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INTRODUCTION

The Citizen Advocacy Center has entered into a contract with the Health Resources and
Services Administration (HRSA) to set up pilot projects around the country involving hospitals
and boards of medicine and nursing in partnerships to enhance health care quality by improving
information sharing and other forms of cooperation between health care providers and regulators.
The project is called the Practitioner Remediation and Enhancement Partnership, or PREP.

In essence, the PREP pilot projects will institutionalize information sharing between
hospitals and licensing boards when one or the other of these entities identifies a practitioner
whose performance is not up to an acceptable standard of quality and recommends remedial
actions, such as targeted education, or mentoring, to upgrade the practitioner's competence. Most
states already require that hospitals report to licensing boards when they take an adverse action
that results in termination or severe restrictions on practice privileges. PREP will not affect these
mandatory reporting requirements. Rather it is designed to trigger communications among
hospitals, licensing boards, and those physicians and nurses who (1) have some clinical skills or
knowledge deficiencies, (2) have not to this point caused serious harm or committed acts that
would subject them to a serious licensing action, and (3) who could benefit from an appropriate
educational intervention. In effect, PREP is an effort to intervene early, avoiding the need for
punitive action and reducing the risk of patient harm. There are two pathways by which a
physician or nurse can enter the PREP program. When a hospital first identifies a practitioner in
need of improvement, it will inform the applicable licensing board, on a confidential basis, about
educational interventions designed to upgrade a practitioner's competence. In cases where a
licensing board first identifies a practitioner who it feels needs to upgrade his or her skills, but
whose practice is not such that a disciplinary action is warranted, the board would work in
confidence with the hospital that employs or privileges that individual to develop and implement
an appropriate remedial intervention. In both cases, the practitioner would agree to participate in
the enhancement program voluntarily.

The pilot projects were launched at a kick-off meeting on Navember 30 and December 1,
2000 in Washington, D.C. Those in attendance included representatives from licensing boards
and hospital associations in the pilot states, plus representatives of federal agencies, academic
and research organizations, health care accrediting and quality improvement bodies, risk
managers, professional associations, and other stakeholders. (See Appendix II).

ORGANIZATION OF THIS REPORT

This document summarizes the discussions at the kick-off meeting. The matenal is
organized around several of the structural and procedural matters the organizers of the pilot
projects will need to resolve as they develop and customize their projects to mesh with the legal
and political realities in their states. This document is one piece of a dynamic resource package
which will grow along with the pilot projects and will eventually include sample forms,
documents and pracedures developed in the various states. The material is presented in _
Comment, Question and Response format to make it easy to locate information by topic and easy
to insert additional resource material in the future.
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ORIGINS OF THE PREP PROJECT

The Citizen Advocacy Center began to look at the relationship between hospitals and
licensing boards in the mid 1990's at the same time that many observers were noting that hospital
adverse action reports to the federal National Practitioner Data Bank (NPDB) were not as
numerous as one would expect. Studies showed that two/thirds or more of the hospitals in the
country never reported a single adverse action to the NPDB during its first five or six years of
operation. Knowing that licensing boards consider adverse action reports from hospitals to be a
rich source of information about problem practitioners, CAC investigated and discovered that the
experience with state laws mandating reporting to boards of medicine and nursing was
comparable to the experience with reporting to the NPDB. A survey of boards of medicine and
nursing in 1997 uncovered four basic explanations for the low number of reports by hospitals to
licensing boards. These were 1) a cultural aversion to reporting a colleague; 2) deficiencies in
reporting laws; 3) lax enforcement of mandatory reporting laws, and 4) lack of knowledge or
understanding on the part of hospitals about mandatory reporting requirements.

Following up on that survey report, CAC joined forces with Administrators in Medicine
(ATM) and with financial support from the Health Resources and Services Administration
(HRSA) developed a model act which would correct a number of the legislative and enforcement
problems that interfere with reporting at the state level. The legal and administrative fixes in the
model act do not address what may be the most difficult obstacle: the cultural aversion to
reporting. So, CAC prepared a white paper proposing a new paradigm characterized by trust and
cooperation between hospitals and licensing boards. The issuance of CAC’s white paper -
coincided with the publication of the Institute of Medicine's (IOM) report, To Err is Human.
The IOM’s recommendations presuppose that most medical errors result from shortcomings in
the system and therefore the solutions need to be system-oriented. It remains the job of licensing
boards, nevertheless to hold individual practitioners accountable for their competence and
performance. Thus, invigorated efforts to make delivery systems safer go hand in hand with the
concepts embodied in the PREP pilot projects. These concepts are based on cooperation between
health care delivery systems and licensing authorities to make sure the individual practitioners
who make up the system have the knowledge and skills to practice safely.

The HRSA’s decision to support the PREP project was explained by Cynthia Grubbs,
Associate Director for Policy in the Division of Quality Assurance which is responsible for the |
National Practitioner Data Bank (NPDB) and the Healthcare Integrity and Protection Data Bank
(HIPDB). HRSA has supported numerous initiatives aimed at to understanding the culture of
reporting — when, how, and why hospitals and boards report to one another, and whether NPDB
and HIPDB are receiving the reports they should receive under the law. The PREP project
represents the first time HRSA has sponsored an effort to encourage hospitals and boards to
communicate and endeavor to build trusting relationships. HRSA hopes the PREP pilots will
provide answers to several important questions:
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. Can the licensing boards wear two hats? That is, can they be both a disciplinary body and
a collaborator in efforts to proactively improve quality?

. Will nurses and physicians respond positively to and accept confidential, non-punitive
interventions proposed by hospitals and licensing boards to enhance their skills and
knowledge to provide better quality care?

. If PREP’s non-disciplinary approach works to identify and upgrade the skills of
practitioners who are marginally deficient but have not caused patient harm, will hospitals
be more willing in cases of significant practitioner incompetence to file mandatory
adverse action reports with the appropriate state licensing board and with the NPDB?

. What types of remedial interventions are most effective? Are they readily available and
affordable? If not, how can we cooperate to promote the proliferation of remediation
resources?

HRSA, CAC, and the states participating in the pilot projects share a belief that patients,
hospitals, licensing boards and practitioners will all benefit from improved communication and
collaboration and a change in the culture that has prohibited boards and provider institutions --
hospitals in this case — to work together on a case by case basis with practitioners to improve
quality of care.

The question has been asked: why involve licensing boards in a peer review and
remediation activity that hospitals do, or should do, anyway? The answer is two-folded. First,
the PREP approach provides hospitals and boards with a mechanism for dealing with
practitioners who do not belong in the formal discipline track but whose deficiencies cannot be
ignored. For such practitioners, successful remediation can translate into job security or career
advancement and may be considered a demonstration of continuing competence, especially
relevant as many credentialing boards are requiring periodic redemonstration of continuing
competence as a means of maintaining board certification. Second, the board needs to be in the
loop since it is the only institution with continuous jurisdiction over every licensed practitioner.
Hospitals and other health care institutions cease to have responsibility for or influence over
practitioners who leave their walls to practice elsewhere. The PREP approach involves licensing
boards proactively in a remediation process before a practitioner’s knowledge and skill
deficiencies have caused them to come before the board as a discipline case. In sum, the premise
of PREP is why not involve the licensing boards? -



GOALS AND SCOPE OF PREP
The formally stated purpose and objectives of the PREP project are as follows:

PURPOSE

To enhance health care quality by improving information sharing and other forms of
cooperation between health care providers and regulators

OBJECTIVES

. To encourage a more positive approach by health care organizations toward reporting
adverse actions to state professional licensing authorities and, by extension, to the
National Practitioner Data Bank, so that reporting is embraced as ethical, socially
responsible conduct, rather than “reporting colleagues to the cops.”

