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Preface

Denise M. Harmening, Ph.D., MT(ASCP), CLS (NCA)
Chair and Professor
Department of Medical and Research Technology
University of Maryland School of Medicine

As Chair of the Department of Medical and Research Technology at University of Maryland’s
School of Medicine, it is a pleasure to present the Proceedings from this national, historic confer-

ence Pioneering Allied Health Clinical Education Reform.

The logo for this conference was developed by Art therapists within the Coalition for Allied
Health Leadership under a contract funded by the Bureau of Health Professions. The text added
by the Planning Committee reflected the goal for this Conference. We hoped that through
consensus gathering we could emerge with one vision, one voice, focused on the patient.

The conference was a national consensus conference, and was funded by the Division of Associ-
ated Dental and Public Health Professions, the Bureau of Health Professions of the Health
Resources and Services Administration. The purpose of this conference was to provide an
opportunity to collaborate on a strategic plan for clinical education reform, which will ensure the
availability of health care professionals qualified to meet the needs of patient populations and
health care service providers. Table 1 outlines the objectives of the conference.

Table 1: Objectives

 Define the key opportunities and challenges to preserving and enhancing clinical ed|jication
and training.

» Develop recommendations to overcome barriers and maximize opportunities for clin/cal
education reform.

» Disseminate the final blueprint to policymakers and key stakeholders.

The conference gave participants the opportunity to address and examine clinical education on a
national level. We are fortunate that the Bureau has become so proactive by funding so many
contracts which focus on these issues.



Three major issues are presented through keynote addresses: economically-driven changes
impacting clinical education and training; overcoming barriers to clinical education and training
reform; and the role of professional societies in clinical education training reform. The format of
the meeting is outlined in Table 2.

Table 2: Meeting Format

* Three Keynote Speakers: define the major issues
* Three Reaction Panels: provide analysis and recommendations
* Three Open Forums: audience-wide discussion and consensus-gathering

* Closing Panel

The three-keynote speakers defined the major issues from their perspective. Reaction panels
provided analysis and recommendations and a general reaction to these issues. A voice repres
ing HMOs in the hospital sector; someone voicing the opinion of educational institutions repre-
senting both two and four-year colleges; and finally a voice from professional societies, accredit-
ing and certifying agencies were standard presentations in the three reaction panels. In open
forums, the audience voiced their opinions and reactions based on their institutional setting and
region of the country.

The Planning Committee consisted of the following individuals who represented various constitu
encies:

* Deborah Astroth - the National Commission on Allied Health and the Implementation Task
Force

* Richard Boan - National Network of Health Career Programs in the Two-Year Community
Colleges

* Tom Elwood - Association of Schools of Allied Health

* Marilyn Harrington - Commission on Accreditation of Allied Health Education Programs

* Rumaldo Z. Juarez - Hispanics in Allied Health

* Virginia Pappas - Health Professions Network

* Peggy Valentine - National Society of Allied Health

* Donald Young - American Association of Health Care Plans

Participants at this meeting represented 32 states, the District of Columbia and Canada and mo
than 17 allied health professions, as well as physicians, educators and administrators. There w
representatives from managed care organizations and hospitals, and representatives from at le
22 professional societies and accrediting agencies.

Our hope is that this basic blueprint for allied health clinical education reform will serve as a
resource for both policy makers and stakeholders as we face the new millennium.

PREFACE
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Opening Remarks

Norman L. Clark, DDS, MPH, JD
Chief, Allied Health and Associated Professions Branch
Division of Public Health and Allied Health
Bureau of Health Professions
Health Resources and Services Administration

I would like to welcome each of you this morningSo, you see, the sparks flew because there were
You are very important to this consensus conferarying perspectives on the issue. Perhaps, the
ence. We want you to express your opinions atwlo companies should have had a national con-
help us reach some conclusions about the dirsensus conference!
tion that we should follow in the future. | would
like to also thank Dr. Denise Harmening and hétow did we get here today? Briefly, there were
staff for bringing us to this point. two national commissions on allied health that
brought us to the point (Table 1Jhe National
This is a consensus conference. That meaf§mmission on Allied Health, a congressionally-
sparks may fly. That's great! We need your ideggandated commission under Title VIl legislation,
as we look atthe difficult challenges facing allieg,zs created to provide advice to the Senate
health clinical education in the future. Committee on Labor and Human Resources, the
House of Representatives Committee on Energy
ahd Commerce, and to the Secretary of the
Department of Health and Human Services. The

computer industry has, we would all be drivin . . ;
ncus of this commission was to assess issues

$25.00 cars that get 100 m_|Ies to the gallon, relating to allied health and to the future role the
response, General Motors issued a press release

stating, “If GM had developed technology lik alliéd health professions will play inthe emerging

1 1
Microsoft®, we would all be driving cars with the ealth care delivery system for thezentury.
following characteristics:

At arecent meeting, Bill Gates reportedly state
“If GM had kept up with technology like the

The final report of the National Commission on
Allied Health was issued in 1995. The report
made twelve recommendations directing the fu-
«  Occasionally, your car would die on the tulret_of atllleddhea![t'h and fokl;r recommendﬁtlonz
freeway for no reason, and you would jUSt:j(;?alTr? ag d?t'gjr?zéorgr;\llorh' t?e rcz, ;?ietzrsi'ﬁgr?
accept this, restart, and drive on. : ! '. SEV white pap " : Y,
. “ and information gathered from many interested
* The air bag system would ask, “Are you : . .
, . parties were integrated into the twelve recom-
sure”, before going off.

endations (Table 2).
* You would press the start button to shut 01!;}1 ( )
the engine.”

* Your car would crash twice a day for no
reason whatsoever.



Table 1. Conference Background

* Product of the analysis and recommendations of two national task forces:
— National Commission on Allied Health
— National Commission on Allied Health Implementation Task Force

Table 2: National Commission on Allied Health

* Purpose was to provide advice to the :
— Senate Committee on Labor and Human Resources
— House of Representatives Committee on Energy and Commerce
— Secretary of the Department of Health and Human Services

* Focus of the National Commission on Allied Health was to assess issues relating to allied
health and the future role the allied health professions will play in the emerging health care
delivery system.

* The final report of the Commission, published in 1995, made twelve recommendationg
directing the future of allied health and four recommendations related to education,
workforce, research, and data.

Based upon the recommendations of the National Commission on Allied Health, an “Implementatio
Task Force” was subsequently established to develop strategies for implementing the recommen
tions . We have several participants in the audience who have served on the National Commissi
on Allied Health and on the Implementation Task Force.

The Implementation Task Force concentrated on three areas: education reform, outcomes resea
and collaboration (Table 3). Three contracts are to be awarded to implement the recommend
strategies. One of these contracts was designed to plan and conduct a National Conference on Al
Health Clinical Education Reform involving key stakeholders, and this is the conference. A secon
contract has been awarded to determine how the allied health professions can work together bet
and a third contract will be awarded in mid-August that focuses on outcomes research.

Table 3: Implementation Task Force

* To ensure that the recommendations of the National Commission on Allied Health were
carried out, the U.S. Department of Health and Human Services, Public Health Service,
Health Resources and Services Administration, established an Implementation Task Farce

* The Implementation Task Force was to address recommendations related to:

— education reform

— outcomes research

— collaboration
Recommendations

* Three contracts were created and funded as a result of the recommendations of the
Implementation Task Force

* One of these contracts was designed to plan and conduct a national conference on allied
health clinical education reform involving key stakeholders

197}
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The desired outcome for this conference is to establish the basis for an interface between key
stakeholders (Table 4). This is very, very important. We need to hear your voices and your opinions
because the blueprint that you will develop here will give us guidance for the future. Your
recommendations will be taken seriously and we will act upon the guidance that you provide.

Table 4: Pioneering Allied Health Clinical Education Reform:
A National Consensus Conference

* To provide key stakeholders an opportunity to collaborate on a strategic plan for clinigal
education/training to ensure the availability of health care professionals who are qualified
to meet the needs of patient populations and health care service providers

=

I wish you a very productive conference and good luck!
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Heunote Address

Economically-Driven Changes Impacting Clinical
Education/Training

George B. Rowland, M.D., M.P.H.
Rowland Associates

Thank you very much. It's a pleasure to be heveho decides on the care that's provided? The
today. physician? The patient? The insurance com-
pany? The government? How is this decision
My role is to talk about the financial realities thainked to who pays for this care? If an individual
impact us all in our daily work. And my job is tocan decide, should he or she have some responsi-
provide a context for your discussion and yotnility to pay for all or part of his decisions, or
problem solving later in the day. | have a secomstiould he be able to write checks out of other
job, and thatis to preemptively use all the materipéople’s checkbooks? And ultimately, who will
that was going to be used by subsequent speakersaccountable for cost and quality?
and to leave them without anything to talk about.
And from feedback I've gotten, | think I'm goinglt also would be helpful, I think, as we go through
to do a good job at that. the day, to be careful of words that we use. It's
very easy to say “if it wasn’t for managed care,
Because I'm very acutely aware of the controveeverything would be fine”. Butalmostno one has
sies on plagiarism, | would like to thank all thosa clear definition of what managed care is in any
living and dead for the material I'm about to uskind of real operational sense. It has come to
that they developed. symbolize the new Satan that’'s responsible for
many of our ills. But when you've seen one
As we talk through the day and we give ounanaged care company, you've seen one man-
thoughts and opinions on what's going on in treeged care company. They are all different. They
health care field, there are some serious ahdve different kinds of operational issues. They
significant underlying personal and philosophicdlave different kinds of controls. And | think it
issues that get cloaked in other terms. | just wambuld be helpful as you talk and as you think about
to highlight them because 1 think it's useful teéhese issues that you be specific as to what aspect
keep them in mind as you ask questions or as yafumanaged care or what aspect of the many cost
consider the material. One of these and perhagmmtrol strategies, are causing the particular prob-
the most significant, is whether health care islem or are contributing to the problem.
right of all individuals or whether it's a matter of
a contractual relationship between the patient aée are all here today for one simple reason, and
theinsurer. Another related fundamental beliefibat is that everybody who pays for care decided



that the cost of care was going up faster than they were willing to pay for it. This happened wit
employers who were experiencing 10 to 15 percent increases in their premiums. And it's happeni
even more significantly, although it sometimes doesn’t get as much attention, on the part of th
government.

As long as we had, for hospitals, “cost plus” reimbursement, and as long as we had for insurers, ¢
plus premium structures, there really wasn’t a lot of pressure on anybody to do anything except dow
they wanted to do, and have a good time doing it. But when the employers and the government s
the increases have to stop, the pressure started building. That was really what stimulated t
development of many of the managed care organizations that have shaped our current system

brought us to the point where we are today.

Figure 1 is taken from some of the Advisory Board material, and demonstrates the rate of increa
or the percentage increase in premium structures in the '90s. It shows the rather dramatic imp
of the efforts of the employers and the government, along with the insurance companies wh
responded to contain the rates of increase in premiums. The premiums have now begunto go up ag
but there are many reasons that this is not a real surprise.

Figure 1: Spotlight Off Pricing Nationwide
Percentage Change on Previous Year HMO Costs

1997 Projected
15.7% Premium Increases

13.5% United 5%

NYLCare 5%
AEtna 3-5%
Pacificare 3-5%
8.8% Prudential 0-5%
Humana 2-3%

6.5%
,—|3.8% 5.0%
| 3.0%

Source Health Affairs (spring 1996); Foster
o Higgins, *National Survey of Employers-Sponsored
(2.2%) Health Plans” (1990-1996); Sanford Bemstein’
visory Boa

Health Care Ad rd estimates
| (3.8%) |

|1990 1991 1992 1993 1994 1995 1996 1997(E) 1999(E) |

(E)=estimated

The diminished funding has created a situatidn this environment, the insurers are really caught
where nobody’s incentives are aligned. The pun the middle between the employers who don’t
chasers - employers and government - want tvant to pay much, and the providers and the
best care atthe lowest cost. The insurers are oftemsumers who don’t particularly care about
said to want the least care at the lowest costst, but certainly want to provide or receive lots
Actually they really want the best care at thef care.
lowest cost also, but they are at risk, so they
appear to want the least care in their attempt$o | don’t really view the insurers as bad. | will
contain costs. They are probably more closeicknowledge that some are overly greedy, that
aligned with the purchasers. The providers watttey are financially driven, and that many are only
any care at the highest cost because the costarginally competent. But | have some sympathy
the insurance plan is the revenue stream for thog their position because they are, atthe moment,
providers. Finally, the consumers want the motéte ones that are “accountable” for cost and
care and they don’t care what the cost is becaugality. Whether that should be so, | think, is a
they pay for almost none of it. matter that we can talk about as the day goes on.
Figure 2 shows the Golden Rule, and it's useful in

REYNOTE ADDRESS

13
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showing a little bit about how the money flows down. The Golden Rule, of course, is that he who has
the gold makes the rules. And the insurer at the moment is the one that collects the premium dollar
in most cases, and the insurer then distributes that money out to various providers to provide care to
the patients or customers or consumers. And in the middle box, there is a box called “Medical
Manager” which really has to do with utilization, network development, and quality. Historically,
medical management has been a function of the insurance companies. Nowadays, there is at least
more discussion and more interest in moving some or all of the medical management box down to a
more provider-located area where the actual responsibility for cost and quality ends up in the hands
of the providers, not the hands of the insurance companies. That is something | advocate with my
clients, and frequently, is what | am brought in to develop. There are some good reasons to support
that kind of movement.

Figure 2: The Golden Rule

Insurer

Medical Manager

utilization
network
quality
[ I I I
Physicians Institutions Pharmacy Ancillaries
primary Acute laboratory
specialist Extended imaging
Home based complimentary

The current reality is that within the given fixed'here has been a reduction in real costs. In the
budgets that are made available by the employ&rsurance model, this is achieved by a set of
and the government, there is significant redistroppressive cost-control strategies, which I'll out-
bution of costs, which means revenues, amohige ina moment. This causes awholesale loss of
and between various aspects of the medical pigarbfessional control on the part of physicians and
am seeing both in the literature and personallgther professionals in terms of the way their care
that for the first time, pharmacy costs on a peisdelivered.

member, per-month basis are exceeding the costs

of inpatient care. Pharmacy costs, as you prdbven with all these activities, the insurance com-
ably are aware, are the fastest growing and lepshnies have, in many cases, run out of gasinterms
controllable part of the medical care budget at tloé being able to maintain their financial perfor-
moment. And because the inpatient care hamnce. They've runthrough theirtoolbox. They
received a lot of attention in terms of concurretiiad a certain number of things they could do; they
review and reductions of inpatient stay and avoidid these pretty well; and now their margins are
ance of hospital admissions, the cost of pharnfalling, and many are having considerable diffi-
ceuticals is actually exceeding that of inpatierulty. Thisis evidenced by companies beginning
care. That is a huge redistribution of moneyo pull out of less profitable markets, raising
Similarly, you find redistribution of money amongoremiums, and initiating internal cost controls to
professionals, among various kinds of profegmprove their bottom line.

