on maternity leave,
or for some other reason interrupting their
practice. Five states offer temporary or
locum tenensicenses for this purpose.

These states are Alaska, Arizona, Nebraska,
New Hampshire, and North Dakoté&some
Atempo doctors are
states, enabling them to move around to find
work.

The Flqujnl)e? of dgoctocrsowgrf%ir%g th ding
temporary positions has doubled since 1997
to about 36,000 and the amount of money
expended otocum tenenstaffing h& more
than doubled since 2000. National
placement services help hook up physicians
with temporary vacancies.

States Consider Uniform
Emergency Volunteer Health
Practitioners Act

Kentucky has enacted and other state
legislatures are considering adoptof the
Uniform Emergency Volunteer Hehlt
Practitioners Act (UEVHPA). Asxplained

in the April 2007 issue of the Association of
Soci al WoAssocidian dlews s 6

Developed in response to the
devastation of Hurricanes Katrina
and Rita, the unifion law will

allow state governments to give
reciproct y t o ot her
licensees asmergency services
providers during a declared
disaster. Social workers were
among the professions who found
their volunteer efforts to help after
the hurricanes hampet ey lack of
licenses to practice in the states
that were hit.

Doctor s

f ul

stat eso



The part of the act dealing with working in emergency situations to

liability for professionals was held use registered professionals and to

over for continued work this year rely on the registration system to

by the National Conference of confirm appropriate licensure.

Commissioners on Uniform State Registration through a number of

Laws (NCCUSL). existing systems would be valid,
including with professional

The actwithout the liability organi zationsé

sections, was signed into law in

Kentucky on March 23. At least SCOPE OF RACTICE

eight other jurisdictions are
somewhere in the process of

getting it into their laws. In Updat e: APrescriptio
Colorado, the UEVHPA passed the Pennsyl vani ao
House, and then passed the Senate
in late March with the Senate The previous issue @AC News & Views
version returning to the House. In (Vol. 19, No. 1) carried an item about
California, Oregon, and Tennessee, Governor Ed Rendell 6s pl
it has been in committee. In regulations to make health care more
Mississippi and Maine, it has been accessible and affordable. His plan
introduced by a sponsor, but has envisions expating the scope of practice of
gone no further. Mississippi will nurse practitioners, dental hygienists, nurse
not act on it in this legislativgear. midwives, and other nephysicians. It
would also alter insurance regulations so
A hearing was held on the bill last that nonphysicians would be included in
fall in the U.S. Virgin Islands, but health care networks and be designated as
it had gone no further early in the primary care poviders for insurance
year. purposes.
The version of the act passed by The Pennsylvania House Professional
the commission last year Licensure Committee held hearings
establishes a system for the use of throughout the state during May 2007. The
volunteer health practitioners that public had an opportunity to testify on
can function autonomously even regulations affecting pharmacists, physician
when communication is disrupted, assistants, nurses, dahhygienists, and
and provides safeguards to assure nurse midwives. Details about Governor
that practitioners are appropriately Rendel |l 6s proposal can b
licensed and regulated. www.ohcr.state.pa.us
It also allows states to regulate, California Considers Multiple

direct and restrict the scope and
extent of the services prioked by
these volunteers in emergencies.
The act establishes a system that
allows healthcare practitioners to
register to provide services either
before or during an emergency. It
also authorizes healthcare facilities
and disaster relief organizations

Scope of Practice Bills

Sacramento Beeeporter, Dan Walts,

wrote an article on May 7, 2007, citing
numerous scope of practice bills pending
before the California legislature. An
attempt by psychologists to gain authority to
prescribe psychotropic drugs (SB 993)
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didndét make it out of
hygienrists are seeking authority to practice
independently and have their own licensure
board (SB 534). Nurse practitioners and
physician assistants want to be able to
practice more independently of physicians
(AB 1436).

Physical therapists are seeking thétiwp
practice without a prior physician referral
(AB 1444). Two bills would expand
acupuncturi stséo
handson body treatments and light therapy
(SB136 and AB 636). Drug and alcohol
counselors would become a sthtensed
profession under AB 1367, and professional
counselors would gain licensed status under
AB 1486. Information about these bills can
be found atvww.leginfo.ca.gov/

Association of Academic Health
Centers Weighs inon Scope of
Practice

Editorial note: The following item is
excerpted from a paper published by the
Association of Academic Health Centers
(AAHC) in May 2007. EntitledState
Actions and the Health Workforce Crisis,
the report was written by AAHC staffer
Michal Cohen Moskowitz. The paper looks
at workforce decisiormaking by
Departments of Health, educational
institutions, labor and workforce bodies,
governors, and legislatures in eight states:
California, Georgia, Massachusetts,
Maryland, Montana, Nebraka, New York,
and Texas. The following excerpt draws
from the introductory paragraphs and the
discussion of licensure and credentialing.
The entire report is available from AAHC,
1400 18" Street, NW, Suite 720,
Washington, DC 20036; (202) 263600;
www.aahcdc.org

scope

cCument iartd foee@asted shDreages ia |

the health workforce have
generated calls at many levels of
policymaking to analyze problems
and identify resolutions. Given
changing health workforce
demographas, looming retirements
of health professionals, and
increased demand for Héa
services as the Baby Boomer
generation ages, experts have

oektimated ¢hat the ratoon wiloneed n c | u d e

to produce 6 million new members
of the health workforce by 2014 to
replace reting workers and fill

new positions.

Given the critical role that
states play in developing the
workforce, the Association of
Academic Health Centers (AAHC)
has examined state policies and
programs related to the health
workforce as part of a threeear
Josiah Macy Jr. Foundation
funded study. Through education,
financing, and regulation of health
professionals, states leverage much
influence over the development
and practice of the health
workforce. Thus, state action is
critical not only in resolving
current shortages but also in
producing and sustaining a
wor kfor ce

Licensure and Credentialing

Statutes and rules governing the
practice of health professionals are
determined both by state
legislatures and professional
boards. In cosultation and
cooperation with those boards,
states have enacted regulatory
changes that affect the supply and
practice of health professionals.

for the futur
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Scope of Practice:Changes in
heal t h
practice have been demonstrated as
one way tamprove access to care

in the face of workforce shortages.
However, scope of practice

changes continue to be highly
contentious and often provoke
conflict between professions.