. To foster mutual trust and positive working relationships between health care
organizations and the institutions to which mandatory reporting requirements require
them to report. :

. To assist regulatory agencies in establishing mechanisms and procedures for processing,

assessing, and prioritizing mandatory reports so as to maximize their utility as a public
protection tool without unnecessarily burdening the board or inflicting regulatory overkill
on health care institutions or practitioners.

. To improve health care quality by establishing constructive linkages between total quality
improvement initiatives at health care institutions and the regulatory programs of state

licensing boards.

. To enhance confidential data reporting from hospitals to licensing boards.

. T_o evaluate remedial interventions to determine which are mosi effective in particular
circumstances. -

. To identify best practices for the benefit of hospitals and licensing boards.

. To provide a means whereby providers who are not candidates for “serious” board action

(i.e. suspension or revocation by boards, termination of employment or privileges by
hospitals) can improve their practice, and care to patients can be improved.



PREP IN THE CONTEXT OF OTHER PATIENT SAFETY ENDEAVORS

Discussion of the PREP project’s goals and objectives delved into the relationship
between PREP and 1) the system safety approach to eliminating medical errors; 2) existing
mandatory adverse action reporting requirements at the state and federal levels; 3) the Joint
Commission on Accreditation of Healthcare Organizations’ (JCAHO) sentinel events reporting
processes; 4) mandatory incident reporting statutes.

1) PREP vis a vis IOM PATIENT SAFETY INITIATIVES

Dr. Lucian Leape, one of the prominent proponents of the system-safety approach to
reducing medical errors, wrote CAC a letter of encouragement in which he compares and
contrasts system safety and individual accountability. In addition, he concurs that both hospitals
and boards will have to undergo a change of attitude in order to make a new, cooperative
relationship work. Excerpts from Dr. Leape’s letter follow:

Dear Dawvid:

Thank you for the invitation to participate in the PREP program.... First, let me
say that [ strongly support what you are setting out to do. I think it is a great idea,
clearly needed, for the reasons you outline, and that it has immense potential to
significantly improve both the Boards’ and the hospitals’ processes. Clearly, we
need much more collaboration to move ahead in safety, and where more
importantly than here?

I don’t sec safety failures overall as a dichotomy: either as systems problems or as
performance problems. Performance problems are systems problems, too. We
have totally inadequate systems for identifying potentially unsafe practitioners
before (emphasis crucial) they cause harm. Once they have hurt someone, there is
no question that actions have to be taken and reports need to be made to the
Board.... However, if we in hospitals are doing our job, it would rarely get that
far. Lack of effective methods of identifying and dealing with marginal

~ performers is one of the most important “latent errors” or “systems failures™ we
have in health care - every bit as important as the other ones we talk about, such
as long hours, excessive work loads, and paper prescriptions!

Hospitals need to develop much better mechanisms for identifying problem practitioners
before they harm patients. There need to be internal standards, effective monitoring, and
early intervention - at levels lower than “actions.” T hope you will address this issue, for
Boards need to put pressure on hospitals to do this as well as to collaborate with them, as
in the PREP plans.



QUESTION: Many of the patient safety improvement projects undertaken in response to
the IOM report are targeted at mistakes that involve more than one individual practitioner.
Will the PREP pilot projects allow for remediation of an array of practitioners who may
have been culpable in a particular case so that more than just a single individual

_ practitioner is able to learn from this exercise, or so that a system-wide corrective action
plan might be developed? -

RESPONSE: Each state will have to determine in its eligibility criteria how it wants to handle
a situation in which more than one practitioner is involved. Because PREP is envisioned to be
more of a rifle than a shotgun, states participating in PREP might decide that a system issue 1s
outside the scope of the PREP pilot. A conversation will occur between hospitals and licensing
boards (and perhaps a facilities regulator such as the Department of Health) over whether any
particular case involves a system problem or involves an individual’s skill or knowledge that can
be remediated. The decision could be based on a root cause analysis along the lines of those
done under the auspices of the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO). But there is no reason why PREP couid not be utilized to upgrade the skills of more
than one physician or nurse if an assessment showed that all could benefit from remediation
programs. In addition, it is widely recognized that a root cause analysis often determines that
both system failures and shortcomings in practitioner skills or knowledge were involved. In such
cases, the PREP program could be utilized to address the “skills and knowledge” problems that
have been identified.

2) PREP vis a vis EXISTING MANDATORY REFORTING REQUIREMENTS (state and
federal)

One of the reasons CAC developed the PREP concept was to help make adverse action
reporting, as opposed to incident or error reporting, more effective than it has been. PREP is not
meant to interfere with reporting of individuals whose performance is so problematic or
dangerous that the hospital has already taken an adverse action. Rather, PREP is concerned with
practitioners who are not yet candidates for an adverse action, but whose performance is wanting.
Nobody knows how many such individuals there are, but many agree that more people can use
practice enhancement than will ever become subject to adverse actions. As PREP developed, it
became apparent that the program could be triggered in a number of ways, including (1)as a
result of a root cause analysis, and (2) as a result of a review of practitioner performance by a
peer review committee or a supervisor. [t is important to keep in mind that PREP is a quality
improvement and not a disciplinary activity. '

One of the goals of PREP is to find out whether it is possible for boards to simultaneously
perform both its disciplinary function and a quality improvement function. The fundamental
reason to keep boards in the loop is that questionable practitioners may leave one hospital only to
take up practice in another. Only licensing boards have authority over practitioners regardless of
where they practice.



In a memo to his board, California Medical Board Executive Director Ron Joseph clearly
articulates the relationship between PREP and mandatory hospital advetse action reports:

The role of regulation in this environment has historically been a reactive one,
responding to events in which there has been a violation of the Medical Practice
Act, often with attendant patient harm. Frequently, during the course of its long
involvement with the quality of health care services provided to patients by its
licensees, the Medical Board of California has raised the issue of how it can move
beyond simple reliance on continuing medical education and disciplinary action
after a problem has occurred and take a role in preventing behaviors which may
result in future problems.

One of the arcas where the Medical Board has had long-standing involvement is
in the area of peer review and the subsequent reports of Medical Executive
Commitiees when a physician’s staff privileges have been restricted for a period
of time. In discussions with various hospitals it has been stated that there are
often times when the peer review process results in a finding that does not warrant
suspension or severe restriction of privileges, but does suggest that the subject
physician would benefit from additional education, training or proctoring to
enhance his or her skills. In such situations, the current law requires that if these
measures, undertaken to enhance the physician’s skills, were to extend to 30 days,
then an 805 report would need to be filed with the Medical Board. It is reasonable
to assume that this system serves to dissuade the involved parties from reaching
agreement to adopt these measures in marginal cases. If this is the case, then an
opportunity to provide the community with a better-trained, safer physician may
be lost.