sions, and between specialists and primary care

physicians. Thatis one of the realities that occuffe oppressive cost-control strategies that | talked
when you have a fixed budget that is shrinking mbout, and you probably are more familiar with
real terms, and everybody is trying to maintaithan | on a day-to-day basis, are reductions in
their personal and professional income. reimbursement, which can take two forms. One



is changing the methodology of reimbursememivery hospital and other institution that | work
such as moving from a cost-based reimburseith is on an endless hunt to eliminate non-
ment to a case rate reimbursement such as yassential costs, and unfortunately you feel the
see with DRGsin hospitals, or more recently, withrunt of some of those. The necessity to reduce
Prospective Payment Systems (PPS) and skilleakts is exacerbated by the virtual elimination of
nursing facilities. Anotheristoreduce the amount®st shifting which allowed the “better” reim-
paid on the fee schedules used to pay for profésrsement from some payers (Medicare and
sional, procedural, or facility services. Anotheinsurance) to subsidize less profitable services or
change in method is the move from fee for servipayers.
to capitation payment. This has been seen in the
payment for outpatient laboratory work. There was a recent article in tBeston Globe
from an academic center in which a physician
Interms of fee changes, you find these in legisliistened each year to the same speech from admin-
tive or regulatory modifications which reducestration asto how bad the reimbursement picture
DRG payments, or in a move to an RBRV®as, and every year nobody paid much attention
system for physicians (or fee schedule for ancib itand they went about their business. Somehow
laries) often with subsequent application of witheverything worked out. The message from this
holds which are not returned. article was that for the first time, he saw that the
administration was not “crying wolf” and that the
You also see the control strategies in reductiontimngs had gotten to the point where serious
benefits. This can occur through formulary fanegative impacts were going to occur in the
pharmacy, constricted coverage of investigacademic teaching programs of the hospital.
tional treatments, and the application of “medical
necessity" criteria for payment. Equally oftenit the same time, the next day, on the news in
the issue is not a reduction in benefits as muchrasction to President Clinton’s pharmacy propos-
it is a reluctance to expand benefits. In the laals, you saw the spokesman for the pharmaceuti-
year or so, we've had the introduction of lymeal industry whining and moaning about how any
vaccine and Viagra - both costly but important tkind of cost controls on pharmaceuticals would
the patients who need them. The introduction damage their research and development efforts
cholesterol lowering drugs, the “statins,” havand impair the quality of pharmaceuticals avail-
constituted a needed additional benefit whidible to the United States and its citizens over the
really should be used far more extensively tharext 20 years. The lasttime | looked, the pharma-
they are. All of these have significant cost imzeutical stocks were doing just fine.
pacts on any kind of insurance product, and the
reluctance of insurance companies to cover thémall of this attention to costs, there is some effort
is just an indication again of their position in th&o search for quality. Some of the activities have
middle between the purchasers and the providecshtinued validity but others seem increasingly
consumers of service. irrelevant for improving quality. Accreditation of
medical personnelis, | think, historically one of the
The impacts of reduced revenues on the operatajor efforts to ensure quality. This is repre-
ing units that have to live within their budgets argented by licensing professional personnel. I'm
typically higher productivity requirements. Weconvinced that at least for physicians, the state
see primary care physicians and other professionedical licensing activity is a waste of time and
als under the gun to see more patients per day tledfort. |1 don’t know about your profession, but it
they used to. This makes it more difficult to findloesn’'t appear to significantly contribute to qual-
the time among the practicing professionals tty. And, in fact, it's often suggested that they
undertake teaching or research activities. Thin'teven police their own licensing activities in
has had a direct impact on your programs. Theparticularly effective way.
need to see more patients also results in an
increased competition among professionals biastitutional accreditation, JCHO or NCQA, is
cause the supply/demand relationship for tteaother effort that certainly has been long-stand-
particular profession has changed due to highag. More recently, | think, recognizing the
productivity per professional. limitations of those kinds of accreditation activi-
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ties, the development of report cards has been more prevalent. HEDIS measures when done in
conjunction with NCQA have really made a significantimpact in focusing on some population-based
health measures that really put the insurance companies on notice, and make them work on some
things that they might not otherwise work on.

Report cards for hospitals are being talked about. They are still pretty crude, limited to some acuity
adjusted mortality statistics. We are beginning to see on the Internet physician report cards from some
ofthe more progressive insurance companies who provide networks. When well done, thisis certainly
a useful way to present consumers with performance information and to monitor the quality of
individual providers and provider units.

Finally and unfortunately, much of the “quality” is still driven by lawsuits and legislation, which is
probably not the optimum way to handle complex problems in the delivery of medical services.
I think the sad news is that quality doesn’t play a very big partin the health care choices made by those

Figure 3: Information Employers Used on Selecting Health Plans; 1996 and 1997

Otherreport cards

Condition-specific outcomes

Plan-sponsored practice protocols

HEDIS

Access

Utilization data

Type of
information

Employer satisfaction

Member services (to employees)

Cost

0 20 40 60 80 100

Source: Watson Wyatt Worldwide Percenta ge of Respond ents

who are purchasing health care. Costis still by fesrprice or cost. Now, price is different than cost,
the most important factor that most employees you allknow. The costto a hospital may or may
use in selecting insurance plans. not bear much relationship to the price they

charge for the particular service. The second is
In the last several years, | think there has beeservice. Customer service is properly receiving
lot more consideration of the word “value” whichmore attention by a public that demands greater
is a concept which includes both cost and qualityonsideration of their time and their opinions. |
Itis a concept | find useful in my own work everknow that if a retail establishment, Sears or my
though it is often hard to quantify. Itis helpful tdocal grocery store, had the same customer ser-
force the discussion that balances cost and qualitge as our local emergency department or most
and marginal value added because that s likelyabthe physician offices that | am familiar with,
be more important ultimately in health care decihey would go out of business in a minute and a
sions. half. Competency is a concept that we’'ll talk

about throughout the day. | think that the public
There are four components that | see as relevawpects a certain level of competence. They
for value in health care activities. (Table 1) One



don’t want to wonder whether a particular physbf the things that you need to do individually and
cian or particular institution is delivering compeas a group is to decide where you are on the food
tent care; the institution will need to make it ashain; and if you are on the bottom, you probably

predictable as a McDonald’s Big Mac®. really need to do something to get moved towards
the top.
Table 1: Components of Value in
Health Care I'd like to suggest three areas where there are
opportunities to improve your position. One area
« Cost is the issue of practice and status (Table 2). The

second areawhich you mightwantto look atis the
whole issue of reimbursement (Table 3). Andthe
third issue is training and education (Table 4).

Customer Service
Competency
Outcomes Data

I'm not an academician. | satonthe receiving end
And finally, and most difficult, is the search foof academia for 20 or so years, but that was quite
and publication of outcomes data. This requireswhile ago. | don't interface a lot with the
physicians, hospitals, and institutions to go beyoagademic community in my current work. I'm
good food or timely service, to the evaluation ahuch more involved in the day-to-day practical
the proportion of patients that recover functioissues of hospitals and physicians. Neither do |
and improved life. This requires longitudinalvork extensively with allied health professionals.
follow up and evaluation of clinical and functionaMost of my contacts are with managed care
outcomes. This is an emerging field but one thedmpanies, hospital administrators, or hospital
is going to be critical, especially as you look fandministrative staff, and physicians. So | may not
relevance and value in the medical sector.  be totally up to date on some ofthe issues thatyou
face, but nonetheless, I'll charge ahead.
Future realities will be more of the same. We're
going to be faced with continued financial cor Taple 2: Practice and Status
straints. The employers are notgoingto getmq e
generous. Medicare plans to reduce its expen
tures further. And, in fact, we're going to have t
find additional money to take care of the 43 millio
people that are uninsured. In addition, the bally _Track, trend, report outcomes
bootrlners are movnllg n;tc;ttfr]]e ;)Id_ﬁr and rrrl]edlct:]all "« Get outside the silo
Pt somelon 1P ~Engage i colaborate eons
—Expand definition of clients
already do.

==

i3 Be part of value improvement effort
—Reduce waste
—Reduce demand

There’s going to be increased provider compeiihe whole issue with practice and status is to
tion for the small financial pie. There’s going t&know where to move. Along with everybody
be increasing consumer demands for both serviedse, | was watching the American women’s
and for specific services. The populationis goirgpccer team, and | was reminded of a speech that
to continue to age, and as they age, they requiden Burwick from the Institute of Health Care
greater amount of medical care. | think we’'ll selenprovement gave a couple of years ago at his
a diminished role of the gatekeeper in terms ofanual conference. The title of his speech was
primary-care gatekeeper. And we’ll see a cofRun to Space.” The theme was coaching his
tinued growth of outpatient and home-care altedaughter’'s soccer team where he tried a variety
natives to inpatient services. of motivating efforts to try and get this team to
win, which they never did. He tried to yell at them
To some extent, the consolidation that's occufer not scoring goals, he tried to give them
ring in the HMO industry or the hospital industrchocolate bars when they got a goal, and he tried
represents the kind of competition for markeb excite the whole team by having parties if they
strengths, negotiating power, and available fundsn the game. All the usual motivating methods
that will be continuing over the next years. Ondidn’t work because they did not have the basic
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competencies to win. They always ran to the baln organize all the services that make up a
rather than to the place the ball was going - hengarticular service line and can be accountable for
the title “Run to Space”. You need to run whereost and quality, the more value they willadd and
nobody is because that’s where the ball is protire more successful they will be at delivering the
ably going to go when it emerges from this litti@roduct at an acceptable price.
pack of kids. The two lessons from this talk were
that motivation without basic competency is in©nce the service is set, a broadened client base
sufficient and that you need to anticipate wheweill help shield you and your profession from a
health care is moving in order to be there at tlgatastrophic event such as the PPS reimburse-
right time. ment system for skilled nursing facilities. The

potential for new clients may be quite significant.
While | can’t tell you exactly where that is, | cant notice around our area, many of the physical
suggest a couple of things that will be relativelgherapists are now getting into personal training
enduring in terms of adding value. One is to kaetivities which gives them a different kind of
part of the value improvement effort, both in youstpproach. Certainly, the amount of interest in
individual institutions and probably more impormoney spent on alternative or complementary
tantly at a national level through your associatiomsodes of therapy is growing significantly. And
and through your professional organizations. Artlere are opportunities to rethink who your cus-
the value improvement effort that | would have itomers and clients are probably in every field.
mind is made up of three sets of actions.

Matching capacity and demand is an important
Oneistoreduce waste. Itisremarkable to me h@sgue driving reimbursement. If | recollect back,
much we do that is making up for something el$avas talking to a group of cardiologists, and we
thatwasn’tdone right. It could be the staff on theere talking about frequency of certain kinds of
hospital floor that is looking for the lab resultsliagnostic tests, and we were talking about some
that didn’'t somehow get up to the floor in time foissues having to do with the relationship between
the physician to pick itup inthe morning. Itcoulgrimary care physicians and cardiologists. The
be somebody waiting in line for a thallium streswillingness of the cardiologists to examine their
test, and staying in the hospital two extra daysvn practices and utilization and the willingness
because the technician doesn’'t come in on ttedevelop guidelines that help distribute their care
weekend, or because it was booked that ddyetween primary care physicians and cardiolo-
Waste in all its forms needs to be discovered agi$ts is largely dependent on how many cardiolo-
fixed. gists there are in town and how hungry they are.

If you have an excess capacity in any particular
Second is to reduce demand. This can be d@pecialty, it really does distort and make difficult
through patient empowerment, communicatiospme of the work that has to get done in trying to
and care-management techniques. rationalize the amount of care provided.

Thirdisto focus on outcome and to systematica
track and trend outcome data for the particul
activity that is important for the success of youf
unit or your profession or your organization.

E;Table 3: Reimbursement

* Match capacity to demand
* Assume risk

| think it's extremely important to get outside th —Episode

silos that often characterize the health care or¢p- —Serviceline

nization. | remember when | was in the Indig ) * Redesign service delivery
Health Service a long time ago, we had oje —Care managementtechniques
person in our little clinic that did all the lab work;
did all the x-rays, did much of the translation, an@ne of the most important things you can dois to
generally kept things moving. She was accourbok at assuming some risk, meaning financial
able for cost and quality for a wide array ofisk, and accountability for costs and quality risks
services that were important to the clinic operder parts of what you do. When | was with the
tion. In alarger context, the more a single grolgpMO, we did capitate physical therapy. We paid




a fixed amount per member per month to iavestments in your students and in your pro-
physical therapy group who was fairly entrepregrams. Clearly what ittakes is collaboration with
neurial and fairly aggressive. There were a lot tifcal employers and providers. | don’t see any
lessons to be learned from that. One was wy around that. We're certainly working locally
probably didn’t pay them enough, but that waswith our community college on several programs
lesson we learned a little bit later. The mo#t an early stage that | think are going to be very
profound lesson to me was that all of a sudden, theitful, and | think we’re going to succeed in
physical therapists took back control over thiinding some value-added services that are ben-
entire process of deciding the type, frequency, aaficial to both parties.
method of treatment. Now, most of the orthopedic
surgeons and some of the other physicians ham the HMOs’ standpoint, it is difficult to find
trouble with this. They were used to ordering value to be added to managed-care companies
exactly what they thought they wanted to ordethrough collaboration in clinical training. They
And we said no; you can’t do that anymore. Atlon’t typically employ professional staff so the
you do is make the referral for physical therappenefit would be through research and outcome
Physical therapists will decide what the treatmenteasurement. The partners are likely to remain
plan should be and they decide the frequency athé provider communities from the hospitals, the
the kinds of modalities they'll use in performingphysicians, and the local health care institutions.
theirwork. That one little example, | think, show¥alue added services can include outcomes and
how you can return professional autonomy argliidelines research, process improvement, qual-
control backto a professional group by that grouty improvement, and organization redesign. You,
assuming responsibility for costs and quality. as academic institutions, certainly have some-
thing to contribute to the effort to rationalize the
The other thing you can do is look at service limguantity and type of care with the outcome of
responsibility, which is really across the conczare.
tinuum. Treatment is often fragmented among
the rehabilitation therapies since patients' staysu also have an opportunity to assistinstitutions
are limited in the hospitals and care must be givarrecruitment, retention, placement, and continu-
in various settings; e.g. hospitals, nursing or suing education for your students who are going to
acute facilities and in the home. It doesn’t malee in the workplace.
a lot of sense to somebody who is looking at the
most efficient way to provide care to the patienkigure 4 demonstrates the impact of a group of
I think there’s lots of room for different collabo-physicians - in this case cardiologists - who
rative efforts both across therapies and acrdsscome accountable for cost and quality. This
the continuum to assume responsibility for cogdramatic decrease in rates of cardiac catheter-
and quality. ization before and after they were receiving fixed
amounts for services is depicted in this figure.
And lastly, I think you can participate in redesighVhile the question of whether they were doing
of service delivery through disease-managemdnb many when they were doing 277 per hundred
and care-management techniques and case-nthousand, or whether they were doing too few
agement. Thisis a huge field. There’s no reasahen they were doing 88 per hundred thousand
that a nutritionist or a dietician can’t be the cagemains, there was no indication of adverse
manager for a group of diabetics. There’s rmutcomes in the report.
reason that a respiratory therapist can't be case
managers for asthmatics or people with chroniityou subscribe to the Dartmouth Atlas and are
obstructive pulmonary disease. So | think therefamiliar with Wennberg’s work on small area
a whole field of case management out there thadriation, this is a dramatic example, but still not
is waiting to be tapped. an uncommon example, of rather remarkable
differences in rates of consumption to medical
Interms of clinical training, you need to identifyesources in different geographic areas. A lot of
what value can you add to the institutions arttle work suggests that these are really patterns
organizations with which you partner in clinicathat grow up on a very local basis, based on where
training. You need to entice them to maktey were trained, local peer practices, and per-
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haps supply and demand. There is nothing more dangerous than a hungry surgeon. Perhaps a hungry
lawyer would be more dangerous, but certainly they are right up there together. And a hungry
cardiologist behaves roughly the same way.

Figure 4: Low Utilization in Broad Panel
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Source: Adesso Specialty Services Organization, Inc.;
Medical Leadership Council interviews.
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Finally, I do think that collaborative learning is extremely important. The workplace is increasingly
collaborative these days, and unless professionals know how to collaborate and cross lines, cross
disciplines, using some of the process improvement or quality improvement techniques, they’re not
going to be trained for the new work environment. Technical competence is necessary but not
sufficient to be successful in the changing work environment of today’s health care institutions.

Collaboration with related professions is particu-
Table 4: Education larly important. | remember spending hours on a
coverage problem that should never have oc-
* Competency based education curred. For some reason, the plan that | worked
— Technical with in New York did not cover occupational
— Collaborative learning therapy; in our particular community, all the hand
+ Collaboration with related professions || rehabilitation was done by occupational thera-
— Complimentary providers pists rather than physical therapists. We went
« Economics and career alternatives round and round for hours and days and months
— PT as personal trainers as to how we were going to cover occupational
— Dietitian/nutrition as diabetic educatofs therapy for hands, which was clearly medically
appropriate and necessary without covering oc-

cupational therapy for all the other things that the plan did not wish to include. This problem could
have been avoided if the therapists had gotten together and said, "hey, look, we’ll do your rehab and
be accountable for cost and quality." That becomes an attractive package both for the insurance
companies and for the profession which recovers the professional autonomy that is appropriate.