Nurse practitioners, physician
assistants, optometrists, dental
hygienists, ad other health
professions have increasingly
expanded their scope of practice
over the last five years. Since
2002, psychologists have gained
the ability to prescribe medication
in two states nationwide, and
advocacy for prescription rights
continues irother states. State
legislatures in 31 states faced
proposed expansions to the scope
of practice of varied allied health
professions in 2006 alone.

Recent scope of practice changes
were evident in the eight states
profiled. Through laws enacted
since D01, dental hygienists can
now provide treatment
independentl y of
supervision, generally in public
health settings, in four of the eight
states (CA, MT, NY, and TX).
Also within that time frame, two of
the eight (NE and MT) have
adopted lawslewing nurse
anesthetists to practice without
supervision.Pharmacists can now
performcollaborative drub therapy
management in six of the eight
states (CA, GA, MD, MT, NE, and
TX).

professional s6

Licensure Requirements: State
prefessiopat boards oversee the
licenaure of health professionals in
each state, and states have
struggled with the impact of state
specific licensure on the
workforce. Licensure, the most
rigorous method of regulating
professions, establishes entoy
practice requirements for health
profesgonals. Differences in
licensure requirements may pose
barriers to migration of health
professionals between states. Yet
states have argued that state
specific licensure also enables
states to maintain standards of
competence for professionals and
provides a revenue source for state
professional boards.

In recent years, certain professional
associations have advocated
successfully that states adopt
mutual recognition models
enabling professionals to carry
over their licensure from one state
to another.In 2000, the National
Council of State Boards of Nursing
implemented the Nurse Licensure
Compact, whereby participating
Btdtes snble swurses to practice in
one state if licensed in another
state. Twenty states, including
three of the eight profiled state
(MD, NE, and TX) now

participate.

The initiation of new licensures
also shapes the workforce as
individual professions emerge and
develop. For example, New York
passed legislation authorizing the
licensure of four new mental health



professions in 202, and authorized articles, it is essential that social

licensure of two more professionlinical work boards possess the statutory

laboratory technologists and authority to administratively

cytotechnologists i n 2004 é di sci pl iumd sfoi nodri vi d
Apersons, 0 rather than

Overlapping Scopes of Practice limiting capacity to regulate

licensees and applicants. The
ASWB Model Social Work
Practice Act identifies and includes

Editorial Note: The following article is board iurisdiction over.all Dersons
excerpted from Daldbs At ki h0dU05T"6"8" OF P PP Y |

Columno in the August
Association of Social WorkeBoardd s
(ASWB)Association News Mr. Atkinson,

Esq. is a partner at the law firm Atkinson

and Atkinson which is counsel for the

ASWB. He is also the Executive Director

of the Federationof Associations of
Regulatory Boards (FARB).

Raise Legal Issues

20 9|06vvevérni]sesdeé ma$ ali

: y arise
regarding the authority or
jurisdiction of one board to
discipline an individual who is
licensed by multiple boards. The
iIssues become especially complex
where there are overlapping scopes
of practice and differing standards
imposed on practitioners from each
respective profession. o@sider
the following:

Overlapping scopes of practice
in related professions are often
difficult for the public to sort our
and, at times, can present
interesting legal issues for
regulatory boards themselves.

An individual was licensed
both by the Psychology Board as a
psychological associate (LPA) and
by the Board of Licensed
Professional Counselors as a
professional counselor (LPC). He
maintained separate practices
providing group theapy to adult
sexual offenders as an LPC, while
also performir#; contract work as a
EPA for Medicaid clients through a
county mental health cear. In
fact, the licensee took
comprehensive measures to keep
his two practices distinct and
separatee.

Practice acts are dtafl to
respect the fact that an ancillary
profession (or professions) may
also infringe upon the identified
scope of practice. Ultimately, the
guestion arises as to what board
has fAjurisdictiono ov
practitioners and where the
authority lies to admmistratively
discipline those accused of
violating the law.

Generally these issues arise in
accusations of unlicensed practice
of a profession, as in the case of an
individual licensed in one
profession who may be practicing
outside the scope of the licenand
in the scope of another profession.
As has been presented at numerous
ASWB conferences and as the
topic of previous newsletter

The licensee confirmed that at

all times he was engaged as an

LPA, he worked under the

supervision as required
But, he admitted that when

practicing as a LPC, he was not

supervised in such practice for a

period of about four years.



Eventually, the licesee empowering the Psychology Board

informed the Psychology Board i n such a manner e, (tha
that he wished to discontinue his licensees would be forced to
LPA practice, which triggered an adhere to the most onerous
investigation by that board (which) requirements, even if the practice
found probable cause that the fell squarely within the practice act
licensee had engaged in activities of the additional | icen
in the scope of his LPC practice that the Psychology Board did not
that required supeision for a have the authority to discipline a
LPAEé. The boar d f oun tPA foractivities of a LPC
wrongdoing and placed the permitted under the counseling
practitionerodéds | icenssetahupeebati on
for two yearseé.