1t is the recognition of this potential which has led to a recently issued proposal by
the Citizen Advocacy Center...(which) would establish a pilot project designed to
encourage greater collaboration between hospitals and medical regulatory boards.
The basis for this proposal is the recognition that medical boards can, and should,
be participants in finding proactive measures designed to forestall medical error.

The CAC proposes a system of reporting which would confine its application to
offenses which indicate a knowledge or competence deficit which is amenable to a
program of remedial education, monitoring or other appropriate corrective
action. (Emphasis added) Hospitals and the Medical Board would cooperate in



the identification and management of those cases which do not rise to the level of
requiring strict practice restrictions, but do offer an opportunity for professional
intervention aimed at knowledge or skill enhancement. Undertaking the program of
correction, its administration would call for the Medical Board and hospital medical
staff(s) to reach agteement on the plan of correction, its administration, its expectations,

" and what would be the consequences of its failure. The events which would be subject to
such interventions could result from Medical Board investigation or hospital/physician
self-reporting.

QUESTION: Are we talking about events that fall under a state laws mandating adverse
action reporting, and is the objective to set up a framework so that there will be more
compliance with adverse action mandatory reporting? Or, are we talking about events that
don’t reach the level of mandatory reporting?

RESPONSE: Depending on the statc, your answer may be both. Mandatory reporting laws are
so different, that it is hard to answer that question for every state. For example, in California, a
hospital report needs to be made if a physician is summarily suspended for 14 days or has
privileges restricted for 30 daysina 12 month period. The PREP program may have to be
encompassed within these reporting laws, or at least the reporting laws would need to be
referenced in any subsequent PREP statute. One can imagine a PREP intervention that imposes
requirements on a physician for a period exceeding 30 days, such as practicing under a proctor or
attending courses for more than 30 days. If that kind of PREP intervention were applied to a
physician under cutrent California law, there would have to be a hospital report to the medical
board and a submission to the NPDB, and so on. So, a decision to allow ongoing, longer-term
remedial actions under a PREP pilot will need to be balanced against reporting laws in each pilot
state.

Boards have a responsibility to protect the consumer and to respond to the political
structure in their states. I think it would be dangerous for a board not to have a very well defined
understanding of when PREP would apply as compared to when restrictive reporting would
apply. There needs to be a dividing line between the two.

QUESTION: How, if at all, does the PREP project relate to increasing reporting to the
NPDB?

RESPONSE: PREP is not meant to substitute for or compete with any existing reporting
programs pertaining to people who have serious practice problems. If we succeed in creating a
trusting, communicative relationship between hospitals and boards, we expect that relationship
will include not only sharing information about possible candidates for PREP, it will also
encourage hospitals to be more willing to report practitioners who are candidates for serious
licensing action.



3) PREP vis a vis JCAHO SENTINEL EVENT REPORTING

Tony Tirone, Director of Federal Relations for the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) and a member of the PREP advisory committee, informed
the group that JACHO expects every accredited organization to report certain sentinel events,
such as wrong side surgery; surgery on the wrong person; suicide; baby abduction; and so forth.
The accredited organization must report the event, conduct a root cause analysis, and do
something about the systems issues that are identified. JCAHO is building a data base from the
sentinel event reports — with hospital names obscured. Periodically, JCAHO issues a sentinel
event alert to inform accredited hospitals of commeon elements in sentinel event reports. The
JCAHO web site is rich in information about the sentinel events reporting and alerts processes.
JCAHO has numerous publications about root cause analyses. (NOTE: After the November 30-
December 1 meeting, JCAHO announced that it will require accredited hospitals to institute
system safety programs. Information on JCAHO’s new system safety standards is available from
Carole Patterson, MN, RN, Consultant, Joint Commission Resources. She can be reached by
phone at (630) 268-7400 or e-mail at gpatterson@jcrinc.org. Information on JCAHO standards
is also available on the Joint Commission resources Web site: www jerine com or from the
Standards Interpretation Group (630) 792-5900.)

JCAHO has received about 1,000 sentinel event repotts (and distributed about 15 sentinel
event alerts) in the past five years or so — many too few if the IOM study error estimates are
correct. One reason for the low number of reports may be that in some states, there is fear that
sharing information outside the hospital will negate peer review protection and that to share
information with JCAHO is the equivalent of sharing it with everyone. JCAHO hopes that the
root cause analysis process will help build enough trust that hospitals will be more willing to
share the facts without which it is neither possible to take preventive action nor to share
information about initiatives that succeed in improving patient safety. Another obstacle in the
way of learning as much as possible from sentinel events is the proclivity of people in the health
care field to find the individual who made a mistake and then end the investigation.

Patient safety has become JCAHO’s number one priority. JCAHO is ready to help the
PREP program succeed. Like the sentinel events reporting process, PREP will involve to dealing
with confidentiality issues, persuading people to share and work together, and overcoming the
fact that regulators provoke certain ingrained reactions.

4) PREP vis a vis STATE LAWS REQUIRING MANDATORY REPORTING OF
“SENTINEL EVENTS” AND/OR OTHER INCIDENTS

QUESTION: How, if at all, does the PREP project relate to state incident reporting laws?
RESPONSE: At least twenty-three states and the District of Columbia have laws that require
either mandatory (15 states) or voluntary (5 states and the District of Columbia) reporting by

hospitals of adverse events. A handful of other states have such legislation under consideration.
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A recent study by the National Academy for State Health Policy entitled, Medical Errors and
Adverse Events: A Report of a 50-State Survey, reveals that these laws vary widely and are
currently being reassessed by many state legislatures. Under many of these laws, incident reports
are made to state government agencies other than professional licensing boards. Participants in
the PREP project will need to review any such laws in their states and take them into account as
they develop their programs. States where incident reports are filed with the department of
health may well want to involve the department (or other facility regulator) in the development of
the PREP program.
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OPERATION OF PREP PILOTS
PATHWAYS

There are two ways of identifying health care providers who might benefit from
intervention programs monitored by hospitals and licensing boards in a partnership to improve
patient care:

PATHWAY ONE: Hospital-identified

A practitioner might be identified by a hospital, by a hospital’s organized medical staff
committee, or a formal peer review or quality assurance process, as appropriate for a confidential
remedial intervention (see the Question and Answer section for information on determining who
is eligible for this intervention). In order to participate in the confidential educational
intervention program, the hospital must first develop a Memorandum of Understanding with the
appropriate state licensing board, describing the manner in which providers will be identified or
reported. After a provider is identified, the hospital or medical staff develops an
intervention/remediation plan (which may include assessment and feedback, participation in
formal educational programs and informal education, and/or mentoring), informs the board of the
provider and the plan, and receives the approval of the board. The practitioner agree to undertake
the enhancement program voluntarily. The hospital then monitors compliance with the plan,
reports ongoing compliance or problems to the board, and reports successful completion or
termination of the plan to the board.