Itisimportant that every student understand the practice contextinto which they’re going, both interms
ofthe economic realities, and the opportunities to expand their career alternatives, find new customers,
and grow themselves and their profession.
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As Dr. Rowland said, today’s health care envFirst is the improved clinician recruitment and
ronment is frequently seen as negatively impacetention. The clinical facility has an opportunity
ing on training and education of not only alliedo recruit some of the trainees that it has educated
health professionals but also all health professicsmid also recruit and retain faculty and staff.
als (Table 1). There isanemphasis on eliminatifitnere are clinicians who really enjoy teaching,
non-essential costs, and sadly enough, reseaach good teachers, and like being in clinical set-
and education are sometimes seen in the shimgs that provide education. They also like the
term as non-essential costs. One of the majecognition of faculty appointments. From the
outcomes is reduced availability for clinical rotaeducation standpoint and from the clinical facility
tions. However, | believe we can look at thstandpoint, itisimportantto recognize the clinical
current situation as a glass half full or a glass ha&élucators for their essential roles. There are
empty. There are always costs to everythinmany ways to recognize them in addition to
including clinical education, but there are alsfaculty appointments. Recognition means alotto
benefits. Sadly enough, there are not many,imfdividuals and they frequently don’'t get what
any, good objective studies of the costs and ttieey should.

benefits. We have lots of ways to identify costs

but not so many in terms of benefits. | would likgVe also need to look at the impact of clinical
to identify what VA perceives as some of theducation on the quality of patient care. It could
major benefits of continuing an active role ithave some negative impact; for example, the

health professions education (Table 2). patient has to repeat a lot of information to
different kinds of trainees. However, in today’s
Table 1:  Current Environment world with fewer and fewer health care providers,
Negatively Impacts Clinical students can add a lot in terms of providing direct
Education care to patients. They can't be expected to
* Emphasis on eliminating non-essential || assume direct responsibility for patient care but
activities they certainly can help out.
* Education is perceived as a cost - it uses
resoggc?: Another benefit of educating traineesis that those
_ gupglies trainees that are hired after graduation in the
_ facilities institution where they trained will need less orien-
tation, and this would be a major cost saving for
the clinical facility.
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Table 2: Benefits

* Recruitment of former students who will require less orientation than other new employegs
* Recruitment and retention of clinical staff who enjoy teaching
* Rewards for involved clinical staff
* Improved quality of patient care due to
— scholarly atmosphere
— additional people to assist with patient care
* Education of future health providers is a public good and clinical facilities should be
responsible.
— Those that benefit by having trained workers should participate in their education.

In addition, the clinical facility, whether it's a hospital, an outpatient clinic, or any other setting, has
an obligation to contribute to the education of future health providers in our country. The clinical
facility shouldn’t expect students to be trained if it won't participate. Students can learn only so much
in a classroom or simulated setting. Itis very important for the clinical facility to provide a setting
where the students are presented with clinical realities. Clinical facilities also need to work with the
professions to identify the manpower needs for the future. This is more difficult to do than one might
imagine. In 1997, Department of Veterans Affairs convened a group of health professions leaders
and tried to identify what VA's role would be in the future of health profession's education. We
surveyed 50 professional organizations, accrediting organizations as well as professional associations,
trying to determine future directions. It was amazing that very little data was available on what the
individual professions thought they needed to do to prepare for the future health care needs. As a
delivery system heavily involved in clinical education, VA finds it difficult to have a collaborative role
with the professions when they themselves don’t know where they are going.

| believe that the health care system, both the clinical and educational components, needs to thoroughly
evaluate the cost and the benefits of providing clinical training for our future health care workforce.
We need to determine ways to decrease the cost and increase the benefits as well as emphasize the
benefits. Education for the future is a necessity for having an adequate supply of properly trained
clinicians to meet future health care needs. Education is also a public good that should require
contributions from a broad spectrum of our society that benefits from the educational outcomes. This
means all health care delivery systems should be involved in education for the future.
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Good morning. These are my opinions on the economic impact on colleges and universities. | wanty:
to close your eyes for a minute. Don't fall asleep, just close your eyes for a minute and think what wi
health care look like in 2010? And then think what allied health will look like? If your mind is totally blank,

you’ve got to start thinking about it. Because if you think about it, education is supposed to be ahe

of practice, and if we particularly, as the educators, close our eyes and don’t even see a fuzzy vision
the future, then we really are in trouble. | think about it and | say practice is going to be forecasting a

preventing disease and doing less treatment. The questionthenis, whatdo |l do in allied health educa
to work there?

We're going to change because the type of care we give is going to change as well. As Dr. Rowlal
has discussed, we have higher clinical productivity issues out there and we have different sites of ¢
(Table 1).

Table 1. Higher Clinical Productivity and Different Sites for Care

Higher Clinical Productivity Different Sites for Care

* reduces availability of sites * clients expectations different
* reduces time to educate students * space issues

* reduces time on formal evaluations * more contracts

* more training

Clinical sites have done a fabulous job educating our students. Since allied health is very different fro
medicine and nursing, it is the clinical sites that tend to absorb the cost of our students. And we've s

themin astotally green individuals and said "now, you’re going to make good allied health practitioners'
and they have done it, with willingness and their own time. Allied health individuals are fabulous in
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promoting education. But now the question isontracts in more detail and negotiating more
who is going to pay for this education? Is it thevith us in what's going to be in there.
practitioners that are going to have to do it on their

own time, or are the sites going to be willing t&nd finally, we have more training, because the
pay? more clinical preceptors you have out there, the

more you have to train them if you're ever going

Right now we have a situation, which everyone i@ have a quality product. So we have all sorts of
this room knows, where we have reduced avaifisues affecting us in the college and university
ability of sites because many sites are sayirgttings in allied health.

“Sorry, I'm not in the business of education, : :
. : o I always believe there are lots of solutions out
figure out a different way of doing it.” We hav . . ) .
. here for us (Table 2). Oneis, | think we’re going
reduced time to educate students because of th . . .
: o ST to have to change how we view clinical education
higher productivity so that we have individuals . ,
) e oo o thatit becomes more capstone more than basic
saying, "I'd love to sit with the student an : ! .
> X ducation. I'm a skier, so | always talk about
describe how to do this from scratch, but | can : .
: , . ,__green students and black diamond trails. Well, |
do it, | don’t have the time. You know, I'm

) think we’re going to send blue students out that
spending an extra hour or two a day because a

the students already. | can’t spend three or fouW‘l | do blue trails, and that clinical sites will never

r . : .
And they have reduced time for formal evalua(ljl0 that green type educ:':ltlon again. Project
. . , . . . _ahead a decade and they’re not going to do the
tions which we've as well given to the clinica

sites to do. We ask the sites to evaluate ouérlse' They may do the black diamond, but

students and tell us if they’re competent, and th fobably they'll do the blue slope education.

. . : ow, does everyone know that skiing has green,
program directors sign off on their competen : .
- . ue, and black slopes? Black is tough, blue is
based on what the clinical sites say.

semi-tough, and greenis easy; most of us could do

We have an added problem of different sites f rreentralls evenifwe're totally non-coordlngtgd.
: ) . e cannot send green students to do clinical
different care. Because we’re moving out 0O

S ) . education where the clinical setting is only doing
institutional care, clients have different expectc”tt)-Iue and black diamond care and education. It is
tions. For example, patients residing in V.A; '

nursing homes are willing to participate in Iength9Ot safe.

interviews; whereas no outpatient ambulato
care patient wants to spend an hour and a
with the new allied health practitioner who i
learning to interview. The change in where wp
give care is changing how we do clinical educ
tion.

:ﬁ'able 2: Some Solutions

e clinical education more capstone than
basic education

* more student self evaluation signed by
preceptor

We have space issues in the new environmer[. more simulated learning

Hospitals have a lot of space. They may not s|}y more clinical competency testing at
they have a lot of space, but there’s generally academic site

space for training, there is space for studen|s
there are tables and chairs they can set up. When
you go into the community setting, there isn’t th¥€xt, the students are going to have to do more
extra space to put the student to give them th&flf-evaluation, and then preceptors are going to
space towork. Most people aren’t designing thdlve to concur, so students are going to have to
community centers to have a lot of space {garn constructive feedback, which means we
educate all of the allied health students. We’R&Ve to give them the skills to assess themselves

lucky if they're training some of the medicafnd then letthe sites sign off and say, yes, | agree
students in their environments. with this assessment. We’re definitely going to

have to do more simulated learning. You realize
We also have more contracts so that all of us hatat pilots fly their first plane in the real air with
extra work because now, rather than having ogieu on board. That scared me. But that means
or two key sites that we’re dealing with, we havihat we really could simulate learning much,
25 or 30 sites, and everyone is reading thoseich better before the first time we interact with




patients. And the academic sites are going
have to figure out how they test clinical comp
tency, so itis not just the clinical site doing tha|| ¢ creating more independent learners

_ * designing shared simulations across disg
Now, we have a big challenge from the colleg¢ s plines and schools

and universities base, and I'm actually going {p, using computer technology and testing f
add a second challenge here. The firstis that|ye _, .
- . skill development

have to reduce clinical costs, i.e. do more for ti e, create value added proiects
clinical sites, withoutincreasing higher educatigp _ P J_ 1l
costs. That's really a challenge. Every sing L make evalpaﬂon of services part of clinjr
academic institution could do a large part of tHe_C2! education
educationthemselves very, very well. That'swh
they're there. But now they have to do it withou I ing t lied health is t
increasing their costs substantially, or we havesg'es’ people are goyltngﬁo S;Yta f d ?ha ¢ 'S 100
whole different charge systemwhereindividua@pens've’ we cant afford it. An at may

pay more for allied health education. | meaﬁ?l.egate ma}[ny OfNUS tto Just Zc?dlemll(c ?ealth
most of us charge the same tuitions for gene%IenCe centers. Next we need to look at com-

education courses, and maybe that needs topﬁl%sr technologies; how do we use computers

different. Maybe there needs to be differentco ét students, and how do we do testing? You

%1 heard the B tati k
or maybe the Bureau needs to invest more mon W, you heard the bureau representative as
at do we do in under-served areas. There is

in training students that are going into allie ibility that d hof the ed
health to offset some of the costs because thd3g POSSIPIlity thatwe can go much otthe educa-
demands are out there. tion where people do their learning in their own

environment through technology, and perform

Our second challenge is to figure out how we meg@mpetency testing when they're finished. So
market demands and don’t over-produce alliddis really capstone education on site and then you
health individuals. Now, we've seen medicing€t people going back out to their communities.
over-produce doctors. Itwould be very good if wéhere are lots of solutions there if we're willing to
could figure out how we have supply and demars@y you don’'t have to sit in the class for eight
balance, but again, you better have a vision @urs a day, four days a week for your first six
what's going to happen to the profession SO thlalonths, and then you have to go into clinical four
you can in fact make decisions on which ones aflays a week.

oing to grow and which ones are going to shrink. - .
goingtog going Eor the clinical sites, we’ve got to create value-

| have a few solutions for that as well (Table 3fdded projects and we have to continue to pro-
One is we need to create more independéﬁpte students as wonderful for the clinical envi-
learners, and that's the higher ed challenge é@nment. We send in strong students to the
erywhere atthe moment, notjust for allied healtBnvironment, they add value and that helps with
Students' progress shouldn’t be measured on &gfuitment. It helps with keeping staff up to date.
time. Students' should be participating in the¥/e can make evaluation of services part of all of
own |earning’ and there are many students tHadtr students' clinical education. We give back to
are very resistant to this. So it's a major obstadfee clinical sites and when the students graduate
for us, that students like sitting there and absorg? they can in fact know how to reduce costs and
ing information rather than getting into a debafeow they reduce wastes, and measure their
and participating in their own education. outcomes.

_OTabIe 3: Some Solutions

)
=

fyou’re sitting in liberal arts colleges and univer-

Next, we need to figure out how we sharg0 with that, I'll give my three summary points.
simulations, so that it's cross-disciplinary andhose three points would be 1) to envision the
we're all |earning together_ We must do thig]ture and find solutions; 2) to think about how
across schools because creating good simulatiofé! use technology to teach teams in a variety of
requires a lot of additional staff who know instisettings; and 3) to design clinical activities that the
tutional design and techno|ogy_ And if we try t@ites will value, the students will value, and that
doitby ourselves, the quality isn’t going to be thatill promote quality education.

good; we're not going to be able to afford it; and
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Good morning, everyone. It's my pleasure to Here itis difficult to hold them accountable to any
here. Like my colleagues on the panel, | will bgtandard when they’re giving freely of their own
representing primarily my own views as a mentime.

ber of a relatively small accrediting body for a ] ) ) ) )
relatively small profession. | suspect that you wifl'S YOU might imagine, in such an environment,

hear some common themes in my remarks tH3gré’s quite a spread between those who see
are similar to what you've heard others reporﬁhemselves primarily as technicians providing a
service to their communities, and those who see

| do want to begin, however, by pointing out thahemselves as professionals providing services to
the profession, which the organization with whicthe public. In addition, emergency medical tech-

| work accredits, is a little atypical of the profesnology is a very new profession and in a tremen-
sions that are assembled in this room in that itdeus state of flux. It is a moving target imbarof

not really a health profession per se. It sits at thinning appropriately for the future. Most of the
junction of public health and public safety and hasstructors are also volunteers, not professional
elements of both in the training. It has a somewheducators. Maintaining quality education in such
different view on our keynote speaker’s initiahn environment is a real challenge.

guestion: “Is health care a right or a contract?” »
With respect to emergency medical services, ti@lary and mobility, and to a lesser extent, profes-

public has largely determined that it is a righBional status, are the major issues for the EMT
They can and should be made available for tR@ramedics themselves.EMTs make about
public atlarge. Of course, that does not necessat2,000 10 $20,000 (if thegre paid). Paramedics

ily translate into the appropriate level of suppoff@y Make $10,000 to $15,000 or more. So for
for that public good. many EMTSs, climbing the career ladder to Para-

medic is a very large economic incentive. Yet,
There are also some very unique aspects to entbere’slittle incentive for the volunteer EMT to
gency medical technology as a profession. Itismgke that jump, as you might imagine, even
the intersection of public health and public safetthough many treatments that are required for
Its history - grows largely out of community-nodern emergency medical technology do re-
based, volunteer rescue squads. This has gaire the provision of the advance life support
sulted in large numbers of EMTs, and lessskills traditionally within the paramedic's domain.
numbers of paramedics being volunteers. There-