The appellate court identified CONTINUING
the issue as whether the COMPETENCE
Psychology Board can require a ) )
LPA licensee to be supervised in ABMS Announces Milestone in
his APC practice by viue of his Maintenance of Competence
LPA license, despite the fact that Programs
such activities need not be
supervised under his LPC license. The American Board of Medical Specialties
In its assessment, the appellate (ABMS) announced in December 2006 that
court first examined the language each of its 24 member boards had received
of the Psychology Practice Act approval of their maintenance of
which, in pertinent part, provides certification (MOC) programsProgram
that the acprecludes the development continues to be ahead of
Psychology Board from preventing original projections, according to ABMS
Aqualified members owhijothhesraid that #Athis ex
professional groups from rendering achievement demonstrates the Member
services consistent with their Boardsodé dedication to th
professional training and code of commi t ment to quality ca
ethics, provided they do not hold
themselves out to the public by any The ABMS Website explairthat:
title or description stating or
implying that they are MOC Is the Path Better Care Is the
psychologists or are licensed, Destination.
certified, or registered to practice
psychology. o éDecades back, achievin

required successfully completing a

Under the clear language of the single examination process in a
statute, the court questioned particular specialty. Once completed, a
whether the Psychology Board was physician could refer to him or herself as
authorized by statute to sanctits i a "Diplomate" or "board certified" for
licensees for activities permitted by the rest of his or her career. The MOC
another applicabl e pr grgcksk, fnontfasttis®lesigned to be
(T)he court held that the statutory ongoing throughout the course of a
language did not support physician specialist's career.

-8-



euUltimately, it shoul
that the measure of physician specialists
is not merely that they have been
certified, but also how well they keep up
to date in their specialty. That's why
ABMS and the Member Boards
developed a program involving
continuous professional development
called Maintenance of Certification as a
formd means of measuring a physician's
continued competency in his or her
certified specialty and/or subspecialty,
rather than merely passing an
examination once every six to ten years.
MOC is a response to the rapid pace of
research and technological chanmes

the medical field and the drive toward
improving the overall care and safety of
patients.

Bart ibl: e ifelorg teargimgiard Self -
Assessment

Physicians are required to participate in
educational and seHfissessment
programs that meet specialty specific
standards set by the Member Boards for
its physician diplomates to provide
guality care in that specialty.

Part Ill: Cognitive Exp ertise

Physicians must prove, through
formalized examination, that they have
the fundamental, practice related and
practice environment related knowledge
to provide quality care in a particular
specialty.

Part IV: Practice Performance
Assessment

Physiciansare evaluated in their clinical
practice according to speciai$pecific
standards for patient care. They are
asked to demonstrate that they can assess
the quality of care they provide

compared to peers and national
benchmarks and then apply the best
evidence or consensus recommendations
to improve that care using follcup
assessments.

MOC: Six Competencies, Four Basic
Components

MOC focuses on the six general
competencies which have been deemed
necessary for physician specialists:

« Patient care

e Medical knowledge

e Practicebased learning and
improvement

e Interpersonal and
communications skills

e Professionalism

e Systemsbased practice

While its member boards continue with their
specific plans to i mplem
attention is now focused on how to

communicate the value of MOC to

everyone. Th&uilding Bridges to MOC
communications program has been

The six competencies are incorporated developed to facilitate this task. Launched

into four component categories and
adopted by all ABMS Member Boards
as the modédor recertifying their
physician specialists.

Part I: Professional Standing
Physicians must hold a valid,
unrestricted medical license in at least
one state or jurisdiction in the United
States, its territories or Canada.

at the September 2006 ABMS Assembly
Meeting,Building Bridges to MOQvill be a
featured agenda item at future meetings.

Al mpl ementing MOC
unprecedeted level of collaboration and

requir

communication among ABMS, the Member

Boards and our col
Stephen Miller, MD, MPH, president and
chief executive officer of ABMS.

abor a



ASuccessful I mpl ement
broad cultural, workflow ahtechnology
changes much different from the way we
operate today. o0

For a complete report on the fiBtilding
Bridges to MOCVvisit
https:/6ystem.netsuite.com/core/media/medi
a.nl?id=592&c=362273&h=eeb596a7ed405
e7d8066& xt=.htm

Nursing Organization Studies
LPN/VN Core Competencies

The National Council of State Boards of
Nursing (NCSBN) released the results of a
postentry level practice atysis of

Licensed Practical Nurses and Vocational
Nurses (LPN / VN) in December 2006. The
objective of the research was to determine
whether there are core competencies shared
by LPNs and VNs in all work settings that
could provide a basis for a conteull
competency assessment.

The researchers surveyed 20,000 LPN/VNs
about such factors as practice setting,
primary specialty, shifts and hours worked,
client ages and types, and demographic
information about the nurses themselves.
They also studied thepresentativeness of
the activities reported by the respondents,
the applicability of the reported activities to
a particular practice setting, and the
frequency and importance of activity
performance.

The findings reported by the researchers
Ai ndiatthetaetivittedthat LPN/VNs
perform are similar regardless of facility,
nursing specialty practice area, years of
experience and/or geographic region.
Information from this study can be used to
determine if there is a core set of LPN/VN
activities thattan be used to determine core
competencies. 0

-10-

gPoriionsrcopyvight dy the Nagpnal r e
Council of State Boards of Nursing, Inc.
All rights reserved. Copies of the report
(NCSBN Research Brief, Volume 26,
December 2006) may be ordered from
NCSBN, 111 E. WackeDrive, Suite 2900,
Chicago, IL 606014277. A similar job
analysis of medication assistants is
Research Brief Volume 27, March 2007.

International Council of Nurses
Examines Regulation,Competency
Developmentand Role Definition

An issue paper entitle®Regulation, Roles

and Competency Developmentritten in

2005 by Rosemary Bryant for the
International Council of Nurses provides an
overview of three elements of the practice of
nursing: regulation, competency

devel opment, and rol e de

and continued competence are particularly

relevant today, 0 writes
éas there i s pressure

public for more transparency in
health professional regulation and for
greater consumer involvement. This
has implications for the trio of
educators, mgulators, and employers.
If the notion of regulation in its
broadest definition is viewed as the
starting point and safe competent
care as the end point, the other
elements such as education of nurses,
initial and continuing competence,
employer responsilities, role
definition, overlap and skill mix all
interact to reach the end point. What
Is unambiguous in this rich interplay
is the obligation and responsibility of
professional nursing organizations to
participate in all of these elements.
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Bryant, anurse and the Executive Director
of Australiads Royal
makes 16 recommendations based on her
research. These include:

e In order for professional self
regulation to be sustained,
consumers must be part of that
regulation.