PATHWAY TWO: Board-discovered

When a licensing board learns of a health care provider whose competence or clinical
skills are in question, via complaint or other standard means of looking into the practice of a
licensee, the board determines if the practitioner is eligible for the confidential remedial
intervention program. If the provider is eligible, the board contacts the hospital(s) where the
practitioner primarily works or has practice privileges. The hospital(s) consults with the board to
develop an appropriate remedial intervention. The board arranges with the hospital(s) to carry
out and monitor compliance with the intervention on a case-by-case basis. A written agreement
is developed between the board, the practitioner, and the hospital(s) to outline the intervention,.
monitoring and reporting requirements for this provider. The hospital reports ongoing
compliance with the plan, and successful completion, or termination of the plan, to the board.

SUMMARY

These two pathways were developed with the understanding that hospitals and licensing
boards have a history of cautious communication that must be improved so that real system
improvements can be made, and so that deficient practitioners can be remediated in a way that
protects patients. CAC recognizes that both hospitals and boards may identify questionable
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practitioners, and that mandatory reporting laws do not address those practices that may not yet
warrant serious action, but should be improved. To cffectively identify and correct potentially
deficient practitioners, boards and hospitals must work together, communicate effectively, and
utilize the strengths of each organization.
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QUESTION: Heow might a hospital identify candidates for PREP?

RESPONSE: Most hospitals will probably identify physicians and nurses either through a
clinical evaluation related to their membership on the medical or clinical practice staff or their
employment at the hospital. (Most hospital medical and nursing staffs across the country now
credential a variety of professionals, including medical doctors, osteopathic physicians,
podiatrists, chiropractors, physician assistants, nurse practitioners, and other advanced practice
nurses.) There are quality assurance mechanisms the hospital is required to have in place to
evaluate the performance of credentialed members of the medical and nursing staffs. Those
quality assurance indicators are compared to an individual’s measured practice and they result in
things falling out. PREP offers a proactive, non-disciplinary way of dealing with some of those
cases. Hospitals also might identify candidates for PREP as a result of a root cause analysis
conducted after an incident or a sentinel event.

QUESTION: How does this related to an ongoing, proactive peer review process that
would be assumed to be in place in the institutions?

RESPONSE: As stated in response to the previous question, a candidate for PREP might be
identified in the course of routine peer review. Where peer review identifies a provider who has
a clear clinical deficiency, the question becomes, “Does this deficiency rise to a level that would
warrant some discipline by a hospital or licensing board?” If the answer is yes and a reportable
adverse action against the practitioner is indeed undertaken by the hospital, the case would go
through a regular reporting path. (NOTE: See the excerpt from California Medical Board
Executive Director, Ron Joseph, on page 7. If the clinical deficiency does not rise to such a
level, but is a situation that hospitals should or could address, PREP offers an opportunity to
cooperate with boards to do a better job of proactive remediation.

QUESTION: Why invoelve the board if something is uncovered in the peer review process
and has not risen to the level of disciplinary action. Why not let the peer review process
continue operate as it is theoretically supposed to do and remediate this practitioner at the
hospital level?

RESPONSE: There is a two-fold response to that question. First, in reality, there are some
hospitals today that have only two possible outcomes from peer review. One is a formal hospital
action, which may be educational or a restriction of privileges. The alternative available to the
hospital is to do nothing. PREP would be an alternative between those two extremes. As the
pilot programs become operational, there will be benefits to both hospitals and boards that have
not had a satisfactory way of dealing with this particular kind of provider and have not been able
to access remediation resources. The practitioner will benefit also, to the extent that remediation
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resuits in job security or advancement and is tied to CME or continuing competence
requirements, One of the challenges before the states developing PREP programs is to devise a
way to make a remediation and clinical skills enhancement intervention be perceived by the
practitioner involved as a benefit to that individual, rather than a punishment.

The second reason the board should know is that this is the only way there can be a
continuum in the monitoring of a particular practitioner who has been identified as having a
clinical skill or knowledge deficiency but who has not thus far become a threat to public health
and safety. The hospital has jurisdiction over and interest in such a practitioner only so long as
the individual practices there. Also, in the case of practitioners with privileges at more than one
~ hospital, the board is the connection.

This question underscores the need for a cultural change. In the past, it has been assumed
that clinical deficiencies are not the board’s business until they cross a certain line and becorme a
threat to public health and safety or otherwise violate the practice act. When a clinical deficiency
crosses that certain line, it is clearly within the board’s jurisdiction and interest as a disciplinary
body. PREP is trying to involve the board sooner. For this to happen, it is crucial that the
hospitals and the boards lcam to trust one another. It will require a change in mind set change
from saying “Why should we tell the board?” to “Why shouldn’t we tell the board?”
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STEP 1) GETTING STARTED: LAY THE GROUNDWORK TO INTRODUCE THE
PREP PROGRAM

Representatives from the state boards talked about their plans for generating interest
among hospitals and other stakeholders for participating in the PREP pilot. Most, if not all of the
participants are not envisioning a state-wide, all-hospital program. They plan to target the
demonstration, either geographically by focusing on some areas of the state, or by institution,
focusing on particular hospitals that have a positive attitude toward the experiment. Several
board executives spoke of the importance of involving other participants in the planning phase so
* that the parameters of the pilot are a collaborative decision. Others spoke of the relationship
between PREP and other reporting and quality improvement activities in their states. The
following ideas and plans were among those volunteered:

One nursing board executive has already made contact with several hospital systems and
shared preliminary information about the PREP concept. They are interested in pursuing it. The
next step is to have a meeting of all the individuals to build the model collectively rather than to
have the board pre-determine what the standards ought to be. PREP in this state will be an
interactive process.

Several medical board executives plan first to establish a common understanding and
common expectations among board members, staff, medical director, and chief investigator.
Then board staff will go out into the community to seek buy-in from hospitals and the profession.
(NOTE: since the November 30 - December 1 meeting, a number of participating boards of
nursing and medicine have indicated an interest in inviting one or more Veterans Administration
hospitals to become part of the demonstration since VA hospitals have been among the most
active in establishing system safety programs in response to the IOM “Errors” report.)

Another medical board executive said that once the board decides to go ahead, it will
formulate the PREP pilot in a collaborative way with the medical association, the hospital
association, and other parties so that decisions are the product of joint deliberation.

A board of nursing in a state which houses a physician skills assessment and remediation
program has started to lay the groundwork for PREP by meeting with the nurse executive
organization, the state the nurse’s association, and the state hospital association which is very '
interested in the project. Board staff met with the physician assessment program which was
willing to expand to include nursing. One hurdle will be to find financial support to help nurses
afford the cost of assessment and remediation, which ranges from about $5,000 to $8,000 under
the existing structure.
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A nursing board executive said her board never envisioned a state-wide program. They
anticipate there will be self-selection among the hospitals that want to participate. The board
does not want large numbets of hospitals participating during the pilot phase because of the
demands that would impose on staff resources.