As aresult, because we have so many volunteawbjch is seeking to reorganize and restructure the
particularly at the EMT level, the wish for aceducational standards are designed and derive
creditation services is not always as strong agiovide uniformity. And, of course, we continueto h
might be. Since accreditation services are reatlye problem of finding appropriate medical cont
the only significant guarantor of quality, given thgbhysicians to sign off on the competency of gradua
the instructor pool is not terribly well developedAs revenue decreases on the clinical side of the pr
we’re in a bit of a bind. What are the main issues$on, fire based services have more time on their h
for the employers? Cost and flexibility, and to because they’ve been so effective at preventing fi
lesser extent, the technical level of skills thathis has caused a shift of para-medicine from the pu
they're able to provide. HCFA is now paying lessealth model to the public safety model, to traini
and less for ambulance services. No surprise.driented rather than education oriented. This is real
addition, the ambulance world has been takeery difficult problem, which has yet to be solved.
over by conglomerates in a way that the health
care industry has not. Yes, there are some lakynat is the reality? We are switching to termi
health-care giants out there, but we're now faperformance objectives and competency-based
ing a situation where the ambulance world iomes similar to other professions. How many rep
basically owned by three or four multi-nationabf a skill is enough to be competent? There is no
conglomerates, plus a smattering of small voluim para-medicine. At the present time, only seven st
teerfire departments and rescue squads all aroumaindate accreditation and only about 20 percent o
the nation. Neither the volunteer squads, whigtograms are currently accredited nationally. Yet,
have no money, nor the big conglomerates, whi&iMS education agenda for the future is calling for,
want to make money, want to pay for accreditéhe year 2010, universal national accreditation, not
tion services. So that impacts upon the desireaifthe paramedic level but also the remaining pro
the professional to seek this additional statusions as well.
Employers are hardly ready to pay the additional
price for certification of paramedics for workThe cost of accreditation is relatively inexpensive. |
that, in some minds, mightjust as well be provideabout $40 per student, less than about one percent
by technicians at a far lesser cost rather than tojtion costs for the average paramedic program.
para-professionals. there is value, the value of accreditation is prob
pretty high because itrepresents arelatively small p
Sowhatare our challenges? In terms of the actoéthe overall cost. Yet we don't have the data to pr
programmatic end of things, there are limitatiorthat.
in terms of the clinical sites that paramedics have
access to, particularly with respect to intubatiofihere is finally a consensus building toward the nee
training and delivery room training. These araccreditation nationally, but that is going to requ
historic stumbling blocks in this type of educatiorsome work before it comes to fruition.
and the problems are only getting worse. In
addition, there’s a tremendous reconsiderationlofsummation:
what is a paramedic. There’s a study ongoing at « We have a new growing professionin a const

the Ontario Pre-Hospital Advance Life Support state of flux, which presents a moving targe
Study, which is looking at every aspect of para- terms of future planning.
medicine and examining whether this profession «  Quality education needs quality educators,
provides true additional value in terms of patient we have yet to develop an appropriate instr
outcome. tor pool that will meet that need.

e Accreditation standards access to educa-
With respect to accreditation, where’s the proof tional opportunities will decrease because th
thatwe needit? We may not, butno oneis willing are a number of schools out there that don’

to take the chance because there’s no instructor have the funds to improve the standards.
pool out there of any quality to ensure the educa-

tional standards of accreditation are being Metrhese are tall orders for the next decade, and | ho
learn from you and to take some information

We also have an EMS education agenda for @jidance back to my group. Thank you very much
future that the Federal Governmentis sponsoring,
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Lawrence Abrams, Ed.D.
Dean, College of Health Professions
Thomas Jefferson University

Let me begin with a quote from Sir William Oslereducation work, there is no reason why we
“To study the phenomena of disease withoaainnot make it work. Changing the words and
books is to sail an uncharted sea, while to stutlking about similar issues that we have been
books without patients is not to go to sea at altélking about for the last 20 years, as we did this
morning, will not accomplish what is needed to
We could probably stop there and just talk abodeal effectively with clinical education. We need
the patient because that is essentially why we dodake what we know has to be done, in coopera-
all here today. Our clinical education responsiion with all the interested parties, and change that
bilities are what they are because we are tryingitdo action, not protect vested interests, not pro-
do something for patient care. Itisn’t necessaritgct what we used to do, not protect what we do
whose responsibility it is, whether it is thewot yet know we want to do because we have no
hospital’s, or the clinical site’s, or the educatioimformation to say that’s going to be any better.
program’s, or the faculty’s, but some day you drhen, we have to deal with economics and the
I might become a patient, and we should want bmttom line, whether it affects patient care or not.
make sure that as much experience that the clifihat is generally the attitude of everyone who is
cian has works to the advantage of the patierivolved in the system, and thatis also economics.
That experience has to start somewhere, anérke we going to sacrifice the clinical education of
trust it should start in the clinician’s educationadur students for a new MRI or new CT technol-
program. ogy, or are we going to deal with what is really
important to patients, which is the responsibility
If we did not want to focus on the patient, we coulae should all have in our respective positionsto do
just talk about the following three words: attiwhat is best for patients, which is to protect what
tude, professionalism, and economics, which sune need to do in terms of patient care.
up all that we have to deal with regarding clinical
education, at least in my view. I will not dwell that much on historical back-
ground. Iwilltry to provide a historical overview,
We are talking about the attitude ofindividuals, ahcluding many changes over the years. While the
agencies and organizations, both profits and ngrast has served us well, it doesn’'t necessarily
profits. We are talking about professionalism anean that we should continue in the future every-
the lack thereof. If we want to make clinicathing we’ve done in the past. Change can work to



our advantage as much as it might work to odisciplines include more structure and increased
disadvantage. regulation. The one-on-one teaching models,
with hands-on, direct patientinteractions or expe-
Allied health programs represent a broad divefiences, provided an excellent opportunity for
sity of clinical experiences and settings. For thigudents to learn as well as they could during
presentation, for example, | reviewed informatiotihose times (Table 1). Whether this approach to
from 31 different allied health disciplines, includelinical education is ideal now, whether it can be
ing literature from our professional organizacontinued, remains to be seen. But now we are
tions, from the accrediting agencies, from thmoving into other kinds of settings that | think will
certification, registration and licensing organizaserve all of our clinical education responsibilities
tions, and from other constituents that are ietter (Table 2).
volved in the system. Although some similarities
exist, essentially _there are several difference STable 2: Newer Model/Setting
Moreover, there is very little documented rg
search on clinical education to support what v
have dc_)ne inthe past, whatwe are doing now, & nd Non-traditional settings
}Nrtwatmlghtlead towhatwe should be doinginthe  _ home care, community-based clinig
uture.

Considerations

homeless shelters

) » * Collaborative group model
Generally, the literature classifies the sevenp  _ one instructor + 2 to 4 student pee

types of clinical education programs into tw groups:students utilize one anothelf
broad categories related to patient contact. T|pe as resources

laboratory is usually referred to as a non-patie nt, Split supervision model
contact setting, although we do know thatthat|ls '_ jne student splits time between two
not universal. Some laboratory personnel do hg ye sites and two supervisors
patient contact, as we know that clinical perso

-

=

* Indirect/offsite supervision model

nel are usually_ _referred to as h_aving patie[jt  _ occupational therapy: six hours pef
contac_t. In traditional modgls/setu_ngs, stuqlen S week direct supervision by an OTF
essgntlally §erved as staff in ho_spltals._Thls o - with indirect supervision the
_the-_jobtralnmg represente_d f[heflrstseml-formg - remainder of the 40 hour week,
ization of e_ducatlonal training, as practiced i including supervision by a non-OT
some hospital-based programs. « One year internship model
— student is paid one-half years salafy
Table 1: Traditional Model/Setting over 12 months (student rotates for
six months in several supervised
settings and then moves into six mofths
« Students served as staff in hospitals of employment)
« On-the-job training « Computer and virtual reality simulations

Case studies
Interactive ideas

— first semi-formalization of
education/ training

« Hospital-based programs “Clinical skills are very different from
« Certificate, diploma, degree programs classroom skills and demand higher levels
— more informal, less structured of initiative, responsibility, flexibility, nef
experiences and evaluation methogs working, time management, commun|ca
« One-on-one teaching models tion and negotiation.”
— hands on, direct patient interactions Gina F. Collier and Lisa O’Connor
or experiences April, 1998, OT Practice

With the advent of certificate, diploma and degredon-traditional settings are becoming much more
programs, more informal, less structured expeprevalent. At Thomas Jefferson University's

ences and evaluation methods were introducézhllege of Health Professions, for example, sev-
although current trends in many allied healtéral of our clinical experiences now are set in
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home-care, community-based clinics and homBractice(1998), “Clinical skills are very different
less shelters. Both the students and faculty chafrem classroom skills and demand higher levels of
pion these new settings/experiences. Rather thaitiative, responsibility, flexibility, networking, time
restricting all of our clinical experiences to tertiarynanagement, communication, and negotiation.”
care centers, this diversification is working ttlow, where do we learn these clinical skills?
provide our students with a more well-rounded;an they be transferred from the hospital into the
balanced curriculum. We also have an opportalassroom? Can the dexterity skills that go with
nity to use a collaborative group model, with onilne laboratory science professional be learned
instructor and peer groups of two to four studenisist as easily in a classroom situation, using the
who can utilize one another as resources. We &test technology? It remains to be seen if what
finding that the more students can learn from eaappear to be good ideas today will work as well
other in these groups, the more they favor thas expected in the future.

kind of clinical education. They are going to be , .
working in teams after graduation, so they shou-lla“ere are several issues related to clinical educa-

get used to the idea of working in teams durirf{f" reformthatwe needto discuss. 1am going to
their educational experience. identify some general issues, then focus more

specifically on the key ones.
Another non-traditional approach to clinical edu-

cation is the split supervision model, where Much has been written in the literature about

student splits the time between two sites and tifFUES concerning the scope of practice and core
supervisors. This is a value-added opportuniﬁ'z'n'cal competencies as defined by the various
for most students. The expense of travelling froRyofessional organizations and the state/national
one site to the next, if they’re not in close proxim20@rds of medical/healthcare education and li-
ity, could work to the disadvantage of the studerfi€nsure- Itis difficultto determine which point of

however, that hasn’t presented itself as a proff€W iS best because they are very often self-
lem. serving and political. On certain issues, the pro-

fessional organizations, including the accrediting
The occupational therapy literature describes thgencies, stand firm until they are challenged.
indirect off-site supervision model, where a stiHowever, it is interesting that when they are
dent spends six hours per week in direct superehallenged, they often tend to modify their posi-
sion by a registered occupational therapist witton.

!nd||r%c_:t SUpervision ths remaln%er of rt]he WeeK/Iany of the changes occurring in clinical educa-
including supervision by a non-OT. This repr&;,, are griven by the increased number of pro-

T el ! 1a"0ESims: e st ar o enough ies avai
yinp ' for students to get adequate clinical experience. It

Another approach that makes some sense is {0t that the experiences that they used to get
one-year internship model, where students rot¢€r® bad or not working, it is because of the

for six months in several supervised Settin%gohferanon of so many programs in several of

followed by six months of paid employmen _he.health professions that we do not have a
Whether this method is feasible with the numb&f0ice. We have to make changes to accommo-
of students that are in our programs remains to %@&t€ the number of students in the system. And
seen. However, it does provide a concentratdgiether thatis good or bad, remains to be seen.

oppo_rtumt_y for'expen_ence, and it Is prOb_abI5f'here is a lack of reliable documentation regard-
very ideal if the institutions can afford to do it. Ian just how much time is needed for clinical
Is costly, but the return on the investment proly,,cation. Some health professions are a little bit

ably would work well for the student and the o of others in this regard; but on balance, we
healthcare delivery system. It also tends to_”a'on’t really know over a long period of time

crease both the patient volume and the patigfit, visely how much clinical education is needed
revenue. for the programs that we offer. The literature

Other options include computer and virtual realit§0€Ss agree that the longer the clinical experience

simulations, case studies and interactive ided, the better itis. But, again, itis questionable
As Gina Collier and Lisa O’Connor state@y Whether sufficient documentation exists to sup-
port this conclusion.



The impact of accreditation standards on clinicliat are in concert with thEssentialsof their
education addresses minimum standards and fimefession, academic programs in occupational
dividual program flexibility. The question arisestherapy and its graduates have served the
the minimum standards are based onwhat? In tiealthcare delivery system very well. And so we
past, when | called some of the accreditingan learn a lot from what is going on in the
organizations, | was told that, well, that is just therofession of occupational therapy, as it is de-
way it has been. But basedwhatdid we have scribed in the literature.
those minimum standards? Some professional
organizations have done a much better job th@me of the major issues that is frequently reiter-
others. Although | do not wish to say that one &ted relates to the decreased staff and increased
ahead of or better than the other, | agree witlase loads in clinical settings due to mergers and
Judy’s comment this morning that the Americarestructuring. How does this situation relate to
Physical Therapy Association has done an exctdttitude and professionalism and economics?”
lent job in documenting as much as they can, nBbnsidering that each of us will likely someday be
only interms of clinical education, butin terms aé patient in a hospital, should decreased staffing
cost benefitand things of that nature as well. Arzhd increased case loads in clinical settings due to
that is helpful. We should have more activitynergers, restructuring and the bottom line be the
among the professional organizations, as someefson why we do not have the most qualified
the professional organizations are trying to do, fractitioner taking care of us? |1 do not believe so.
provide us with that information. At Thomas Jefferson University, where | work,
we are erring on the side of standards. Thatis, we
Although we have some individual program flexare not making changes that will compromise
ibility, we still lack the outcome studies necessapatient care, no matter how reliable or economical
to justify the individual accreditation requirewe think they are. Although we have done things
ments. Regarding the medical technology labora-certain way, we definitely do not just do some-
tory science professionals, NAACLS says tha#hing for the sake of doing the same thing; we also
graduates must meetcompetencies outlined in thedify and change based on an evaluation of
Essentialsthere are no rules requiring clinicalvhat will make a difference to our curricula and
rotations. This prompts the question: what is tlmur programs. While some of the hospitals agree
connection between board exam results and climiith us, some do not, which can be problematic,
cal practice? Is there a connection? We do reotd lead to losing a site that fails to correlate with
know with certainty. In fact, this day-and-a-halbur curriculum and what we are trying to have our
program could generate hundreds of doctorgdaduates do. Clinical education at Jefferson is
dissertations that need attention. If we could gessentially no different than anywhere else. We
doctoral dissertations in the health professiohsive 1,610 clinical sites worldwide, where our
around the country to deal with some of thestudents get their education and that is really
issues, we might be better served than by somecambersome to administer. Although it is diffi-
the projects that people are doing for doctorault, we are extremely pleased with the results we
dissertations that aren’t really doing much to helre getting as reflected in the Longitudinal Study
the system. that Dr. Kevin Lyons conducts through our Cen-
ter for Collaborative Research, relative to em-
In occupational therapy, for example, the litergsloyer evaluations of our graduates. Approxi-
ture says that nine months used to be requirechirately 90 percent of what we are doing continues
mental health, geriatrics, pediatrics and physical be supported because we survey current stu-
disability. Currently, there is a six-month redents and our graduates periodically for 10 years,
guirement, which focuses on the age of the clieand they tell us which part of the curriculum we
served, the arena of practice (whether it is inshould continue and which we shouldn’t continue.
hospital, school or community), the acuity oWe sometimes have more of a problem with our
injury (chronic to severe), and type of conditiofaculty making changes in the curriculum be-
addressed by the setting. While these changesise we are listening to our employers, but
make a lot of sense, it doesn’t mean that workirsfpwly we do get the changes in place. Then we
for nine months inthose four areas was the wrofegl good about our graduates and their prepara-
thingto do either. By initiating innovative changeson for their professional careers. We have put
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all this in place so that, relative to clinical educas no way of getting around it. If we don't put
tion, we are doing something that we believe withose strong enforcements in place, we are going
maintain the strength of our programs and thedi continue to have problems that we can say are
accreditation status. related to clinical education, but, in fact, we are
contributing to and participating in the making of
As mentioned previously, in some disciplineghose problems.
such as occupational therapy and physical therapy,
the proliferation of programs and students hd%e topic of student preparation for clinical edu-
sharply increased competition for the limited ineation and training was addressed this morning.
crease in clinical education training sites. Fdn a study completed in the field of occupational
example, the Commonwealth of Pennsylvantherapy, it was found that students were being
and in our neighboring states, New Jersey amdntinto clinical sites without any course work in
Delaware, we have 17 physical therapy prograrabnormal psychology or special education. The
and 16 occupational therapy programs. | dorstudents couldn’t even speak the language of the
know precisely where the responsibility lies, buignvironment in which they were working. That
itis poor managementand poor planning from tisuation has changed. After learning what the
professional organizations and the accreditimyoblems were from surveying the sites, the fac-
agencies to allow the proliferation of that manylty and the programs corrected the situation.
programs. There is no other place to put th@ihat is definitely a step in the right direction.
responsibility. While it is true that restraint-of-
trade legislation prohibits stopping a programhe problem of fewer employment opportunities,
from coming into existence, presidents and offias stated earlier, is a direct result of the prolifera-
ers at universities can and should be made awtiom of college and university programs, which is
that such programs cannot survive long terrane of the most significant contributors to the
Recently, | was in a faculty club at a leadingroblems that we have in this regard.
institution with a president who said that they
were going to start a program, and when th&egarding risk management, which is an area
couldn’t getenough students, they would close with serious implications, students generally carry
The professional organizations are aware of thtaeir own malpractice insurance plans via the
attitude. And as much as they are in a veopllege or university or hospital group policy.
difficult position to bring their influence to bear inBut many sites are also imposing other criteriain
orderto persuade the right people, whetheritis tte¥ms of risk management. Although | do not
president or the board, they have to stop thi@nk that we currently have any major problems
proliferation of new programs for short termyith an abundance of law suits (as reflected in the
expeditious reasons. It is not working and it i€ollege Law Dige$t the insurance companies
adversely affecting other programs. If permittedre saying that we can anticipate problems if we
to continue, it will also negatively affect thedo nothave properly prepared students going into
educational delivery system and the healthcatee clinical sites. The proliferation of programs in
delivery system. There must be a way to contrebme disciplines clearly jeopardizes the standards
that. of admission at institutions where tuition rev-
enues or filling seats have high priorities. Bring-
We know from the preliminary information weing in students that are not qualified to be in the
have and from the Health Professions Data Cdlealth professions programs will only serve to
laborative (that is supported by the U. Sundermine patient care. We must be vigilant
Bureau of Health Professions) that we have a vaealout maintaining high standards in admitting
poor grasp on supply, a worse grasp on demastyjdents who are capable not only to do, but to
and no grasp at all on utilization. We don't evethink and have the comprehension skills needed in
know if the graduates of our programs are beirtige health professions.
utilized in the healthcare delivery system in the
same ways they were prepared by their edud@an clinical affiliation agreements really be en-
tional programs for entry into their respectivéorced? | can give you just a very small survey.
professions. Sowe have to be much more respotalked to three attorneys who regularly review
sible, and that impacts clinical education. Themmrporate compliance agreements, and they say,