¢ Nursing regulatn needs to be
transparent and flexible enough to
reflect the changing work
environment and the development of
new roles.

e Nurses need to remain competent
throughout their working lives and,
to achieve this there is a need for the
development of assessmemethods.

e Nurse education programs at
undergraduate, postgraduate and
continuing education levels need to
be developed jointly by employers,
regulators, and the nursing
profession.

e The structural elements of nursing
curricula need to be inherently
flexible to enable adaptation to
changes in service delivery.

e Some aspects of nurse education
should take place in collaboration
with other health professionals,
particularly in specialties where
multiple health professionals practice
side by side.

e Shared competeres between nurses
and those with whom their roles
overlap need to be developed.

e Skill mix research needs to include
the effects of changed roles on
clinical outcomes.

e The introduction of changed nursing
roles needs to be negotiated with
both the professimand nursing
regulators.

¢ Methodologies that enable

Co | bppligagion infa widewadristy of g ,
settings need to be developed that

can accurately assess letggm
patient outcomes and patient
satisfaction.

The complete report can be accessed at
www.icn.ch/global/issuelReqgulation.pdf

IN-DEPTH

Virginians Believea Current
License Mears Current
Competence

As documented evidence of

gual ity probl ems

healthcare system continues to
mount, thestate of quality has
become a major public policy
issue. Quality problems are

pervasive, occurring across all care

settings and delivery models. On
average, Americans receive
recommended care only slightly
more than 50 percent of the time,
experience mventable medical
mistakes, and too often, receive
care with little or no demonstrated
value.

So begins a report entitl&trategies to

Improve Health Care Quality in Virginia:

Survey of Residents Age 5@vhich was

released on May 24, 2007 in Richmond,

n

t

h e

Virgi nia by the Commonweal

AARP. (The full report is available at
www.aarp.org/research/

Echoing the Institute of MedicingOM)

recommendation that ongoing licensure and
certification should rééct lifelong learning
and an evaluation of competencies, AARP

has come out in support of the notion that:
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éconsumers and pat i en Mastrasgordéntsineoarectty beliewen c e
from state licensure boards that doctors and

other health pri@ssionals who treat them
continueto maintaintheir skills and
proficiency in their respective fields after
initial licensure.

The survey conducted by AARP
Virginia in August 2006 was a first
step toward advancing this AARP
policy goal. The survey was
administered to Virginians aged 50 and
older toassess (1) their understanding
and knowledge of existing licensure
requirements related to ongoing
competence and (2) the acceptability
of varioussystem changes theduld
improve healthcare quality in the
Commonwealth.

This In-Depth Feature focuses am
four findings in the AARP Virginia
Report:

e Most respondents incorrectly
believe the Commonwealth
periodically assesses the
current competence of health
care professionals.

e An overwhelming majority of
respondents believe health care
professionalshouldbe
required to demonstrate their
current competence as a
condition of license renewal.

e Nearly onethird of respondents
have been involved in a

the Commonwealth periodically
assesses the current competence of
health care professionals.

Respondents were askedidentify

three factors they consider to have the
most impact on health care quality. A
doctordés fiquality,

selected most often (23 percent of

responses), followed
(22 percent) vaemdgfeionsur a

(21 percent).

The next question asked respondents to
choose which of the following
statements best represents their
understanding of the meaning of being
licensed:

e The health care professional
was competenwhen the
license was first issued.

e Thehealth care professional
currentlycompetentregardless
of when the license was issued.

More than half (52 percent) of
respondents incorrectly believe that
being licensed means that the health
care professional is currently
competent.

A follow-up question asked whether
the respondents believe that health care
professionals practicing in Virginia are

exper
competence and knowl edge

by

situation where a medical error required to Abe periodic
was made in their own or a evaluated to show that they are
family member 6s c acueentlycompetentto practice
e Slightly more than half of the safely. 0 Mhordsg68t han t wo
respondents ar e e Rercend aieespgndendssagi d, fnHYes. o
Averyo satisfied with the health
care they and their families In other words, they incorrectly
receive. believe that health care professionals
are currently required to demonstrate
they have ugio-date knowledge and
skills needed to provide quality care.
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In fact, the Commonwealth of Virginia
does not presenthgquire health care
professionals to demonstrate-tgp

date knowledge and skills.

An overwhelming majority of
respondents believe health care
professionalsshouldbe required to
demonstrate their current
competence as a condition of license
renewal.

Ninety-five percent of respondents
responded in the affirmative when
asked whether they
licensed health care professionals in
Virginia should be required to show
they have the ufo-date knowledge

and skills needed to provide quality
care as a corbn of retaining their

|l icense. 0

Respondents were read a list of
possible processes that could be used
to assure that health care professionals
continue to be welgualified and asked
to say whether they consider each
process to be extremely important,
very important, somewhat important,
not very important or not at all
important. In a followup question,
they were asked how often licensed
health care professionals should be
required to perform each of the listed
processes.

e Eighty-one percent of
repondents believe it is either
extremely or very important
that health care professionals
be required periodically to pass
awritten test of medical
knowledge. Thirtyseven
percent believe such a test
should be administered every
two years; fortyone percet
believe the test should be
administered every five years.

e Seventy percent of respondents
believe it is either extremely
important or very important
that health care professionals
receivehigh ratings from
colleagueswith whom they
work. Fortyfour pecent
believe this evaluation should
occur every two years; thiry
five percent believe it should
occur every five years.

e Seventythree percent believe it
is either extremely or very
important that health care

bel i e prefesdloadslreceiveigh

ratings from their p atients.
Forty-seven percent believe
patients should rate their health
care providers every two years;
thirty-two percent believe this
should occur every five years.
e Ninety percent believe it is
either extremely or very
important that health care
professonals beperiodically
re-evaluated to show that
they are currently competent
to practice safely Thirty-nine
percent believe that
professionals should be-re
evaluated every two years by
their licensing board; fortjive
percent believe this re
evaluationshould occur every
five years.