A medical board executive concurred, saying his board is interested in focusing on a few
well-organized health systems that are better prepared to launch such a project and have
expressed some interest in cooperative relationships.

One nursing board executive predicted that other stakeholders in her state would readily
participate, perceiving that the PREP model represents more of a remediation mode than a
disciplinary program. Virtually every participant acknowledged that changing the perception that
licensing boards are no more than a “fault-finders” will be central to the success of PREP.

QUESTION: What is the time frame for making the pilot projects operational?

RESPONSE: The timetable is flexible. States are encouraged to move expeditiously, but, if
necessary, it is all right to take the better part of next year to get set up. The start-up phase
should take place in a deliberate manner — touching all bases first and produce the best possible,
best accepted model in each state.

QUESTION: Is there any funding for the states for this project?

RESPONSE: We are aware that this will be a cost item for boards and hospitals, and for
practitioners to the extent that they must pay for their remediation. Ultimately, if PREP works, it
probably should be given a legislative mandate and that should solve some of the funding
problems for boards. There is not a simple answer for hospitals and practitioners. If the program
is worthwhile, hospitals will need to accept it as a cost of doing business and professionals will
need to accept it as a cost of maintaining their professional standing.

QUESTION: Will it be necessary to enact legislation in the states to make a PREP program
permanent?

RESPONSE: Key legislative bodies ought to be aware of the design and involved in the
implementation of the pilot projects. While not necessary at the pilot stage, a legislative mandate
will help boards gear up to sustain the project and gain the resources to keep it going. '

(NOTE: After the meeting, the North Carolina Board of Nursing decided to launch its
PREP project by convening a meeting of interested hospitals. Copies of the board’s invitation
letter and proposed meeting agenda appear on the following pages)
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Ms. Suzanne Freeman _ o
President, Speciaity Facilities : - e
‘Carolinas Medical Center ' :
. Post Office Box 32861
' Charlotte, NC 28203

DearSuzanne - .' o '_ : T - A

"The lnshtute of Medlclne (IOM) report, To Err is Human: Bui d :
' System, has generated a great deal of interest and discussion in the health care
community. In response to the 10M report, the Citizen Advocacy Coundll{CAC), . -
a training, research, and support network for public members of health regulatory
- boards, has proposed greater collaboration between hospitals and regulatory
boards. The basis for this proposal is recognition that reguiatory boards should
be participants in finding proactive approaches to forestall errors by addresslng
~ substandard competence and assisting with remediation. CAC, in conjunction
. with the Health Resources and Services Administration (HRSA\) is promoting pilot
- projects around the country involving hospitals and regutators. The overall
purpose of the projects has been described by HRSA as follows

“To enhance health care quallty by lrnprovmg mformatron sharing and other
' forms of cooperatlon between health care provlders and regulators e

L The North Carolina Board of Nursmg is pleased to announce paruclpatlon in the

" CAC initiative and implementation of a pilot project for practitioner remediation
and enhancement partnership, (PREP). This partnership involves the sharing of -
information when a hosp:tal or the Board of Nursing identifies a practitioner

* whose performance is not up to acceptable standards and recommends remedial
intervention. This would include actions such as targeted education to upgrade
competence, practloe restrictions or specialized supervision. “Your hospital would
inform us, on a non-public basis, about nurses whom you ‘believe are in need of
educational intervention designed to upgrade competence. We would then work
in confidence with your hospltal to develop and implement remedial lnterventlon

~and monltonng :
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forward!

‘We %uld like to meet with yod to introduée,'and .dis'cuész the PREPprqed in
more detail and jointly work to develop the specifics of participation through a

- PREP will strive to create @ new paradigm whers hospitals and the Board of -~

Nursing provide a means whereby nurses having deficits in

6, skills or

- abilities can remain in the work setting while receiving remediationand = .-

~ monitoring. PREP cauld be offered { rurses who might otherwise be subjectto

minor disciplinary action from the Board or whose deficits might cause their
employer to intervene to upgrade skills or knowledge. | have already sent some

materials and spoken to you about this-project and we are ready tomove

dialogue that will start with an education &nd discussion session. Thismeeting -
has been scheduled for Tuesday, January 30, 2001, from 10:00AM to 1:00PM. at . _

the office of the Board of Nursing, 3724 National Drive, Sulte 201, Camden,. -
Building, Raleigh, NC. Please RSVP your atteridance by January 23, 2001 to -

~Julie George, Practice Consultant, (919) 7823211, ext. 276 or e-mail -
-ulie@nchoncom: - ' S | -

In order to further describe the PREP project and help you prepars for the

meeting, you will find enclosed the following documents:
1. A Summary of Objectives for the PREP program

2. A description of two "pathways" anurse may use to entér' the PREP_p‘r-ogram- B

3. Ameeting Agenda

- fyou have any questions or concerns, please do not hesitate fo contact me. 1

look forward to meeting with you on January 30.

~ e

" Sincerely,

[

" Mary P. *Polly” Johnson, RN, MSN.
- Executive Director
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o North Ca'rplinﬁBoard of Nursmg
- PREP Pilot Program
o Kick-Off Meeting Agenda
January 30 2001

o IOOOAM | Weleome hnﬂ introdiietibns' L

Ovemew of PREP Program
Slide Presentatlon

- _: llﬂﬂAM | 'Prograthompon_ems;__;.._ _—

,Pathways of Identlfieatmn
_Memorandum of Understanding -
~ Assessment

Remediation Plan -

Provider Agreement and Monitoring Reporting., o

Statistleal Reportmg

" 1200PM  QuestionsiDiscussion/Next Steps

(lunch will be provided)

- 1:00PM _Adjonrn |
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STEP 2) SEEK BUY-IN FROM HOSPITALS AND OTHER STAKEHOLDERS

Throughout the two days, there was repeated reference to the incentives for the various
parties to participate in PREP — hospitals, licensing boards, and the practitioners themselves.
In summary, the following incentives were identified:

Incentives for Hospitals and Other Health Care Institufions:

*  Hospitals could find it a helpful enhancement to the existing peer review mechanism to
partner with the licensing board —- this impresses upon practitioners the seriousness of
the need to comply with a remediation plan; hospitals can point to the board’s
involvement to persuade practitioners to excel, and to avoid becoming involved with the
board as a disciplinary case in the future.

. PREP could help overcome peer resistance to addressing problem practitioners because it
offers a non-punitive option.
. Similarly, because PREP is a non-punitive (therefore, not career-threatening) response to

cases of clinical skill or knowledge deficiencies, institutions might be more willing to
report errors and near-misses.

. PREP’s confidentiality protections should allay fears that the sanctity of peer review will
be jeopardized by the program.
. PREP should make it easier for hospitals to live up to their ethical obligation to move

proactively when questionable practitioners are identified before they cause patient harm.

COMMENT: For credentialed members of the medical staff, there are quality assurance
mechanisms the hospital is required to have in place to evaluate the performance of medical staff
members. Those quality assurance indicators are compared to an individual’s measured practice -
and they enable the hospital to flag potential problems. The PREP program offers a mechanism
for dealing with some of those cases which, under existing scenarios, would otherwise be
ignored.