“Absolutely not.” What is on paper sounds goodtudents that had a favorable/positive clinical
and everybody signs these agreements, ewveperience expressed interest in working at that
though it might take months to circulate thastitution, and our Career Development Centeris
documents and obtain all the signatures. Yet, I'nonfirming whether or not they are going to have
told that they cannot really be enforced becauar opportunity to work. We expect that in a few
they are so general that you can interpret whatonths, data for this past year will confirm that it
ever you want if you have a problem. But all theaves recruitment costs for the hospital or the
colleges and universities, all the programs - ekiealthcare facility. This also gives them an oppor-
erybody has to have a clinical affiliation agredunity to recruit our students before someone else
ment. | review each of the 1,610 that | sign evedoes because we put in place several years ago
year and we have our directors of clinical educa-Career Development Center in the College of
tion in the departments review them; we have oHiealth Professions that helps the student from
attorneys review them and we have our insutlay one prepare to conduct a job search, how to
ance/risk management personnel review themnterview for a job, and how they are supposed to
also. Itis a major job. Because we have not hagrk on a job, either as a student or as an
a problem, so far, is it worth it? There is nemployee. We also have a career fair where we
guarantee that we won't have a problem, evéiave recruiters coming from all over the United
though we go through all that review. At least w8tates, twice a year, to Jefferson to talk to and to
have a standardized agreement that we've askadet our students and to find out what they're
the clinical sites and their attorneys and theinterested in, which has helped our students,
administrators to approve. So we do notimposelped our College with recruitment, and defi-
upon them; it is a two-way agreement. Withoutitely helped those hospitals and healthcare facili-
guestion, the issue of clinical affiliation agreeties that have invested in that process.
ments is important in clinical education.

Other pros include the fact that hiring their own
The evaluation process normally includes writtegraduates should save clinical sites substantial
and/or oral evaluations provided by site personecruitment costs. There are also incentives for
nel. The educational institution faculty has thelinical education sites/personnel, including fac-
responsibility, shared or not. Legally, it is amlty appointments and continuing education op-
institutional responsibility, as well as the resporportunities. We are very willing to do alotto help
sibility of the student in the curriculum, to deathe faculty at our clinical sites. We include them
with clinical education. We may share it, we maiy our continuing education programs. We appre-
be partners, but we are responsible for it. ciate their teaching skills and their expertise which

strengthens the knowledge base connection be-
The issue of “territoriality” deals with the conceptween our faculty and the clinical professionals. |
that education “owns” the students while thkave long been a proponent of the notion that you
service providers “own” the patients/clients. Sewannot teach what you do not do. Although our
eral cases in th€ollege Law Digessupport this faculty don't go back into practice as often as |
notion. Again, the educational institution ownsvould like, if at all, I am convinced that our
the student, butthe clinical environment owns tHaculty would be that much stronger if they spent
patients. It should be a joint, collaborative existnore time in the clinical area every year or two to
ence. It sometimes is, but not all the time.  keep their clinical skills current. Whenever we

have an opportunity to do things for the hospitals
Now, | will address the “pros” related to theand the clinical personnel, we are willing and
clinical education issue (Table 3). The prdsappy to doit, such as obtaining and demonstrat-
include: it frees the schools of the tremendoirsg new technology. On the other hand, some-
labor burden of placing and supporting studenttsing that wedidn’t do years ago, in response to
while providing clinical faculty with the opportu-a hospital in Philadelphia proved to be beneficial
nity for more innovation. Also, strong clinicalalso. This hospital warned all the colleges in the
education support should increase student @eea thatit would stop providing clinical slots for
cruitment. We have found that strong clinicatursing and allied health students unless the schools
education support does increase student recruiere willing to pay for clinical experiences. Con-
ment because almost 50 percent of surveysidering the importance of clinical education for
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our students, the hospital’s position was a tough thing with which to deal. So a couple of key individuals
gottogether, got some more colleges and universities involved, and we had a meeting with the hospital
administrator and with the person who made that decision. At this meeting, we said that we
understand the hospital’s position, but we are also aware that the hospital is one of the leading
institutions for patient care. If you really feel strongly about the change in policy, none of our programs
will send our students to you, nor will we be willing to pay for it. After about 20 minutes, the hospital
administrator said, “Let’s forget about it. We'll study the issue for a couple of years, and then if it's
still a problem, we'll come back to you.” The issue has never come back in the nine years since it
was first raised.

This indicates that we can do something when we need to, if we are unified because clinical education
is imperative to all of our health professions’ programs. And if we compromise those, if we
compromise our standards, we are in trouble. This does not mean we can’t change what we're doing
and do it a little differently. In fact, we can and, when indicated, consider change. Even if we don’t
really agree, try changes for a few years to see if it works, and then we can either change our minds,
or those things can change that we tried for several years. We cannot fail to have clinical experience
because a major hospital would threaten to withdraw its site unless it is paid for. Admittedly, some
educational institutions around the country do pay for clinical education. While | am not a proponent
of that, neither do | presume to say what you should do in your particular area. | do caution, however,
that this practice can become an expense to a college or university or to a program that is beyond which
it could survive, because there is no cost analysis or cost accounting approach to determine precisely
how much you should pay for a student. Itis a situation that could get out of hand and become a serious
problem.

Table 3: "Opinions" on the Issue - PROS

free schools of tremendous labor burden of placing and supporting students and clini al
faculty opportunity for more innovation

* strong clinical education support should increase student recruitment
* hiring their own graduates should save clinical sites heavy recruitment costs

* incentives for clinical education sites/personnel
— faculty appointments
— continuing education opportunities

* presence of students should stimulate staff to stay current/sharp
* turnover of teaching staff is less than for non-teaching staff
* all of the work gets done whether or not staff are teaching

* toward the end of training, students might increase productivity
— time of supervision offset by student’s contribution to patient care (cost/benefit)
* students perform clerical and aid duties in general and, thus, increase
patient care income in particular
* students attend patient-related meetings

Another point in favor of clinical education is that the presence of students should stimulate staff to

stay current and sharp, which we often overlook. We want to keep our clinical personnel as sharp and
current as our faculty. Students strongly encourage those individuals to read their journals to find out
what is current. In the literature, data have shown that turnover of teaching staff is less than for non-
teaching staff, which is a cost factor. Also, the literature states that all the work gets done, whether
or not the staff are teaching. At Jefferson, we never had a situation where we were told that clinical



personnel can’t do their work. Somehow it geddditional consinclude: providing clinical educa-
done, and it really isn’t compromised. tion is expensive for the clinical site. While it is

On the other side of the issues related to clinic >fpensive initially, if students are prepared better,

ecucaton are he “cons. (Tale 4) some JE0 10TLbe 32 uch o anexpensei he g
these involve the lack of money, time, intere ) 9

ttle or no useful work during their initial early

and/or ability of clinical sites and personnel. | inical education/training experience. The same
addition, some program departments do not ha% ) g exp .
s true for medical education and nursing educa-

afull-time clinical education faculty person. Givel: ) .
the importance of clinical education,Ithinkthatigon' Hospital admlnlstrator§ take a year O.f
ourse work and a year of an internship and still

something that wwe all have to become mofe uire a learning curve on the job, even though
responsible for if we are going to be managi q g Job, g

educational programs. 4 ey ha\1/e had ayear of_paid internship. Andthey
still don’t know everything they need to. In fact,
Other cons are the annual requirements to updiftgou look at the curricula of the hospital admin-
the clinical affiliation agreements. Additionally istration programs around the country, most of
there has been an increased trend for accreditgem require only a single course in finance, yet
tion agencies to charge afee for each clinical sig® percent of their job involves finance. They
Some opponents of clinical education hold thgon’t even have their curriculain place to prepare
view that teaching decreases productivity of theospital administrators properly for their respon-
clinical education/training professionals. Whilgibilities, yet they often pass judgment on every-
there might be some truth to this view, there is nhing else that goes into the hospital and the
definitive documentation to supportit. As stategervices that are provided.
earlier, the presence of students can also be an
incentive to and positive influence on clinicaClinical sites can save money by eliminating
personnel. education programs, and many are doing that.
They would often rather have MRI or CT technol-
In one study, the author states, “The reduction dgyy which generates income and generates alot of
clinical training time for students may providether activity than an educational program. Until
immediate relief by decreasing the amount @fe have more data about supply, demand and
time hospital staff spend teaching at clinical sitegtilization in the health professions work force, |
However, this may be a short-term benefit if think hospital administrators need to be very
causes an increase in the time required for n@wcumspect about removing an student clinical
employee orientation and achievement of exxperience opportunities.
pected competency levels for new graduates
entering the workplace.” Our hospital adminisfechnology and automation are also impacting
trator at Thomas Jefferson University Hospitallinical sites by eliminating the need for some
and three of the other 21 healthcare facilities thabs. And, in some areas, clinical/laboratory
comprise the Jefferson Health System have ask&flication is no longer a priority.
me to make the curriculum work so that theﬁ/

don’t have to put in unnecessary in-service f " addition, we have more competition for the

ou racuates who ar o el reparlEC SIES Esung n rl e bestsdents
They recognize that there is a learning curve, 9 p ’

they want assurance that the curriculum includ® students not finding a placement. The lack of

what it should in order to avoid an added unnegya“ty control that comes from schools and

essary expense. And they're absolutely righ"il.ccr.efditing agencie_s as well as t_he abs.ef‘ce of
Although, the entire faculty in the College did no?ertlflcatlon/creden_tlalIlng for 'Fhe site of clinical
agree with me or with the hospital administrato?,ducators are quality control issues.

they did see the merit in his argument and madiee following quote from the literature makes
the necessary changes. It did not cost us anythsense to me: “We seem to be caughtin a dilemma
in terms of the curriculum, it didn’t cause anyf our affiliates telling us they would not want to
problems with accreditation, and we made chandase a graduate without clinical experience but are
that worked to the advantage of the healthcamet willing to provide the clinical experience for
delivery system. the students.”

REYNOTE ADDRESS

35



5S2dddY 21ONAIA

w
(o]

Table 4: "Opinions" on the Issue - CONS

* money, time, interest, ability of clinical sites and personnel

* some program departments do not have a full-time clinical education faculty person

annual update of clinical affiliation agreements

accreditation agencies charge a fee for each clinical site

teaching decreases productivity of the clinical education/training professionals

“The reduction in clinical training time for students may provide immediate relief by
decreasing the amount of time hospital staff spend teaching at clinical sites. Howevg¢r, this
may be a short-term benefit, if it causes an increase in the time required for new
employee orientation and achievement of expected competency levels for new graduiltes
entering the workplace.”

teaching is expensive for the clinical site

students do little to no useful work during their initial/early clinical
education/training experience

clinical sites can save money by eliminating education programs

technology/automation is eliminating the need for some professionals

laboratory/clinical education is no longer a priority

Again, on most of these issues, | consulted wittetermined that model doesn’t work. We may
hospital administrators or attorneys or accreditiradso consider the newer models that have been
agencies because | do not have the depthpobposed. We can adjust the length and the
knowledge or experience to be an expert on thation of the clinical experiences. We can
subject. When | raised the issues, both pros asttbrten the duration of clinical rotations to ac-
cons with them, they acknowledged the impocommodate more students. We can move instru-
tance of clinical education. They said that thayentation into the classroom. Whetheryou getall
are not dealing with attitudes now. They are ntte skills and dexterity being supervised by the
dealing with anything other than finance, survivatlinical professionals remains to be seen, but we
| told them that continuing to think that way woulatan do all of those things. There is no reason why
be detrimental to their jobs because everyonge cannot. | think they should be studied while
including boards of trustees, is interested in hawe try to implement them.
ing a strong health professional being able to
provide the best patient care. Yes, dollars atelditional options/solutions (Table 5) include the
important, butitis equally important to know thatollowing: we can identify more flexible accredi-
your graduates are able to do the right thing, sation and certification eligibility requirements.
that at commencement, the faculty and the aflecreditation agencies can be very good, espe-
ministration and the university feel good abouially if you include them upfront when you wish
who is getting a certificate or a credential to beta make a change. I've had experience with
health care provider. accrediting agencies and organizations and pro-
fessional organizations in terms of making a
We may want to, as one solution, maintain threhange that took two years, which is a very long
ideal proven one-on-one model. We haven't yéine to obtain approval. Butthey finally agreed to



approve a pilot study. “We won'’t hold you tanership in trying to resolve a problem? We just
what's in place right now.” It has been myaythat they don’t wantto work with us, and that
experience, then, that they've been very liberahey are only interested in the bottom line. We
generous and objective in trying to work with theeally haven’t challenged them. There are some
educational institutions. Ultimately, it isn't amanaged-care organizations that have funded
battle between the educational institutions and teignificant educational projects, although very
accrediting agencies. They've done a great déalv in allied health, more in the medical profes-
to help the health professions and allied healtsipn and nursing. Again, we really haven't
and they are very good to work with. It requireshallenged them sufficiently. Why don’t we go
thatthe communication, the cooperation, and thagether to managed-care organizations, some of
collaboration must be in place. That is whahe bigger ones with adequate resources, and say
makes the difference. Because, after all, thigat we have a problem, we have a dilemma. Will
accrediting agencies are us. We may haveyau work with us? And I think we’ll be surprised
problem with the way we relate to them, but thethat they might say they are interested in working
have been very helpful. Atleastthe 22 differemtith us. They wantto find out, too, because what
programs that we've had in place at Jeffersahey thought was in place years ago isn't really
never had a major problem with an accreditingorking now totally. | think they are more willing
organization. We have disagreed, and itis healttoybe a partner in trying to resolve this problem
to disagree, but it has never cost us our accredécause they, too, really have a stake in this. You
tation because we disagreed. And | think waight not think so, but they really do.
need to have that approach. It isn't what the
accrediting agencies will do or not do. They'rdnother solution would be the streamlining of the
really very good, and they represent what we acknical education process to minimize the docu-
allabout. mentation that clinical and laboratory educators
must complete. It is required paperwork; we
We need to do something in order to promotion’'t have a choice. The physical therapy profes-
collaboration and cooperation with the stakeholdion came up with the Universal Center Informa-
ers. We haven'treally changed from what we'viion Form and Clinical Performance Instrument,
been doing for many years. We could considetich seems to make sense. It would be produc-
appointing an appropriate commission, at thare and effective if we could all standardize on
federal level, of educational institutions, healthcamne instrument and take our biases away. Itis like
facilities, and others, to study the issue of diretiying to get one patientinsurance form. There is
patient care and indirect care for the studenb reason why we can’t do it if we want to do it.
learning experiences. We really haven't dorlé we want to be professional, | believe that
this. This conference that Dr. Harmening has psiwmething like that to start with would probably
together so very wellis a step in that direction, bbe a step in the right direction.
as a result of this, we have to go at least one step
further, or we are going to lose much, if not all, believe strongly that we need to monitor and
that we have gained here. We have to encourdigeit new program approvals. Although | have
the development of regional training consortiumsaid enough about that issue, it is an embarrass-
Some cities are trying to do that, but if we worknent that we have the problem because we have
together, if all the clinical education director&nown for years that this was going to happen. It
work together, we would have fewer problemis not new. It happened inthe medical profession;
with clinical education than we have right nowit happened in other professions. We made changes
And we can seek and endorse and reward agaars ago because we had too many nurses. Now
demic corporate clinical partnerships. nursing is one of the most needed health profes-
sions we have. You cannot get students into
I do not believe that the managed care compangehool because everyone is saying that there are
are against us. | think we have a mindset thao jobs, when in fact there are many jobs. The
they're not with us, that they don’t want tsame istrue with radiography. Everyone said that
support us. But where are the specific proposaile have too many radiographers. Now, atleastin
that have gone to managed-care companies whikea area where | work, equity increases were
they have denied educational institutions a pagiven to allthe radiographers because they couldn’t
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afford to lose them. And significant increases were also provided to other radiography professionals.
So, we know a lot less about what we think we know a lot of, and we need to realize that. And the
hospitals need to be educated about that. Itisn’t what we want to keep in our own domain, it is what