Nearly onethird of respondents
have been involved in a situation
where a medical error was made in
their own or a
care.

Thirty percent of the respondents
indicated that they or a family member
had experiered a medical error.
Sixty-eight percent say neither they
nor a family member has encountered
a medical error.
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Ninety-five percent of respondents demonstrate their current competence

believe that requiring doctors, nurses, as a condition of relicensure would be
pharmacists and other medical t o fAr ai s aotaeceksarlydoa t s
professionals to show periodically they i dentify fAbad apples. o
are currently competent would be a
good way to help reduce the incidence The survey findings that show a high
of medical errors. degree of satisfaction with the health
care they are receiving indicate that
Slightly more than half of the the fibad appleso are few

respondents are fAext r bemvednysiill theedocumented
Averyo satisfied wit hprobleras rdfeeeaced ahthedbeginreng

they and their families receive of this article underscore that
requiring acrossthe-board

Asked to rate the quality cfre they demonstrations of current

and their families receivelightly competence would provide the pibl

more than half of the respondents are with a fabric of safety and quality

Afextremelyo (15 per ce protgctiomthatmdre thanlyalbthe( 3 9

percen} satisfied. Thirty-three percent public believes is already there and

are ANsomewh®eted s at i sf nearlyall ofthe public believes
percent are fAnot veryeéhowddethesef i ed and si x
percentatarel INdhogtati sfi ed.

Long an advocate of continuing

Editorial Note: CAC believes the competency requirements for

findings from the AARP Virginia licensure renewal, CAC is pleased
survey reinforce the need to more that a membership organization such
closely align public policy with the as AARP has committed to bring this
publicbdbs expectat i on s issuetodthe stathse For additional
population of Virginia is reading on this topic, visit
representativernore thanhalf of the www.cacenter.or@nd click on

naton 6s heal th car e c¢ onBUBHEGATIONS>CONTINUING
years of age and older believe COMPETENCY REQUIREMENTS
incorrectly that licensing authorities to link to:

periodically evaluate the current

competence of tensees. Fully Implementing Continuing Competency
ninety-five percent believe that this Requirements for Health Care
shouldbe the case. Practitioners 2006.

The discrepancy between the dub ¢ 6 s Maintaining and Improving Health
desire for periodic evaluation of Professional Competence: The Citizen
professional competence and the Advocacy Center Road Map to

failure of states to deliver exposes a Continuing Competency Assureat
deficiency in the healthcare 2004

regul atory system which, in CACOs

view, deserves the immediate attention Measuring Continuing Competence of
of state legislatures. The purpose of Health Care Practitioners2001

requiri ng health care professionals to
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MEDICAL ERRORS AND
PATIENT SAFETY

States Evaluate Success of Patient
Safety Initiatives

In January 2007, thilinnesota Department
of Health published its third annual public
report ofAdverse Health Events in
Minnesota. According to the report, the
number of adverse events reported by
hospitals increased 50% between 2005 and
2006. The number of reported patient
deaths due to medical errors doubled during
that period from 12 to 24.

Of the 188 facilities subject to the reporting
requirement, only 49 (26%) reported adverse
events duringhe reporting period (40
hospitals, 7 surgical centers, and 2 regional
treatment centers). These facilities reported
154 adverse events, an average of 12.8 per
month or about three per week. Twenty

three percent of the events resulted in patient

harm, 20percent led to patient death or
serious disability. Of the deaths, 12 were
due to falls, three were suicidésp were
caused by a malfunctioning product, 2 were
related to patient elopements, and two were
related to medication errors.

Pressure ulcergl8) and objects left behind
after surgery (42) accounted for more than
half the reported events. Other categories
included wronegite surgery (23), falls (12),
other surgical events (9), medical events (6),
criminal events (4), and other (10).

Detailal tables break down reported events
into different categories: surgical (74),
productrelated (4), patient protection (5),
care management (55), environmental (12),
criminal (4).

The authors of the report stress the
importance of looking beyond the nuarb

to learn the root causes of errors and design
strategies for preventing a recurrendde

report Ists the followingfactorscontributing
to errors

e Communication 53.2%
e Training 42.9%
e Fatigue/scheduling 9.7%
e Environment/equipment  43.5%
e Rulespolicies/procedures 58.4%
e Barriers 20.1%

The report examines in some detail the root
causes of errors related to surgical events,
case management events (pressure ulcers
and medication errors), and environmental
events. The full report can be found at:
http://www.health.state.mn.us/patientsafety

The New JerseyDepartment of Health and
Senior Servicessued itatient Safety
Initiative 2005 Summary Repoth
September 2006. New Jersey Heaare
facilities are required to report preventable
serious errors resulting in death or serious
disability. They are encouraged to
voluntarily report near misses and less
serious events.

There were 397 event reports in 2005, 376
of which met the statory requirement for
mandatory reporting. Most hospitals
reported between one and five events. The
report cautions that:

A hospital with a higher number

of reports may be a larger hospital,
a less safe hospital, or a more safe
hospital that is vigilanabout

finding and reporting serious
medical errors.

The largest category of reported events
involved care management (38%) and
environment (35%). The remainder
involved surgery (17%), patient protection
(5%), and a product or device (5%).

The root causanalyses found the most
frequent contributing factors to be:
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e Communication among staff

members 60%
e Care planning process 39%
e Physical assessment of the

patient 36%

e Stdf orientation and training 35%
e Patient observation procedure28%

e Communcation with

patient/family 17%
e Equipment maintenance and

management 15%
e Physical environment 14%
e Behavioral assessment

process 8%

e Staff competence/credentialing 8%

The full report can be found at
www.NJ.gov/health/hcqo/ps

ThePennsylvaniaPatient Safety Authority
released itA\nnual Report for 2006n April
2007. The report showed that more than
500 changes had been
health care facilities in responseRatient
Sdety Advisoriesbut that more work is
needed to improve patient safety.
Pennsylvania facilities submitted a total of
195,832 incident reports in 2006, an increase
of 26,000 reports over 2005. Of these, 3.5
percent (6,937) were serious events
involving patient harm, ranging from minor,
temporaryharm to death. Reported events
with harm decreased slightly, but reports of
near misses increased in 2006.