For nurses, who are often hospital employees, practitioners are identified in the course of
day-to-day evaluation by supervisors, and in the regular, more formal personnel evaluation
process. This is a less formal but no less documented way of identifying potential problems. In
many areas of the country, there is a nursing provider shortage so many hospitals are attempting
to work with people who they might under other circumstances find it easier to dismigs from
employment or from the credentialed medical staff. This might be especially relevant to rural
hospitals. So, this program offers them an opportunity for something formal and concrete
(remediation and monitoring) that they can do to upgrade the skills and retain in practice
individuals who, under other circumstances, they might choose not to work with.
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Incentives for Licensing Boards and Other State Regulators:

. Collaboration with hospitals should give hoards access to more resources for practitioner
asscssment and remediation since many boards do not have this capacity on their own
staffs at the present time.

. Building a trusting relationship with hospitals should enable boards to identify and help
remediate problem practitioners before patient harm occurs.

. The trusting relationship should result in more adverse action and adverse incident reports
from hospitals related to those licensees whose deficiencies are beyond help by
remediation alone.

COMMENT: As aboard executive, it is easy to see the incentives from the board’s point of
view. Pathway two— we’ve all been struggling with how this is going to work and how it will be
a benefit, Licensing bodies get large numbers of complaints from consumers and many of those
complaints are dismissed because they don’t rise to the level that would justify discipline. But,
they are serious enough to trouble at least some of the board members. That’s the kind of a
situation where PREP could work very nicely. The board could go back to the hospital and say
we have a question about the knowledge or skills of this particular practitioner. The process is
initiated by the board which then works in tandem with the hospital to find a satisfactory
remediation plan short of discipline.

COMMENT: What PREP does is offer the board an additional option beyond a non-
disciplinary letter of concern (or its equivalent) because under PREP, the board can say, we have
identified a deficiency and here is something you can do about it. Participation is still voluntary
on the part of the practitioner, but it enables the board to help develop and monitor the
remediation plan. For cases below that threshold — where the investigation does not justify even
a letter of concern — the board still can still choose to initiate a PREP remediation plan,
enhancing its stature as a part of the quality improvement movement.

Incentives for Practitioners:

. PREP offers an apportunity for practitioners to improve their level of practice before they
become a threat to public health and safety and come before the licensing board for
disciplinary action.

. Confidentiality protections are an incentive to participate..

. Some individual practitioners may perceive that participating in PREP (which could
involve reporting a colleague or participating in a remediation plan themselves) will
result in correcting a system problem as well as enhancing individual skills.

. Completing a remediation obligation could become a continuing competence or
continuing education credit for the practitioner.
. The PREP remediation process could be written into the nursing contracts negotiated

under collective bargaining agreements.
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. Perhaps professional liability insurers would be willing to give physicians a credit on
their liability policies for successfully completing a remediation program (assuming this
could be reconciled with the confidentiality protections).

. Some boards keep letters of concern on record and when there are enough, the cumulative
effect is grounds for bringing a case on multiple acts of negligence --- Perhaps 2 PREP
pilot could be structured so that a letter of concern will not add to the cumulative total if
the practitioner accepts remediation under PREP.

. Participation in PREP is consistent with the ethical responsibilities of the health care
professions.

COMMENT: PREP pilots should try to avoid setting up the reporter and the recipient of reports
as adversaries, thereby creating legal barriers to behavior that we want to promote, To avoid this
trap, it was suggested that those who are designing the PREP pilots take into account the
perceptions of practitioners who have been reported to their licensing board or the NPDB.
Practitioners as well as hospitals should be invited to help structure the pilots and to help
develop remediation plans on a case-by-case basis.

COMMENT: Our board has a subdisciplinary course of action called a “corrective action
agreement” for incidents that do not rise to the level of disciplinary action against the license. An
offer is made to enter into an agreement to address the board’s concern in some way. The
incentives to enter the agreement are that it is not a reportable item to the National Practitioner
Data Bank and it is not a published document.

QUESTION: 1 can see that a practitioner might agree to remediation to avoid having
some worse discipline imposed. But, what happens if he or she doesn’t complete the
remediation plan to everyone’s satisfaction? Isn’t it important to have the threat of some
consequences? On the other hand, would that disciplinary element work against the
development of a culture of trust?

RESPONSE: From the practitioner’s point of view, there is an advantage to knowing exactly
what has to be done to complete a remediation plan. Many practitioners subject to discipline by a
licensing board fecl they do not know where the process is going to end. They feel unable to
control the outcome. In this way, the PREP mechanism would be preferable. Is discipline a
stick if the practitioner doesn’t successfully complete the program? By implication, it absolutely
is. But, if a practitioner is already the target of a peer review or employment review process at a
hospital, and doesn’t improve to a level the hospital thinks is safe, he or she is going to become a
part of the disciplinary process anyway, and may be dismissed or lose practice privileges,
whether or not the board is involved and whether or not the PREP program is available. What
PREP contributes is a remediation option between the two extremes of restricting or removing
privileges or doing nothing.
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There is a consequence for not participating that will play out differently in different
places and different cases. In one scenario, a hospital could tell the practitioner to participate or
be fired. Taking the impairment program analogy, a variety of pressures weigh on the
participant’s decision to enter the program even though, officially, participation is voluntary.,
The board says, if you don’t go into the impairment track, you will go into the disciplinary track.
The employer may say, either fix your problem or look for another job.

QUESTION: Would the hospital be overseeing remediation? What about situations where
the ER department is operated by a contractor rather than the hospital?

RESPONSE: In any case, no matter what the contractual business relationship between the
hospital and practitioners who deliver health care services in their establishment, the hospital has
a liability interest in making referrals of physicians to remediation. The representative of the
American Society for Healthcare Risk Management expressed the view that hospital risk
managers should welcome the PREP project as one important method of managing risk., So the
answer is YES, the hospital would always have an oversight role to play.
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STEP 3) AGREE ON CRITERIA FOR ELIGIBILITY TO PARTICIPATE IN PREP

Each state and each board will have a different way of implementing its PREP pilot
program. Boards and hospitals participating in PREP will need to develop procedures for
identifying and reporting PREP candidates. These procedures may be codified in a memorandum
of understanding between participating hospitals and licensing boards.

One of the first elements to be agreed upon is eligibility for participation. Eligibility
criteria may differ depending upon which pathway a practitioner takes to enter the PREP
program (via pathway one, in which the hospital identifies a practitioner who demonstrates skill
or knowledge deficiencies and reports this to the board, or via pathway two, in which the
licensing board identifies the practitioner and approaches the hospital to help develop and
oversee a remedial intervention).

The group discussed some sample case studies as a way of getting at eligibility questions.
However, there was a general feeling that this was putting the cart before the horse. Decisions
about any particular case will depend upon the overall standards that apply to such a program
from the hospital’s or the board’s point of view. Several board executives said that as they look
at rolling out their programs, their starting point is not going to be looking at examples to see
whether they fit, but rather to look at broader standards that might obtain. These are likely to
include such variables as the presence or absence of patient harm; or the presence or absence of a
pattern of substandard or questionable performance. Another standard might be to exclude
practitioners suspected of sexual misconduct or chemical dependency.