Table 5: Solutions/Opinions

* maintain ideal/proven one-on-one model

* consider newer models, including internships, technology solutions
(e.g., computer simulations, “virtual” laboratory/clinic)

* adjust length/location of clinical experiences
— shorten the duration of clinical rotations to accommodate more students in the sar e time
period

— move instrumentation (laboratory programs) training into the classroom setting an
bring in hospital personnel to provide instruction; then, shorten the actual clinical | abora-

tory training time

=

* identify more flexible accreditation and certification eligibility requirements
(e.g., time, site types/locations)

* promote collaboration/cooperation among the stakeholders
— consider appointing an appropriate Commission, at the federal level, of educationjl
institutions, healthcare facilities, et al, to study the issue of direct patient care and
indirect patient care studentlearning experiences

* encourage development of regional training consortiums

* seek, endorse and reward academic/corporate clinical partnerships (including contralits
with managed care companies, home care agencies)

* streamline clinical evaluation process to minimize documentation that clinical/laborato| ly
educators must complete

e PT: Universal Center Information Form and Clinical Performance Instrument
* monitor/limit new program approvals

 determine, through collaboration with employers, actual competencies required of
graduates and modify curriculum as needed

we need to tell the hospital administrators ariling about. We are just now beginning to talk

other clinical sites about what they should knovabout it a little bit more. And we oughtto monitor

I think that we ought to establish this commissioand strengthen the approval process for new
to study all the consumer, financial, and standarggograms within allied health accrediting agen-

issues regarding clinical education and trainingies and organizations. | think that also would be
We should also fund comprehensive cost/beneditmajor step in the right direction.

studies of allied health education programs. |

would recommend earmarking a major percentastly, | return to the three key terms: attitude,

age of all federal projects to deal just with theggofessionalism, and economics. We can do
outcome studies and to deal with what we haasything we wantto do. We just have to have the
been talking about for years, but not doing anyight attitude, we have to be professional aboutit,



and we have to see that it makes sense economi-
cally. Thereisn'tanythingthat hasto be done that
we can't do, at least from all the reading and all
the time I've spent in my former and current
position responsibilities. If we try to develop an
attitude where | want it my way, or this way only
is right, or your way is wrong, we are never going
to get anywhere because wisatight and what
iswrong? There are a multitude of philosophy
books written about what is right and what is
wrong, and it doesn’t make any difference at all.
It is what we know has to be done and should be
done. And we must do that without compromis-
ing standards. That is the key to everything:
standards. We don’t want to compromise stan-
dards and the students we admit into the pro-
grams. We don’t want to compromise standards
to get a faculty member who is less qualified than
he or she should be. We don’t want to compro-
mise the investment we need to make in our
health professions' programs. We should provide
programs with the support they need to offer
guality training. These are the keys, and stan-
dards are at the top. If we put our minds together,
we can go forward from this conference, doing a
great deal to improve and to make stronger our
educational and healthcare delivery systems.
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Diane Youngs, B.S., RT(R), RDMS
Program Instructor
Diagnostic Medical Sonography
Mayo Foundation/Mayo Clinic

Thank you. I'm not an allied health educatioPart of the Mayo experience includes hospital-
expert, noram | in management at Mayo Medichhsed or certificate programs such as the diag-
Center. | do have 25 years experience in thestic medical sonography program. We utilize
allied health professions, 10 years as a radiograainly internal clinical sites. However, our physi-
pher, 15 years as a diagnostic medical sonograplead,therapy program has onboard over 200 clini-
and 10 years on the academic faculty of tleal sites. Mayo programs expect close collabora-
Diagnostic Medical Sonography program at Maytion with the clinical sites and involvement in a

clinical evaluation process. Our clinical sites are
With the help of our School of Health Relatedhosen with specific educational goals in mind,
Sciences administrator, we came up with sona@d the length of the students’ rotation is adjusted
reactions to Dr. Abrams’ outline. Our reactionaccordingly. Preceptors, mentors, and clinical
are based on Mayo Medical Center’s experiengestructors must be appropriately certified or
and philosophy, which | will share with youlicensed. This harkens back to achieving the
briefly. primary value of quality patient care.

The three shields of Mayo stand for clinicaMaintaining and fostering quality clinical sites is
practice, education, and research. The primaagcomplished through offering continuing educa-
value is that the needs of the patient come firsibnal opportunities for employees. We make
Because of the diversity and the increasingtiiese opportunities convenient and accessible.
complex cases referred to Mayo, the quality of tl@ur program, for instance, provides resources
allied health staff is very important. and review classes tailored to sonographers pur-
suing advanced certification. Physical therapy
Mayo expects to employ more than 20,000 alligghrticipates in a multitude of continuing educa-
health personnel by the year 2000. Attractingn opportunities, for other programs as well as
health professionals to rural southern Minnesatiaeir own. Tuition reimbursement makes continu-
is nosmalltask and very expensive. Itis therefoireg education a reality rather than a dream for
easy to understand why Mayo considers alliedany employees. So by way of example, Mayo
health education a worthwhile and necessary iexhibits and encourages stewardship. Ithink that
vestment. encouraging stewardship and responsibility may
be one of the most important themes to come out



of a conference such as this, because the studsitess to accommodate additional students does
are potential employees for participating clinicalot provide an equitable clinical experience com-
sites. pared to students at a metropolitan medical cen-
ter. By using less than optimal clinical sites, we
Even with institutional support such as oursyould risk losing our accreditation, which brings
many of our programs in the School of Healtme to the next point.
Related Sciences are experiencing difficultig=
(Table 1) associated with staffing shortages af|dTable 2: Guarded Reactions
program expansions meantto address those sh| pri- _ .
ages. Faculty are usually recruited fromthe alligjg® Factors that affect quality of training
health staff, and it is understandably difficult | ~ —Shortening quality clinical rotations
release your most experienced staff to prepare —Adding clinical sites that cannot mee
and present lectures. Program expansions, ofien ~ €ducational goals o
mandated, present the challenge to optimize {je — Relaxing current accreditation stan-
clinical experience. Having enough clinical sitep dards

for all the added students is a major problem. — Financial rewards for clinical sites
— Computer simulation as substitute for

“clinical” experience
— Streamlining clinical evaluation

—

~

A4

Table 1: Barriers

* Limited dedicated faculty process

— Staffing shortages
» Mandated program expansions Relaxing current accreditation standards.

— Optimizing clinical experience Accreditation requirements may be a program’s
* Space limitations only leverage for acquiring adequate staffing and

 Computer and technical equipment quality clinical sites.

* Operational mechanisms

_ Parking, affordable housing, etc, Financial rewards for clinical sites.

The Mayo School of Health Related Sciences
agrees with Dr. Abrams in that they are against
Space limitations are also an issue. Findirigpancial rewards for clinical sites. Thisis a very
rooms to accommodate additional students andmplex issue; there are actually bidding wars
office space for faculty is a current problem wgoing on for clinical sites, which | think is only
are dealing with. The need for additional compugfoing to, in the end, drive up health-care costs.
ers and technical equipment compounds the prob-

lem. Whenever we grow, we must also consid€omputer simulation should not be consid-
the downstream effect this has on operationaied a major replacement for clinical experi-
mechanisms such as parking and affordable hoesice.

ing. This is a very real problem we're facing in

Rochester. Streamlining the clinical evaluation process.

If streamlining means shortening the evaluation
Our success and model suggest that any reforgd§cess so that specific information is not ob-

that may negatively affect quality need t0 Bgyined, then it is detrimental. A good clinical
approached with caution.

outlined beloyv may serve to lessen the primagysnqardized evaluation process would be morein
value of quality patient care (Table 2). line.

Shortening quality clinical rotations.

| think sometimes there is a perception that a

non-physician level a program can be accelé?‘:"ve many programs, including ours, scrambling
ated to meet the challenges of maintaining quality and

gquantity. Some promising changes (Table 3)
Adding clinical sites that cannot meet include:
educational goals.
Utilizing small rural hospitals as primary clinical

Any of the pointg, o ation process does take time, and perhaps a

t‘rge increased demand for allied health graduates
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Table 3: Positive Reactions

 Blend of new methods (simulation,
distance learning, etc.) with old methods

Moving instrumentation training into the

classroom setting
Encourage regional training consortium

Monitor/limit new program approvals
— for those professions with no requirg
accreditation or licensing

Encourage clinical site partnership
—investment
—responsibility

Obtain information
— needs of occupational groups

—cost/benefit of training and the service

rendered
— regional needs

174

s

-

S

with clinical sites, we will see more investment
and responsibility.

Obtain information.

By obtaining information, allied health will be
better equipped to address the needs of the
occupational groups. Data regarding the cost
benefit of their training and the services they
render can be used to foster clinical site participa-
tion. Assessing regional needs makes allied
health more socially responsive. An allied health
commission may be one mechanism to provide
this data.

Creating and maintaining a well-rounded pro-
gram requires a committed investment and the
support of administration, staff, and faculty. Itis
to everyone’s benefit to invest in quality clinical
education, which must be seen as a solution and
not as an unnecessary drain on health-care dol-
lars.

« Allied Health Commission may be one
mechanism to provide this data

Blending new methods with the old.

An example would be computer simulation used
as an adjunct. Distance learning is also offering
some very exciting opportunities.

Moving instrumentation training into the class-
room setting.

Certain laboratory programs that do not have
patient contact can achieve this.

Encourage regional training consortiums.

Regional training consortiums encourage resource
sharing rather than competition. Once again, dis-
tance learning provides increased opportunities.

Monitoring or limiting new program

approvals.

We feel new programs, especially those who
choose not to be accredited, or for those profes-
sions with no required licensing such as medical
sonography, should be monitored. Poorly pre-
pared allied health staff perpetuates the cycle of
non-qualified clinical sites.

Encourage clinical site partnership.
By encouraging an atmosphere of partnership
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First, lwantto complimentand thank Dr. Abramgrams. What is surprising is that we are able to
for such a comprehensive presentation. do this despite the fact that we usually do not have
accessto good supply and demand data regarding
Second, as you will notice from my comments, thle various allied health professions. Whatwinds
issues | willaddress either overlap or restate somghappening is that educational institutions may
of the same issues that have already been mienfact request new training programs at the
tioned by several of the speakers representing tivging of local or regional professional groups or
various constituencies attending this conferendegalthcare providers, elected officials, or a per-
i.e, those representing the educational/ acaderogved need by administrators or interested fac-
institutions, healthcare organizations, and healtlty in our institutions. More often than not, State
professional societies. Whatthisiillustrates is thBbards of Education wind up getting caughtin the
no matter what constituency we are representingiddle between an influential state legislator who
there appears to be a great deal of convergemzmts a particular training program in their dis-
about the issues or problems that all of us arétand a State Advisory Board who may decide
facing. that the program is not needed. Absent from this
process is any type of supply/demand health
There are four issues that | would like to addressorkforce data. Thus, we really don’tknow atthe

These are: state level whether a new educational training
1. Approval of New Programs program is needed or not, or for that matter,
2. Rural Minority and other Underserved whether there are sufficient clinical sites and
Populations faculty to support the proposed new programs.
3. Affiliation Agreements The unfortunate outcome is that the existing
4. Allied Health Legislation training programs in the state end up competing
with each other for limited clinical sites and
1. Approval of New Programs qualified faculty.

Based on my past experience as a member of th&hould give us some comfort, nevertheless, that
Health Affairs Committee of our State’s Highethe Bureau of Health Professions of the U.S.
Education Coordinating Board, we as educatoRepartment of Health and Human Services is
seem to be very effective at justifying our needseginning to address this issue via the creation of
and requests for new allied health training prétealth Workforce Data Centers throughout the
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country. Inthe state of Texas, we have recently formed a Health Personnel Data Ad Hoc Committee
of the Statewide Health Coordinating Council to explore ways of collecting health professions
workforce data. What we have already discovered is that it is not too difficult to have access to
workforce data on health professions that are licensed by the state, especially such occupations like
physicians, dentists, veterinarians, psychologists, nurses, etc. When it comes to data about most of
the allied health professions, however, it is not as easily accessible or collected. Some of these
professions are not licensed and others, if they are licensed, have no government unit or professional
association that keeps track of the number of practitioners in allied health.

Sowhat canwe do about this? | recommend that allied health professionals make their voices known
and get involved with their state boards of higher education (Table 1). Become an active participant
in the decision-making process that approves new educational training programs in the state and also
an advocate for the collection of allied health workforce data.

Table 1. Response/Recommendations

I. APPROVAL OF NEW PROGRAMS BY STATE BOARDS OF HIGHER
EDUCATION:
— need for the program
— supply/demand workforce data
— impact on available clinical education training sites
— availability of qualified faculty

II. RECOMMENDATION: Greater involvement of Allied Health Professionals in State
Boards of Higher Education decision-making committees.

2. Rural Minority and other Underserved “upside,” and that is, it is forcing many of us to
Populations look harder for these non-traditional training sites
and finding them quite rewarding.
The second issue | want to address is related to
one of Dr. Abrams’ points about the need fdBesides serving as non-traditional clinical train-
using non-traditional settings for some of ouing sites, there are also some latent bonuses, e.g.,
clinical education sites. A category of these nomsing these sites for providing healthcare services
traditional settings are located in geographic rés populations that are medically underserved and
gions that have high concentrations of ruralso as prime recruitment geographic areas for
minority and other underserved populations. Ainority and other disadvantaged students that
significant proportion of these populations are stiflre severely under represented in the allied health
being left out of the loop, not only in regards tprofessions. In the long run, students recruited
lack of healthcare services, but also in regardsftom these areas are more likely to return and
being used as clinical education sites (Table )ractice in their communities of origin and con-
Located in these regions are home healthcarébute toward increased healthcare services in
agencies, community-based clinics, homeless shigle region.
ters, nursing homes, small rural hospitals, and
migrant health centers. Specific examples in the order to make better use of these non-tradi-
state of Texas are communities that are locatédnal sites as clinical settings, we need to work
along the Texas-Mexico Border that are densetyoser with federally funded programs like the
populated by a Mexican-American populationArea Health Education Centers and the Health
The “downside” of the proliferation of new alliedEducation Training Centers. Inhe past,
health training programs is that there are fewd&HECs have primarily been concerned with in-
clinical training sites; but, this problem also has areasing the number of physicians. More re-



cently, this appears to be changing and they are beginning to address the wider needs of the he
professions inclusive of allied health. These programs are being underutilized by programs in alli
health. Our experience with both of these programs has been very rewarding, especially as it rela
to the recruitment of under-represented populations in the health professions.