Events leading to harm most often involved
complications related to procedures,
treatments and test$4% of reports). Other
reports involved errors related to procedures,
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treatments, or tests (24%), falls (17%),
medication errors (23%), skin integrity
(11%), adverse drug reactions (2%),
equipment/supplies/devices (2%),
transfusions (1%), and other (6%).

The full report can be found at
Www.psa.state.pa.us

Thelndiana Department of Health issued a
preliminary version of its first report under
the Indiana Medical Error Reporting
System. The final report Wbe issued in
August 2007 when complete statistics from
2006 will be available. Thus far, the 287
facilities in the state that are subject to the
reporting requirement have reported 77
events, 72 in hospitals and 5 in ambulatory
surgery centers.

Themost commonly reported error is
pressure ulcers (23 reports). Second in
frequency is retention of a foreign object
after surgery (21 reports). Third most
common is surgery on the wrong body part
(9 reports). The full report can be found at:
www.in.gov/isdh/regsvcs/mers/pdf/FinalMe
dicalErrorPreliminaryReportFor2006
March-6-2007.pdf

A private companyHeaIthGrades issued

its Fourth A nual HealthGrades PatlenL
Y{/J éﬁcaltu Hopitafs StAdin

Apl‘l| 2007 The study is based on Medlcare

patient records in 2063005.

Approximately 1.16 million patient safety

incidents occurred during that period in over

40 million hospitalizations. Patnt safety

events increased by a rate of 2.0 incidents

per 1,000 hospitalizations between 2003 and

2005.

Of the 284,798 deaths among Medicare
beneficiaries who were involved in a patient
safety incident, 247,662 were deemed by
HealthGrades as potentiajpreventable.

They also found that beneficiaries treated at
the most highly rated facilities had a 40%
lower chance of experiencing a patient
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safety incident than beneficiaries receiving
treatment at the lowest rated facilities.

Of the 16 types of pant safety incident
studied by HealthGrades, ten increased in
frequency between 2003 and 2005. These
are: decubitus ulcer, iatrogenic
pheumothorax, selected infections due to
medical care, five different pesperative
adverse events, accidental punctare
laceration, and transfusion reaction. There
were improvements in complications of
anesthesia, death in lemvortality DRGs,
failure to rescue, foreign body left in during
procedure, posbperative hip fracture, and
postoperative hemorrhage or hematoma

The full report can be found at
www.healthgrades.com

The Joint Commissionalso collects
information from its accredited hospitals on
Asenti nel eventso
conducted to find out kay they occurred and
learn how to prevent them. These statistics
are available on the Joint Commission Web
site
(www.jointcommission.org/SentinelEvents/
Statistics)).

The JointCo mmi ssi onés
statistics give insight into practitioner
related variables. For example, stadfated
factors identified in root cause analyses
conducted in 2004 were (in descending
order of frequency): orientation and training
processgcompetency assessment process,
adequacy of staffing, staff supervision, staff
skill mix, and nursing leadership issues.
These same factors were identified in root
cause analyses conducted in 2005, but
significantly less often, except in the case of
compeency assessment process, which
decreased from about 45% to about 32% of
root cause analyses and was the ristl

staff related factor in 2005.

and

root

Patients Define Medical Errors
Broadly

A study published in the January 2007 issue
of theJoint CommissionJournal on

Quality and Patient Safety

(www.jcinc.com) found that patients define
medical errors morbroadly than traditional
clinical definitions. Patients, the study
found, include communication problems,
practitioner responsiveness and falls in their
definition of medical errors. The press

release announcing the study concludes that:

The findings point out the need
for physicians and other health
care professionals to clarify what
patients mean when they talk of
an fAer r oarkoe .oor
study of more than &D0 patients
at 12 Midwestern hospitals also
shows the importance of

teRpRainihg® bty fhat s mant@ N al yses

c al

by the term Amedi
patients are to be effectively
engaged in programs to prevent
them.

The researchers found that a majority of
patients studied feel a high level of medical
safef}, bk §9 pérdeft exPefidnced concern
about at least a single type of medical error
during their hospitalization. Those more
likely to be concerned include midekeed
patients, parents of pediatric patients,
African-Americans, patients with long
hospitalizations and more severe illnesses
and those admitted through the emergency
department. Patients treated in small and
rural hospitals had fewer concerns,
regardles®f the severity of iliness.

Not surprisingly, a strong link was found
between concern about medical errors and
patient satisfaction with the hospital
experience. The press release mentions
additional findings from the study,
including:
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¢ the need for addanal
research into the factors that
generate concerns among
patients about medical errors,

e how best to encourage
patients to express these

Misdiagnosis Found to be
Common Error

Research published in the October 3, 2006
Annals of Internal Medicine
(www.annals.orjjfound that basic

concerns, and

e Wwhat strategies effectively
reassure patients about their
medical safety.

diagnostic failings contribute to a significant
number of medical errors. Researchers
reviewed 307 closed medical malpractice
cases of which 181 allegediywolved

diagnostic errors. The research was

Incorporating patienttatudes into
safety programs could help prevent
medical errors and enhance patient
satisfaction with their health care
experience.