The Ohio Board of Nursing is developing eligibility criteria for an analogous program for
nurses with practice problems called the Practice Intervention and Improvement Program (PIPP)
and was enacted by statute in 1998. One eligibility variable is patient outcome. To be eligible,
nurses also must have completed the statutorily required continuing education. It is limited to
individuals who have a practice problem not in conjunction with a criminal or impairment
problem.

In contrast to PREP, the PIIP program is for disciplinable offenses. The board abstains
from taking discipline by allowing the nurse to enter the PIIP program. The nurse signs a
contractual agreement with the board stipulating that they have a practice deficiency and that the
deficiency is a violation of the grounds for discipline. Once they complete the required education
or remediation, the board will recognize that the practice deficiency has been cotrected. (NOTE:
The Ohio Board of Nursing is not participating in PREP, but has asked that PIPP and PREP
exchange information about their respective progress.)

QUESTION: What is the interaction between hospital identification of a candidate for
PREP and the hospital’s in-service training programs?
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RESPONSE: In-service training is used for a lot of things, including to teach new areas of skill
and responsibility. In contrast, PREP comes into play when a clear area of clinical deficiency is
discovered which does not warrant discipline. The report to the board is confidential and does
not have a disciplinary aspect.

QUESTION: One decision is whether to include cases involving harm to the patient.
Human factors research tells us that there is little difference in canse between cases in
which patients are harmed and cases in which there may have been a deficiency in the
services provided, but patients have not been harmed. Sometimes the patient lives, but the
practitioner is totally incompetent. Sometimes the patient dies, but the practitioner is not
incompetent. If this is truly a learning exercise, is there a reason to exclude one or another
kind of case when you are considering which practitioners should be eligible for
remediation?

RESPONSE: The reason for excluding cases where patient harm has occurred (and the harm is
at least in part due to the actions or inactions of a licensed physician nor nurse), is primarily
credibility. It is important that PREP not be viewed by the public as a way to “get around”
individual accountability in cases of patient harm. Credibility with the public is essential. PREP
should be limited to situations in which serious patient harm has not occurred.

PREP is aimed at a particular group of persons who are determined to have a particular
skill or knowledge deficiency that is remediable. In any given case where it is apparent that there
is no skill or knowledge deficiency, this program does not apply. For example, in situations
where there is a working conditions problem, but no skill or knowledge deficiency, that person
would be outside the scope of this program.

QUESTION: There is a tendency in the health care system to blame errors on knowledge
deficiencies. But, that is not always — or even normally - the cause. There are ways to
design systems so that normal people can function in them. We have not been very good at
that in health care — and other areas. How does one make a judgment as to whether any
particular adverse incident is traceable to a knowledge deficit or a system problem?
Nursing boards, for example, are seeing an increasing number of cases in which complaints
are filed against nurses who are working under conditions that contribute to the error.

The error may not flow from bad judgment, but from the nurse being put in an untenable
situation because, for example, of the nursing shortage or the employer’s effort to
economize. Sometimes there is a hospital culpability because of staff cutbacks or a refusal
to pay nurses adequately. In other words, it is not a remedial problem, but a staffing
problem, a working conditions problem. The board has no say about working conditions.

RESPONSE; There has to be a case by case analysis. When the analysis finds a skill or
knowledge deficiency — and it won’t be every case — that is when PREP comes into play. At
this stage, PREP will not try to do more than that. That is plenty to take on. There will be many
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cases that fall beyond the scope of PREP. The tough cases will be the ones where there is both a

skill deficiency and a system failing. Hopefully PREP can be utilized to address the skill
deficiency.

QUESTION: What about including other professions in the pilots, for example,
pharmacists?

RESPONSE: Because of limited resoutces, the original idea was to limit the pilots to physicians
and nurses and hospitals so we can get out hands around it. But, if it makes sense in any
particular state or hospital to include pharmacists or another profession, CAC would not be

opposed.

(NOTE: After the meeting, one state board drafted the following general principles for
discussion by the stakeholder groups called together to give shape to the state PREP pilot:

. Licensee must have had no prior disciplinary action from the Board of
Nursing

. No chemical dependency or sexual misconduct

. No malicious intent or deceitful behavior

. No criminal convictions within past five (5) years

. No strong relationship between incident/deficiency and serious patient
harm or death '

. No patient or family originated complaint until fully investigated by the
Board of Nursing

. Licensee must acknowledge practice deficit and demonstrate interest in
remediation

. Identified deficiency must have available resources for remediation

. Licensee must continue employment with participating hospital for
duration of remediation and monitoring

. Identified deficiency must be primarily related to the individual, and not a
systems problem.)
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STEP 4) AGREE ON PROCESS FOR PRACTITIONER ASSESSMENT

The group exchanged ideas for locating resources to assess practitioners to determine
whether they are appropriate candidates for PREP remedial interventions. There was general
agreement that it is important for the pilot states to seek the opinions of practitioners as they
develop this aspect of their PREP pilots. Particularly in the case of nurses where there are not
many formal structures for peer review, it is advisable to involve the nursing community in
developing opportunities for peers to identify the clinical areas where practitioners are not up to
par. It was suggested that selecting a widely respected individual to head the assessment process
will help establish its credibility and attract talent for the assessment and the remediation
functions. As assessment resources are identified;, CAC will update its remediation resources
page on its www. dpatientsafety. net Web site for the use of PREP pilot states.

Subsequent to the meeting, the Executive Director of the Accreditation Council for
Continuing Medical Education (ACCME) offered to assist PREP by encouraging ACCME’s
network of medical school-based CE directors to be available to PREP states as a practitioner
assessment resource. This network may serve as a remediation resource, as well.

Also in medicine, the Post Licensure Assessment System (PLAS) operates as a
partnership between National Board of Medical Examiners and the Federation of State Medical
Boards. PLAS has a relationship with and uses the assessment process of the Colorado
Physicians Evaluation Program (CPEP). One of a handful of programs that evaluate physician
competence in depth, PLAS uses standardized patients, psychometric evaluations, patient recall,
and one-on-one interviews to determine a physician’s comprehension of the medical problems
and analysis protocols. The assessment can be a 3-5 day process and costs about $5,000 per
evaluation for which there are no scholarships at this point. An extremely detailed evaluation is
reported back to the referring agency within about three weeks.

(NOTE: Full information about PLAS and CPEP is available from the Federation of
State Medical Boards [FSMB]) at www.fsmb.org

QﬂESTION: How will the assessment teams be composed? Will they consist solely of
management, or will there be nurse or physician peers? What tools and instruments and
methodology will be used to assess the skills and knowledge of the targeted practitioners?

RESPONSE: Each pilot state will arrive at its own scheme. In one scenario, assessment teams
would be made up of peers or outside experts rather than staff managers. Supervisory staff
would become involved in followup monitoring rather than in the initial assessment. If outside
assessors are used, the criteria and process for their selection will have to be seen as legitimate by
all parties. Some outside entities may perform both assessment and remediation.