By the way of recommendations, | recommend that allied health programs expand and make better
of non-traditional clinical training sites in rural and underserved population areas. Use these sites
only for meeting the clinical education needs but also as recruitment sites for minority and other und
represented populations in the allied health professions. In addition, work closer with the Area Heal
Education Centers and the Health Education Training Centers in your state.

Table 2: Rural, Minority, and Other Underserved Populations are Still Being Left
Out of the Loop

* Rural hospitals

* Community health centers in rural areas and inner-city neighborhoods, especially tho
with high-density minority populations

105}
(¢

¢ U.S.- Mexico Border Communities

Recommendations:
* Recruit students from these areas - then place these same students back in their communities
of origin to do their internships

* Work with the "What the hecs" - i.e.
— Area Health Education Centers (AHECS)
— Health Education Training Centers(HETCS)

3. Affiliation Agreements * Recognize their value and their contributions
toward training the next generation of allied

The thirdissue | wantto address are the affiliation health professionals

agreements that are so vital to our clinical educa- Reward them with public relations

tion training sites. We currently have over 600 gpportunities when possible

affiliation agreements in our College of Health

Professions and they are a challenge to keep up

with.

Recognize your Preceptors

Send letters of recognition with cc to their
CEO’s

If possible, provide “Clinical Adjunct Fac-
ulty Appointments” along with certificates of
such appointments

Maintain continued dialogue and contact with
the preceptor—don’tjust “dump” the intern at
their doorstep

Have the intern follow up with a thank you
letter at the end of the internship

Invite the preceptors to your organizations’
athletic and cultural events

Socialize/train your next generation of pre-
ceptors

Perhaps some ways to “ease the pain” of affilia-

tion agreements are to:

* Keep them simple .

* Keep the costs of the clinical site to a mini-
mum and the benefits to a maximum

* Keep the paperwork processing to a mini-,
mum, strive for multi-year agreements, and
maximize the number of allied health profes
sions that can be included within one agree-
ment

» Keep the clinical sites “engaged” with
complimentary correspondence: don’t take

them for granted after the agreements ar ) .
9 9 ?‘able 3 outlined and summarizes some recom-

signed . . L
g mendations related to clinical affiliation agree-
ments.
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Table 3: Recommendations

Keep them simple

Keep the costs to the clinical site to a minimum and the benefits to a maximum

Keep the paperwork processing to a minimum, strive for multi-year agreements, and
maximize the number of allied health professions that can be included within one agreement

Keep the clinical sites "engaged" with complimentary correspondence:
—don't take them for granted after the agreements are signed
—recognize their value and their contributions toward training the next generation|of

allied health professionals
—reward them with public relations opportunities when possible

4. Allied Health Legislation

The lastissue | will address is allied health legislation. This is an area that | believe the allied health
professions are not getting involved to the extent that we should or that we can. | recommend that
we:
* Implement tax credits for healthcare organizations that serve as clinical education sites
* Reuvisit legislation for AHECS/HETCs for a greater emphasis on allied health professions

and assistance in clinical education training sites in particular
* Ensure allied health professionals are represented in every state board of higher education
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Thank you for the opportunity to briefly share myiewing the Proceedings from the 1997 Confer-
thoughts and reactions. As background informance on Integrative Learning on Restructuring
tion, please understand that my comments afealth Professional’s Education.
being offered as the Director of Physical Therapy
Education at the American Physical Therapywe can view the obstacles to clinical education
Association and not from the position of theeform as encompassing five “C’s”, that are as
profession’s accrediting agency, the Commissidallows: (1) Competition, (2) Control, (3) Confi-
on Accreditation of Physical Therapy Educatiodence and trust, (4) Change relative to attitudes,
(CAPTE). and (5)Capable of seeing a larger view or inter-
estbeyond a narrow view of a specific discipline,
In examining the numerous obstacles to clinicédcility or organization. Given our time con-
education, itisimportant to recognize that we astraints, | will provide just afew examples of each
attempting to “fix” a highly complex, dynamic,to help you to understand what each “C” encom-
and interrelated system. l am reminded of the bpgsses.
who tried to stop the dike from overflowing. It
seems that as soon as we attempt to plug one hithe first “C” competition, encompasses obstacles
by implementing a workable solution, three morthat relate to competition for qualified and compe-
holes burst open that necessitate far more exp#emt personnel, time, money, available clinical
sive and complex solutions. As a result, ieducation sites between and among disciplines,
reviewing Dr. Abram’s presentation itis apparer@nd other related resources. Competition for
that there are numerous barriers and issues tlimited resources has become increasingly diffi-
warrant our attentionin clinical education. Givenult given internal pressures between and among
the myriad and complexity of these issues, firofessions for qualified clinical educators and
seemed prudentto attempt to provide afundamesites as well as external demands placed on the
tal framework in which to view these barriers ilealth care system by managed care and the
order to develop workable recommendationbalanced budget act.
Resources used to develop these five themes
included not only Dr. Abrams' keynote but als®he second “C”, control, examines issues related
prior experiences realized from participating ito locus of control and decision-making authority.
education consensus-building conferences korexample, decisions related to student progres-
physical therapy, and parallels drawn from resion within a curriculum, assignment of grades,
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determining when learners have achieved estdliie fourth “C” has to do with changing attitudes.
lished performance outcomes, determining whé&r. Abrams addressed thisissue in his keynote as
students are competent and safe to enter prageneral, universal resistance to change. Onthe
tice, and whether or not to develop a program, alhe hand, we may state we do not like the status
represent control-based decisions. The obstagl#o, however, at least we know what the status
posed by the issue of control is focused not ondyio represents. On the other hand, making the
on who is responsible for making these decisiofeap to an unknown, may seem attractive, and
but also who is willing to relinquish control overet, we may be unsure as to how far we are
some ofthese decisions. Inlistening to some of twilling to go to achieve a workable solution. On
comments made thus far, it is apparent that Wwalance, the incentive to change must be greater
view obstacles to clinical education differentlghan the resistance to change or inertia required
based on our lens and locus of control. Often we make a paradigm shift. We might ask our-
attempt to frame clinical education to serve oselves “How urgentis the need for change?” Are
particular need or interest. An alternative pewe willing to delay change until the external
spective might be to consider that the purpose@fivironment drives us toward change? Dr.
clinical education is to determine when the learn@brams alluded to the fact that perhaps the
has satisfactorily attained established performaraecelerated change that we're all experiencing in
outcomes to enter practice at a level that ensudisical education would not have occurred so
safe, effective, competent practitioners, as ompidly without changes in Medicare, the Bal-
posed to deliberating about who has control aaticed Budget Act, and managed care in the past
authority over a specific aspect of learning in trex months. Perhaps without these external ac-
practice environment. celerated changes we might not be viewing clini-
cal education in crisis and in need of reform.
Let’s move on to the third “C,” confidence and
trust as it relates to clinical education refornThe last “C”, which | believe is the most impor-
Confidence relates to respect and how decisiclast, addresses the capability to see the larger
are made within an organization or profession thiaterests rather than a narrower view. Credit for
affect members and ultimately consumers. Trutbte last ‘C” goes to Joseph Black, PhD, Senior
relates to our ability to trust one another as healitice President/Division of Education at the
professions with differing interests and needémerican Physical Therapy Association. Dr.
Consider this...ideally if we had confidence anBlack has shared his perspective on this issue
trust in each other as health professions, then wigh many persons in physical therapy through
would be able to commit to clinical educatiorducation consensus-building conferences. In
reform without having every health professiopssence, this means that the individual or profes-
represented if we viewed the obstacles similarlgion is able to view the problem and solutions
Thus, no matter which disciplines were presenttonsidering the larger interest of the profession,
develop solutions, we could have confidence amather than a narrower view of a program institu-
trust that proposed solutions would have bedion or clinic. In this case it could mean the very
made with the consideration and interest of alrvival of clinical education within the health
professions. | propose, that currently, this is noare environment. To assume this posture would
the case. If remedies were developed, it is mareean that an individual would need to set aside
likely that each profession would reserve thieis/her personal bias or a particular position to
prerogative to tweak the outcome just a little bfind solutions that are workable for the greater
differently to suit its needs. This behavior igood, even if the solution is not his/her preferred
certainly understandable but perhaps does mattcome or is not currently attainable. The ex-
move us closer toward addressing clinical educample that Dr. Abrams shared in physical therapy
tion reform. Hence, until we move to a placefthe developmentof a national voluntary clinical
where we have confidence about decision-magerformance instrument for physical therapist
ing within our respective disciplines and trust thdPT) and physical therapist assistant (PTA) stu-
decisions can be made without every disciplirdents represented such an achievement. At one
being present, reaching solutions as a grouppint, there were more than 50 different tools
professions will be fraught with frustration andpeing used to evaluate PT and PTA student
more likely, a nearimpossibility. performance in clinical education. The willing-



ness on the part of academic programs, consorbagck to their respective members to enable them
and clinical education sites to let go of any orte achieve a sense of “buy in” with the outcomes
particular instrument to develop a new uniforrand to offer alternative solutions that might not
evaluation instrument was not an easy task. have been considered. This perspective is based
took this profession three years to get to thapon principles that have been used successfully
position and to achieve agreement on an evalwethin physical therapy education to achieve wide-
tion instrument that was both consensus-basggread consensus on controversial issues. This
and evidenced-based. In the final analysis, pgrocess is intended to build confidence and trust,
sons or organizations must believe that in anti@nsure a larger view, minimize competition, and
pation of outcomes that can be achieved thatow for shared control.
serve alarger interest are worthy of relinquishing
something that maybe familiar butmay nolong@. A second recommendation relates to sugges-
be effective. tions for expanding the evidence-base of clinical
education that we addressed this morning. We
Finally, when considering all five “C’s,” to bemight seek to obtain data on the “best clinical
able to achieve clinical education reform requiresiucation practices” across disciplines that meet
an examination of the incentives of each of th@oductivity standards, are cost-effective, and
stakeholder groups that are needed to achieaahieve discipline specific performance outcomes.
workable solutions. We must clearly understandfe need to publish these "best clinical education
what each group brings to the discussion apdactices" across disciplines. We also need to
what are their incentives relative to clinical eduwzonsider the best clinical education practices that
cation reform. If common ground can be fountheet the incentives of all stakeholder groups
among all stakeholder groups, then we can begithile achieving performance outcomes of learn-
to move toward finding mutually agreeable soliers.
tions. If, however, the incentives driving each
stakeholder group is different (eg, bottom lin& secondary study would examine the qualifica-
dollars, quality product, number of students, safetyons or attributes of those clinical educators who
etc) then the ability to achieve consensus amohgve demonstrated the best clinical education
all groups to achieve a common solution may lpgactices. As a result, education and training
problematic. programs could be developed for clinical educa-
tors based on both best clinical education prac-
Giventhese five “C’s,”  would like to offer threetices and attributes of clinical educators teaching
recommendations (Table 1). in those programs.

1. Buildingonthe earlier suggestion to establigh follow-up to the above study would evaluate
a commission, | believe that it is imperative thathether or not there is a difference in the perfor-
all stakeholder groups involved with clinical edumance outcomes achieved by students when pro-
cation are convenedtoinclude students, consuwided clinical education with persons who have
ers, higher education, clinical sites, managed ca@mpleted the education and training program.
representatives, payors, etc. Tofacilitate consérhie bottom line is: does research and training
sus building would require the development ahake a difference, and does it resultin raising the
agreed upon assumptions to establish boundari¢sndard for clinical education?

tofocus the discussion. Inaddition, persons must

be able to demonstrate, in advance, their comnit- A final recommendation is to develop a com-
ment to achieving consensus-based solutions syebhensive and systematic plan for designing,
as signing a covenant that describes preferriegplementing, and evaluating clinical education
attitudes and behaviors needed to reach agretructures that include new structures, partner-
ment and solutions that address a larger vieghips, and changing current paradigms. This
The work of this commission would be to develojpng-range strategic plan should coordinate all
a set of sufficiently broad and applicable guidingspects of change to bring about clinical educa-
principles that each profession would be able timn reform, rather than a splintered approach that
apply to its clinical education. Each disciplinéplugs the dike” with quick short-term fixes.
would be able to take the work of this commissidm summary, we need to offer recommendations
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that focus on outcomes rather than control, foster confidence and trust, minimize competition and
maximize cooperation/collaboration, empower persons to positively embrace change, and enable
professionsto value decisions that consider the larger view and interests in order to effect broad-based
reform. Our future in clinical education depends on achieving these changes if we are to survive in

the next millennium.

Table 1: Recommendations

 Establish a commission: All stakeholder groups involved with clinical education are con
to include students, consumers, higher education, clinical sites, managed care represe
payors, etc.

» Seek to obtain data on the “best clinical education practices” across disciplines that
productivity standards, are cost-effective, and achieve discipline specific performanc
outcomes

» Develop a comprehensive and systematic plan for designing, implementing, and eval
clinical education structures that include new structures, partnerships, and changing

ened
ntatives,

neet

ating
current

paradigms
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| want to thank the planning committee for the active member in my own society and have

invitation to speak before thisimportant meeting. had the pleasure and challenge of doing many

I commend the previous speakers and the salient interdisciplinary workshops to clinical

points they have already addressed in considering educators.

the ‘pioneering of new approaches to clinical Last, | apologize for reading, as | seldom use

education/training.’ 1 also am aware of the great notes. | have limited time and much to cover.

anxiety created within me as | listened to their This will also prevent me from side-tracking

presentations in fear that all my main points into ‘preachable moments.’

would be taken. Seldom do | ever find myself

speaking last; | always volunteer to go first. Sbhave been asked to discuss the role of profes-

some of my comments will validate previousional societiesin clinical educationreform. The

statements and recommendations while the nthree pre-conference foci given to me were:

jority will be furthering our discussion. 1. the impact of practice and core competencies;

First, | need to create a context for the basis of rﬁythe influence of accreditation standards; and

presentation: 3. the potentla! resources for reform if the allied

health professions cooperate and collaborate on

« 1do not see clinical education and clinical the criticalissue of clinical education reform. Ido
training as one in the same. My preferend®t €OMe to you with expertknowledge of all the
is education at this time is not just to professional souetl_es. I was told that each of you
habituate behavior but to integrate knowl- Would do the tweaking as needed for the group as
edge and enhance skill development as tHeWhole as well as applying the issues | discuss to
foundation for professional reasoning. your own professional societies. During this 30-

« Please excuse my own professional minute presentation, Iwill
socialization process if I slip and call clinical
education: fieldwork.

* 1 do not portray myself as a scholar of
professional societies but will share my per
spective as a member because members are
the ‘engines’ that run societies. | am an

Briefly review the context in which
professional societies operate

Describe the 8 major contributions of
societies to the health of our national
community followed by an expansion of our
notion of clinical education stakeholders
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» Then one-by-one, | will provide possible  of members in the latest technologies and prac-
scenarios that professional societies can tice environments.
engage in to respond to emerging issues in
clinical education Certainly, there are as many different approaches
» Finally, I will call upon the unique contribu- to addressing these issues as there are health
tions that collectively societies could makeprofessions represented because each of our

together to ensure excellence in clinical edsocieties has its own unique ‘way of doing
cation while boldly providing cost effective, business.” | will outline today how we might
accountable, quality health-care delivery. mobilize this diversity among our professional

By the way - if | was publishing this in my ow

societies to enhance clinical education (Table 1).

society - | would now have to do the appropria
disclaimer . . . . “The opinions expressed in th

presentation are not necessarily those of the sqEt

ety” ....and so on.

Think of your professional society.
Gotitin mind?