Editorial Note: The st udyos
author, Thomas E Burroughs, PhD, made
the point we were
study wnderscores that patients and
clinicians can have different views of the
things that constitute a medical error~or
patients, clear communication and
responsiveness are particularly important
If these are lacking, patients may view this
as a medical ewr. It is important that
clinicians recognize these differences, and
the importance of communication and
responsiveness. We agree
Burroughs. Good communicatioif
between clinicians and patients and
between members of the cagiving team--
is widely recognized as an important
element of quality care, whether or not its
absence meets a strict definition of
Amedi cal error. o0 Why
licensing and certifying bodies? Because
they are in a position to assess clinical
skills, including communication. Medical
boards recently began requiring passage of
a clinical skills test as a condition of
licensure. Other professiondsuld

consider doing the same.

wi t h
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supported by the Agency for Healthcare
Research and Qualitw{vw.ahrg.goy,
which describes the findings as follows:

A study of 307 closed
malpractice claims shows that nya

p r i maniis¥ed or delayed diagnoses of

outpatients lead to dire outcomes. In

hopi nsemetcaE® dfagn6sis of a Sefiduse

condition like cancer was delayed
more than a year. Over half (59
percent) of these ermwere
associated with serious harm, and 30
percent resu#td in death. Cancer
was the diagnosis involved in 59
percent of the errors, chiefly breast
(24 percent) and colorectal (7
percent) cancer. The next most
cdmmenly missed diagnoses were
infections, fracture and heart attacks.

The most common breakdowns
in the diagnostic process were failure
to order an appropriate diagnostic
test (55 percent), failure to create a

s hpeopel f@llowtup plaf (43 perbe@itg I n

failure to obtain an adequate history
or perform an adequate physical
exam (42 percent), and incorrect
interpretation of diagnostic tests (37
percent) by physicians, radiologists,
or pathologists. In some cases,
clinicians failed to check on test
results or to communicate them to
patients, or they did not schedule a


http://www.annals.org/
http://www.ahrq.gov/

necessary follovwup appointment. In
other @ases, patients failed to keep an
appointment to find out or follow up on
abnormal test results.

Missed cancer diagnoses were
more likely than other missed
diagnoses to involve errors in the
performance and interpretation of
tests. Primary care physioswere
centrally involved in most diagnostic
errors. The findings reinforce the
need for system interventions, such
as clinical decision support systems
that include alerts and reminders, to
reduce these problems.

Pharmacists Intervene to Prevent
Errors

Another study funded by the Agency for
Healthcare Research and Quality
(www.ahrg.goy and conducted by
researchers at the University of Colorado
Health Sciences Center studied calls made
by pharmacists over a tweeek period to
clarify the contents of a prescription. Gne
fifth of the callbacks were to clarify dosage
(because it was either unclear or missing
altogether), and could have prevented
patient harm from inappropriate dosages.
Other callbacks involved admgtrative
rather than safety issues.

Errors Continue to be Linked to
Long Work Hours for Residents
and Nurses

Research published December 12, 2006 in
the online journaPL0S Medicine
(http://medicine.plogjurnals.org reveals

that medical interns and residents continue
to work long hours and expose patients to
medical errors due to fatigue. Building on a
recent randomized controlled trial in critical
care units which showed that the elimination

of exteneéd-durationworks hi f t s
reduced the rates of significant medical
errors and attentional failures, lead
researcher Laura K. Barger PhD and her
colleagues conducted a Wbhsed survey,
across the United States, in which 2,737
residents in their first postgraduatesy
(interns) completed 17,003 monthly reports.

The study assessed whether extended
duration shifts worked by interns are
associated with significant medical errors,
adverse events, and attentional failures in a
diverse population of interns across the

United States. The interns in the study were

more than three times as likely to report at
least one fatigueelated preventable adverse
event during the months in which they
worked one to four extended shifts. Interns
working five or more extendeduraton

shifts per month reported more attentional
failures during lectures, rounds, and clinical
activities, including surgery and reported
300% more fatigueelated preventable
adverse events resulting in a fatality.

Another study, published in the September
6, 2006 issue of th#ournal of the
American Medical AssociatiotJAMA),

assessed the frequency of perceived medical

errors amongnternal medicine residents at
Mayo Clinic Rochester and the effect of

those errors on the
Based o data from 184 residents, Colin P.

West MD, PhD and colleagues found that 20

percent of the study participants reported
one error during the study period, six
percent reported two errors, and eight

percent reported three or more errors. Those

who reporte seltperceived errors were
three times more likely to exhibit symptoms
of depression, burnout, and reduced
empathy.

Two studies of hospital nurses find that long
work hours by critical care nurses and the
stress and fatigue associated with €are
giving athome play a role in hospital errors.
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The first study, by L. D. Scott and
colleagues, appeared in tAenerican

Journal of Critical Care2006;15: 3637
(http://ajcc.aacnjournals.org Data obtained
from a raadom sample of criticaare nurses
in the United States indicated the hours
worked, the time of day worked, overtime
hours, days off, and sleepake patterns.

On days worked, threespondents completed
all work-related questions and questions
about diffiaulties in remaining awake while
on duty. Space wasovided for
descriptions of any errors or near errors that
might have occurred. On days off, the
nurses completed onllyose questions about
sleepwake patterns, mood, and caffeine
intake.

The 502 regondents consistently worked
longerthan scheduled and for extended
periods. Longer work durationcreased the
risk of errors and near errors and decreased
n u r siglanée. The researchers conclude
that their findings support the Institute of
Medicinerecommendations to minimize the

health risks for nurses, and maximize the
safety of those in

DISCIPLINE

Fatal Error Sparks Debate over
Punitive Measures

The Following item posted by Anthony
Vecchione on May 7, 2007 is reprinted
from Drug Topics,www.drugtopics.com

The Ohio State Board of
Pharmacy has just revoked the
licenseof a staff pharmacist at
Rainbow Baby's and Children's
Hospital in Cleveland after a two
yearold patient died as a result of a
chemotherapy overdose. The board
concluded that the pharmacist did
not follow proper hospital
procedures regarding the supeiots
of a pharmacy technician who
prepared the chemo agents, which

use of 12hour shiftsandtb i mi t nur s e sngluded diamminedichloroplatinum

work hours to no more than 12 consecutive
hours during a 24hour period.

The second study, also led by L. D. Scaott,
was published in théournal of Nursing
Administration, February2006
(http://www.jonajournal.com The
researchers found that fatigue and stress
levels were significantly higher among
nurses caring at home for both children and
elders. However, nurses providing elder
careat home were more fatigued, sleep
deprived, and likely to make errors at work.