In another scenario, a licensing board may choose to rely heavily on trusting the
institutions it partners with to use their own internal peer review processes to flag people for
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remediation. In that case, it would not be necessary to refer people to an external place for
asscssiment.

What each pilot should strive for is a method that has the appearance and ability to
perform an objective assessment of providers. This is essential if PREP is to change the
perception from one that assumes when the licensing board is involved, it must be a disciplinary
program, to one that assumes that the reason the board is involved is because it has an interest in
improving quality through early identification of marginal practitioners followed by c¢linical skills
- enhancement.

QUESTION: A sample hospital procedure for identifying and referring PREP candidates
was circulated by CAC for discussion at this meeting. It says that if a candidate refuses to
sign the suggested remediation and monitoring agreement, he or she will be reported to the
appropriate licensing board. If PREP is dealing with situations that do not rise to the level
of discipline, what will the board do with the information that an individual has refused to
agree to a remediation plan?

RESPONSE: The sample procedures call for three times when the licensing board would be
contacted by the hospital. The first time is upon identification of the practitioner. The second
time is at the time when the assessment and remediation plan is being developed. (NOTE: These
two notifications may in some cases be combined.) The third is at the time that the practitioner is
presented with the assessment and remediation plan and decides whether to do it. The board
already knows about the candidate and has participated to whatever extent it desires through its
MOU with the hospital in the development of the plan. The board is collecting data on behalf of
CAC and one of our data elements is whether or not the practitioner decides to participate in the
remediation plan. This data is essential in order to evaluate the PREP program at a future date.
In order to report that information to CAC, the board needs to collect it from the hospital.
(NOTE: Reports to CAC will be coded — names of individuals who participate in PREP will
not be reported to CAC.)

QUESTION: Sometimes practitioners fail to maintain a specialty certification for one
reason or another. Using the example of intensive care, if a nurse did not renew his or her
specialty certification, the hospital might either place that person in another practice
situation or remove them from employment. The board of nursing would be unlikely to
construe failure to maintain specialty certification to be an item of interest. However, it
clearly concerns the institution which wants to maintain a competency-based management
system and meet the regulatory requirements for assigning specialized practice personnel.
What will PREP consider to be a reportable item of interest on this kind of continuum?
How will PREP relate to the Joint Commission’s requirements vis a vis the institution’s
performance management system?

RESPONSE: PREP is looking for practitioners who demonstrate an area of clinical weakness.
To the extent that failing to maintain a board certification or ACLS or pediatric certification are
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not identified by the hospital as a clinical weakness, that person would not be a PREP candidate.

QUESTION: When you refer to clinical weakness, does this have a definition that
everyone around the table understands, or is this one of those situations in which “You
know it when we see it?”

RESPONSE: Each pilot project will define which people are eligible. The criteria will need to
be specific enough that the board members, participating hospitals or managed care plans, and
practitioners share a common understanding.

QUESTION: What happens to an individual who is referred to the board for assessment
and the expert team determines there isn’t any clinical weakness, but the process has begun’
and could lead to a reporting to the board. Isn’t the person labeled?

RESPONSE: If the assessment determines that no remediation is required, the board is unlikely
to do anything with that information. In programs where the hospital does an assessment to
determine whether an inidividual is eligible for PREP, there will be no report to the board when

an assessment determines that no remediation is required.

30



STEP 5) AGREE ON PROCESS FOR DEVELOPING REMEDIATION PLANS

A limited number of remediation resources already exist in both medicine and nursing.
As remediation resources are identified, CAC will update its remediation resources page on its
www. dpatientsafety.net Web site for the use of PREP pilot states.

The Colorado Physicians Evaluation Program (CPEP) which provides assessment
services for PLAS also offers treatment and remediation services in many specialties
independently of PLAS. The University of California San Diego has begun working with UC
San Diego Medical School and the Medical Board of California to try to put together an
assessment and remediation program (PACE) that specializes in the areas of prescribing practice
and medical record-keeping. PACE offered to make its services available to PREP in the
following letter (reproduced on the next page 32).

The NCSBN is presently updating its five year old publication on remediation alternatives
and is developing additional tools via a project on nursing practice breakdown. NCSBN is
contemplating an investigator summit during 2001 which may cover additional ideas for
remediation curricula. NCSBN offered its help responding to request from PREP pilot states for
assistance locating and developing remediation

The Ohio nursing board’s PIPP program has invited the three pre-licensure academic
institutions in the state and with continuing education providers to submit proposals to be
educational providers for PIPP. The board reviews course descriptions and syllabi for whatever
courses they want to offer and in that way maintains some quality control over the courses
available for remediation. Providers have to indicate whether a course can be adapied for an
individual nurse’s needs. Once a candidate nurse has been identified, the educational provider
reviews the information supplied by the board related to the individual’s practice deficiency and
develops a learning plan which, once approved by the board, becomes part of the contract or
agreement which the nurse signs. Remember, PIIP is a regulatory program. The proposed rules
and statute are on the BON web site: www.state. oh.us/nur.

As the following questions indicate, there was much discussion of the difficulty of
finding remediation resources in clinical skills areas. The suggestion was made that funding be
sought to create centers for excellence for remediation across the country. Their work would not
be punitive, but to give practitioners an opportunity to shine. “Many of the doctors and nurses
who have been to hell and back have religion,” said one participant. “They come back the best
doetors and nurses you can find. How about a demonstration project of a different type. The
funding for the centers might be routed through a clinical trials research program aimed at
developing outcome measures to determine whether a particular remedial activity works and, if
so, how and why it works. The research would yield something evidence-based at the en 7
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 November 19, 2000

" David Swankin -
. President - = -
. Citizen Advocacy Center 7
**.1400 Sixteenth Street, NW.
Suite330 oo L
Washington, D.C. 20036

" Dear Mr. Switkin: -~

In 1996 the UCSD School of Medicine instituted a highly innovative program for . -

- physician remediation. In the ensuing four years the Physician Assessment and Clinical

" Education (PACE) Prograih has grown enormously, and now provides assessment and
éducational programs for several hundred physicians annually, not only from California, -

" ‘but increasingly from other States of the Union. PACE works closely, with the Medical

' Board of California, the California Medical Association, and other groups interested in
- the issue of physician remediation and enhancement. The PACE Program offers intensive .
. remedial education in prescribing practice and medical record-keeping. We also offera -

" two-day comprehensive Physician Assessment designed to detect physical and mental = .
" health problems, as well as deficiencies in clinical knowledge or practice. The . =
 centerpiece of our program is the ability to subsequently bring physicians of every .~~~
specialty back into residency-level educational programs at our teaching hospitals and
~clinics. To my knowledge, there is no other program even close to PACE inNorth
" America. A more detailed explanation of our programs can be found at our Website, =

R 1111+ DACEPIOGram.uc

IRt

" As you work with State Medical Boardsto implement your pilot projects for developinga . -
" more collaborative relationship between hospitals and those Boards, I hope you willkeep . -7 -
PACE in mind as a resource to confidentially and effectively remediate deficienciesin _

- medical practice. . ' o o B :

Sincerely,

Professor of Clinical Faiily Medicine
Director, UCSD PACE Program
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