Scott and coll eagues
findings underscore the importance of
restorative sleep interventions and fatigue
countermeasures for hospital staff nurses
involved indual caregiving roles. Limiting
overtime and applying circadian principles
to hospital scheduling processes would
ensure a more alert workforce, minimize
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(cisplatin) and etoposide.

The pharmacy board took no
disciplinary action against the
technician because Ohio does not
license or register pharmacy
techncians. The technician resigned
in the aftermath of the incident.

William Winsley, R.Ph., M.S.,
executive director of the board, said
both the pharmacist and the
technician were experienced and had
done the preparation many times.

t hei

c oHpwever, hessaiq, ‘thaharmagisth ¢ s ¢

failed to adequately check the
technician's work." The pharmacist
involved in the incident was
terminated shortly after the event
took place about a year ago and took
a position at a community pharmacy.
There, according to Winsley, he has

r
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been involved in at least 13 more
errors. Winsley added that in this
particular case, revocation of his
license was justified based upon all
the evidence and not just the one
error that occurred at Rainbow.
Winsley noted that the board makes
its decision hsed on the evidence
and the demeanor of the witnesses.

The tragic incident has reopened
the debate over whether or not
punitive measures should be
enforced against healthcare
practitioners who are involved in
fatal errors. Some patient safety
experts msist that punitive action
does not get to the root of the
problem because most errors are
rooted in a failed system. "There are
lots of measures you could build into
the system to prevent the type of
problem that occurred in Ohio," said
Michael Cohen, RRh., president of
the Institute for Safe Medication
Practices (ISMP). Cohen said that
investigators need to take a look at
whether or not the hospital's
procedure may have contributed to
this type of error.

Bob Parsons, R.Ph., executive
VP of the Ohio 8ciety of Health
System Pharmacists, said he was a
little surprised that the state board
revoked the pharmacist's license.
"It's always been my impression that
revocation of a license was for the
worst of the worst someone who
flagrantly and knowingly pstthe
public in danger." Parsons added that
even if the results of an error are
serious, remediation would be more
appropriate than permanently
removing a pharmacist from the
profession.

Ron Dziedzicki, general manager
and senior VP of operations at
University Hospitals Case Medical
Center in Cleveland, of which
Rainbow is a part, said the hospital
has a system in place to prevent this
type of error. "There was actually a
process in place that we've used for a
long time, and in this instance it
appearshe pharmacist chose not to
follow that standard process and
policy." Winsley agreed that while
system failures often contribute to
errors, in this particular instance, it
was not the case. "Could the
hospital have done anything to
prevent this from a sysm
standpoint? In the pharmacy board's
opinion, we could not find any way
to fault the system."

The issue of whether pharmacy
technician certification and
standardization of training is needed
has also come to the fore as a result
of the Rainbow tragedyWinsley
pointed out that the technician in this
case was certified by CVS'
technician training program, but that
the program does not focus on the
types of tasks that heallystem
pharmacists are involved in. He
added that even if techs take the
Pharmay Technician Certification
Board (PTCB) exam, the training
would not qualify them as IV
admixture technicians.

Janet Teeters, R.Ph., director,
accreditation services, at ASHP, said
ASHP is behind education and
training prior to certification. ASHP
accedits technician training
programs and is pushing for
standardized training for pharmacy
technicians. "There needs to be
some standardized training of
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technicians who are getting involved
with very serious drugs, and they
need to understand more abdut i
Teeters noted that PTCB is looking
at added qualifications that would
target a pharmacy technician's work
environment. For instance, a
pharmacy technician working in
retail would focus on claims
adjudication, whereas technicians
working in a healtksystem setting
would receive additional training in
aseptic techniques and IV
preparation.

Winsley said that the minutes of
the board of pharmacy hearing
regarding the Rainbow Hospital
incident will be posted in mitflay
on its Web site:
www.pharmacy.ohio.gav

Oversight of Paramedics Found to
be Faulty

Los Angeles Timestaff writers Rich
Connell and Robert Lopez wrote in an
investigative column on May 6, 2007 that
AThere is no
rescuers who err, including EMTs, will be
reported, invest.i
reporters cite a case in which neither Fire
Department rescuers nor private ambulance
technicians flushed the eyes of an auto
accident victim (despite her request
allowing battery acid and other chemicals to
burn her corneas. The victim sued.

The reporters write that the incident never
came to the attention of regulators, because
the victim chose the tort system and the Fire
Department and ambulance authorities
neglected to notify regulators, despite a
county requirement that they report
potentially serious incidents. Further
investigation by Connell and Lopez led them
to the following conclusions:
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e OQOversight of paramedics and
emergency medical technicians

(EMTs) in California
at best, with nothing to ensure that
potentially problematic cases are
reported and investigated, or that
errant rescuers ar

e The state system is not set up to
consistently recognize poor
performance or damgous patterns;

e There is no reliable system for
reporting problems or processing
complaints (of the 30 paramedics
disciplined by the Los Angeles Fire
Department in the last two years,
none was reported to the state);

e Disciplinary actions across regions in
the state are inconsistent;

e Communications breakdowns are
common among regulators and
within Fire Departments;

e Even whemmistakes and poor
performance arglentified,
regulators are often slow to act.

Investigative Article Questions
Drug Company Hiring of
QISQIHLI%eg D?Cé alifor
front-page ayticle by Gardiner Harris and
ahet Ro ert?ir% t%e%/u'ng)g, ém@w \#Z'rko
Times(www.nytimes.comquestioned the
ethics of pharmaceutical companies hiring
doctors who have been discigh by their
state medical boards to give marketing
lectures and, more serious, to work on
clinical trials for new medications. Doctors
who oversee clinical trials should, it is
generally believed, be of the highest caliber
and ethics.
The featured doctan the story is Faruk
Abuzzahab, a psychiatrist who had been
disciplined by the Minnesota Board of
Medi cal Practice for
di sregardo for the we

Abuzzahab discharged one such patient
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