Write down the 3 most critical issues or currer|
priorities your professional society is address

2 Table 1: The Role of Professional
5 Societies*

. Play a major role in developing the wor
force

 Provide education for new career oppo
nities and mobility

» Develop resources to address issues g

trends in the profession

—r

* Introduce, if not identify, new innovatior s
and technologies enhancing service

How many of you identified specifically clinical delivery

education on your list? . ) _ .
[Authors Note: Less than 20% of audience rais{|s DI Marie Reed, President, National Orga|-

. zation for Competency Assurance (NOCA) | er-
their hand ] sonal communication, May 1999.

ing today

This is exactly my point. Even though | an.
speaking to the clinical education leaders in oBrofessional societies are the conventional key-
societies, we must recognize that this is seldonstnes uniting members with common background
priority issue for our organizations. Thisissue isand interests nationally. For the most part, they
secondary concern for societies and for someage made of volunteer members who may have
‘hot potato’ regarding assuming responsibility fojpined to support the collective good of the profes-

clinical education. For some, clinical education sion or may only be members as long as they get
a thorn in the side of our societies’ prioritiesaccess to valued services.

While others have neglected clinical education, _ o

failing to note that a buried treasure awaits. Frof{1us, professional societies are the keystone for
the vote just taken, only a handful of our allie@8SS€SSing, planning, and supporting universal

health societies currently address clinical educginical education issueghe three critical com--
tion as a priority. ponents of clinical education formulate the criti-

cal questions that must be addressed during our
So what is the role of professional societieghScussion of the role of professional training

What do members and the public believe thatthE%form:
do?

What will health sciences graduatewed to

i 2
THE ROLE OF PROFESSIONAL know in the year 20107

SOCIETIES What will clinical educatorsneed to know in
Professional societies have been acknowledgegh 0?

as representing the core values of their members,

contributing to, if not setting, practice standard¥Vhattype of sitesvill provide health care in the
as well as providing leadership to health capear 2010?

issues and policy. Societies have facilitated t

.l\ﬁithoutavision capturing our response to these
development of the work force through educati P g P

O(?uestions, our responses today will re-create



today - not invent tomorrow. Regardless, first because | have an antiquated clock with
and foremost our responsibility is our recipientof hands on the wall.

care - next we must answer these questions

presented here. | ask you, yesterday, did we uill avoid even discussing the impact of videos,
this in our discussions and consensus-buildin¥#§l€0 games, South Park and MTV on their need

Or did we only reinforce traditions? Our chalfor high stimulus entertainment-based instruction

lenge is for each us to stop fine-tuning the old affy10 Minute segments! Who would have thought
pioneer a new future! that Bart Simpson would become a highly-rated

family -entertainment show? ...or that 36% of
PRECIPITATING EVENTS students now report being bored in class.
As an educator, the call for reformation of health ) ]
care education and training is rooted in avariegﬁfo_re you call me a cynic, let me give a few
of reports, like the Pew Commission Reports thggtails about our students today that Hansen
began and continue to appear earlier in tHi998) has gleaned from scholarly research and
decade. Close at hand, was the emerging ‘tug-gfvernment reports.
war’ between business and humanistic approaches
to caring advocated by our professions. One of
the bigger players, managed care organizations
(MCOs) reformed practice around cost effi-
ciency and complained how our entry-level prac-
titioners were unprepared to practice in these
organizational contexts successfully.

The percentage of high school graduates age
16-24 enrolled in colleges rose from 46% in
1973 t0 65% in 1996. 31.6 % in 1997
received “A” grades in courses considered
for college admission compared to 12.5% in
1969 and the time spentin high school home-
work among seniors is at an all-time low: 3.8

Ironically, the emergence of MCOs drastically —hoursin 1997.
eliminated many clinical education programs se&- 69% of full-time students are now employed
ing them as expenditures and even revenue deter- compared to 36% in 1973 with slightly over 1
rents. In essence, MCOs became their own worst in 3 working 20 or more hours a week.
enemy. How could any entry-level practitioner 100% of colleges offer remedial programs
embrace managed care when they were nottrained now serving an average 20% of the fresh-
within this system? .... A system that was not man class.
only negligent in its clinical education response  Only 10.6% of their mothers are fulltime
bilities but constantly used cost efficiency as the homemakers compared to 33.9% in 1976.
exclusive characteristic determining quality of And 3 times more were from divorced
care; the cost/reimbursement area is very low in families with an estimated 32% of children
value for many direct service providersincluding living with only one parent. Suicide, murder,
students. sexual assault and other forms of violence
are rising to become everyday events in our

THE IMPORTANT CONTRIBUTION TO youth under the ages of 18.

PROFESSIONAL SOCIALIZATION

While clinical education is amajor component of , 4y s college students are different from what
professional socialization for our practitioners, we, \vere as students. This difference influences
cannot fully comprehend responses to reforming, 1 \ve admit to our health science programs,
clinical education without also considering th%eir‘educate-ability’ and ultimately what comes
supply ofindividuals or students who are entering q|inica| education. Regardless, professional
ourtraining programs. Certainly, laminawe thaf, qjajization reflects a complex interaction of
the majority of my students in the classroom: o rtant environmental and interpersonal vari-
_ ables influencing clinical education students (Fig-
* donotremember Vietham and some Now ;.o 1) These must be recognized in our clinical

even the Gulf War _ education reform, if we are to ensure future
» prefer the Internet over the library to gath‘ﬁuality practice

information

e cannot go to college without an answering
machine and microwave and

» are challenged to tell time in the classroom
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Figure 1: Influences on the Professional Socializing Process

STUDENTS

To
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??27 Professional Quality o
Socialization Practice

m aturation preparedness life experiences
mass media attitudes family

THE INFLUENTIAL PROFESSIONAL My suggestion is that professional societiesst
ASSOCIATION be one of the major ‘cogs’ in our training wheel,
As a result of dynamic, external forces, odf we wish to ensure implementation of our
professional societies are faced with respondif¢feprint activities. We must acknowledge that
to the changing demands of the health cafdthout the proactive engagement of our profes-
systems and the changing demographics of théipnal societies, we cannot move ahead.
membership. Association concerns include,

. i [ societies play in the
are not limited to- bWhat role will professional play

future?

* Matching association business with the needs

: roactive: facilitating, advocating and leadin
of members in the trenches P 9 g 9

or

« Changing reimbursement patterns and prat- reactive: supporting, hindering or ignored

tice expectations We must acknowledge that without the proactive

e Role models for new environments and prag_ngagementofour professional societies, we can-
tice not move ahead. Clinical education is every
practitioner’s business, be they an educator or
In planning for clinical education reform, onalirect service provider. Thus, supporting the
must always question what percentage of pracstudenttraining role might actually increase mem-
tioners in a given health care discipline are cupership in societies if continuing education, even
rently being served as members of a given socertification were part of membership services.
ety? Estimates of member/non-member ratid¢ minimum , any society that distributes annual
are probably inflated or inaccurate if provided bgwards for commendable professionals activities,
the society themselves. Possibly comparisonsifiould have an outstanding clinical educator
society membership data with numbers from stagevard.

licensing boards or national certification agencies

might provide a more accurate estimate of tdembers may also question the wisdom of some
health care practitioner pool. societies’ priorities for clinical education. For

instance, while | admire my own society’s initia-

Societies are consistently balancing between tesn of innovation to address the needs of our
sponding to grassroots needs versus evangelizfiggdwork educators through workshops, on-line
or in some cases, ruminating over critical issueself studies and news stories, | continue to ques-
Why is thisimportant? In planning clinical education that releasing the program coordinator over
tion reform, we need to get to the individuals ifieldwork eduction during our most recent waves
the’trenches’ or the ‘babble from the pulpit’ willof down-sizing was wise. Of course, members
fall on deaf ears!



were assured that the individual’'s activities welelIGHT PROFOUND ASSOCIATION
re-assigned—nbut then | must question who IMPACTS

focussing on clinical education and giving it adSocieties or associations are noted as having a
equate support? My fear is that the recent charg®found impact on eight major areas that are
in my society’s organization only buries this issu&orthy of noting in our deliberations (Table 2).
deep within the muck of society business, as het me quickly read the list of association impacts
strong advocate is apparent or accountable fas they become the foundation for the remainder
clinical education in day-to-day operations.  of my presentation.

Again | return to your responses on the pq
test...What importance does your society give
clinical education? How do they ‘walk the talk’

9
pTable 2: The Eight Professional
Association Impacts

oris it just given ‘lip service? 1. Educating members and the public
PROFESSIONAL SOCIETIES & LEADER- 2. Setting and policing performance and sa| ety
SHIP OPPORTUNITIES standards

Our professional societies can be leaders in {pe: Promulgating and enforcing codes of etf)ics
area of clinical education. They are one of tiig and professional standards 3
largest and most powerful forces in the U.{|.4- Conducting research and compiling
today. Their collective membership represen|s  Statistics _

one of the largest, most powerful forces in thp - Political education and group advocac
U.S.today. Some societies are trade associati{ jrf& Directing member talents toward
while others are membership societies or profg 5- community service

sional development organizations. Thus, thd|r?- Self-funding countless programs that -
ability to impart social and economic changes af|d  i€ve government of the burden
benefits is insurmountable. By placing clinicg| 8- Create invaluable services to the comi
education high on association agendas as a dn- nity

tral component of all our business, clinical educ||-SWSAE Report, 1997

tion reform can succeed.

=

u-

CREDENTIALING MECHANISMS FOR
PROFESSIONAL SOCIETIES & PROGRAMS OR INDIVIDUALS
_II‘_EAk‘)DE?fSHt.IP CHAITLEdNGES linical educati Before proceeding, | must acknowledge three
?c € ettective a;sba caderin i'n:cc,; N u%ar I(}ﬂajoractivities that contribute to the professions
reform, we must be cognizant of the public g hicp 5150 have an investment in clinical educa-
perception, ifnot skepticism, in permitting Sociely,  yoform but are not considered in traditional

|esb;t.o lead neceig,ti;]y (;lhan?efst;hatkbe?_eflt initions of professional societies, butwho also
public we Serve. € heart ofthis skeplicism, o major stakeholders in clinical education re-

s the groww;gt_pL:jbIlc, and_tgot\;]v o‘:ge;nlzatl(’)rgq: rm. Each is represented by their own collective
management tiredness, wi € trtwars b jroupings and boundaries of interest that must be
tween professions and the consumption of soci

: S anowledged. | share with you, definitions of
resources to protect professional turf! Souetl?ﬁ,

) L . ese stakeholders to seek their cooperation in this
work quietly, giving rise to suspicions byobservb ueprint and to guide our own taxonomy and
ers that their goal is on protecting the sanctityg mmunication regarding clinical education re-
the profession which ultimately detracts fro
their ability to serve society as originally in-
tended. Licensuregives the qualified individual the right

So, what do we need to do to create working agoade!ivgr a specific set of services in a given
team among respectful, responsible professidH-irfs?:)Cr??onr' thAe ?n?j\?\?i:;];zﬂg arg;ai:li?égrants per-
als? Our societies can extend a collective lead8F: P :

ship role to foster team-building across profegertification ensures a uniform set of profes-
sions. Clinical education reform might be one @fional competence in service delivery across all
the safest areas to demonstrate our team-buildigghijar providers. Mandatory or voluntary certi-
potential to the public... fication is validation for that public that an indi-
vidual possesses sufficient qualifications and
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knowledge to practice competently in the area certified.

Accreditationdeals with institutions and not individual qualifications of service. Accreditation is a
voluntary process assessing and giving status that predicts or safeguards performance of the
institution or academic program for the public.

Each of these three credentialing mechanisms are deeply vested in clinical education reform as they
require direct or standardized practice in some way. Some of these credentialing activities overlap
with those of societies which hopefully could increase the support of mutual interests. Thus, the
diversity of interests of societies is influenced by the critical professional activities of licensure,
certification, and accreditation each of which warrants attention in our blue-print planning.

THE POTENTIAL IMPACT OF SOCIETIES IN CLINICAL EDUCATION REFORM

I want to return now to the role of professional societies using the eight important roles that are served
by societies to delineate how these groups might focus on clinical education or training. Table 3

provides a list of these eight association impacts and potential considerations of actions regarding
reforming clinical education.

Table 3: The Eight Profound Impacts of Professional Societies on
Clinical Education Reform

Educating members and the public

- Setting and policing performance and safety standards

- Promulgating and enforcing codes of ethics and professional standards
- Conducting research and compiling statistics

Setting and policing performance and safety standards
- Ensure educational standards specify entry-level preparation in the clinical education role
- Assess who should ‘control/direct’ clinical education: education or practice?

Promulgating & enforcing codes of ethics and professional standards

- Certification of supervisor and training site

- Educate regarding ethical use of students and ethical organizational behaviors
- Maintain educational integrity of clinical education

Conducting research and compiling statistics
- Fund studies and disseminate results
-Government and association (single and joint)
-Best practices
quality of care provided through clinical education
supervisory effectiveness
cost-benefits
-Model clinical education programs

Political education and group advocacy

- What about co-treatment outcomes?

- Student-supervisor interaction

- Interdisciplinary

- Population-based

- Community focussed

- Health promotion and disease prevention

Directing member talents toward community service
- Emerging practice environments

- Encourage servant leadership

- Recognize and reward clinical education activities

Self-funding countless programs that relieve government of the burden
- Partnerships between associations

- Common CE interests

- Likely to practice together

- Demonstration projects as models

Create invaluable services to the community

- Help academic programs open new practice environments and place students
- MCO'’s: consumer education; screening

- Students serve those who do not have reimbursement




Reviewing each one provides an initial list oAfter years of reflective thinking, we must en-
themes and opportunities that each society cgage the long-standing debates about whose
undertake to support clinical education and magsponsibility is clinical education? Education or
provide ideas for this consensus conference. practice? These arguments appear ludicrous as
clinical education or some type of professionally

Educating members and the public supervised process in the ‘real world’ is critical to
» Setting and policing performance andhe long-term term viability of a profession!
safety standards However, until we resolve ownership claims and

e Promulgating and enforcing codes ofvoidances we will halt progress. Several models
ethics and professional standards €Xist within the allied health professions repre-

« Conducting research and compiling Sented here. Cana comparative analysis provide
statistics information forus all? Forinstance, the contrac-
tual arrangement between the academic and clini-

First, society members must encourage the b&8t Settings has nearly become a nightmare to
and brightest to come our way. | am greatf?pth- Further, doesn't it make_sense with our
discouraged by clinical educators who in times §ng-term placements that practice evaluate fu-
work stress or distress, discourage potential styr€ Practitioners for professional competence
dents, and ESPECIALLY current clinical stu@ndsocialization? Dependence onthe academyis
dents from pursuing their chosen health profe!9oking backwards and not forwards.
sion. We all know that this approach is frequentl _ _ _
self-serving not to mention being, a cruel assatﬁfommgat'”g and enforcing codes of ethics
on one’s hopes and dreams. The cumulati@)d professional standards
long-term effect on the profession could be devas- *  Certification of supervisor and train-
tating. ing site

* Educate regarding ethical use of stu-
Second, we need to specify the competency and  dents and ethical organizational

outcomes from our clinical education process to behaviors
ensure accountability and garner public recogni- ¢ Maintain educational integrity of clini-
tion of our contribution...including the important cal education

contributions of clinical education.
I believe thatitis a travesty that, for the most part,
Setting and policing performance and safetythe health care professions have relied on clinical
standards competence and not educator competence to be
* Ensure that educational standards  the primary criteriato serve as a clinical educator.
require entry-level preparation in the Being aclinical educator is different than being a
clinical education role before gradua-clinician! A good clinician is not automatically a
tion good clinical educator. Professional societies can

e Assess who should ‘control/direct’ cliniserve the very important role of establishing uni-
cal education: education or practice? Versal standards across all clinical education.

Professional societies should ensure that evé¥{ice, the role of the clinical educator seldom
individual entering the profession has the fund&eceives attention during entry-level education,
mental knowledge to serve as a clinical educat4e need to develop clinical educator training

and that serving as a clinical educator is a profé§ograms if not certification processes. Most
sional responsibility. importantly all accreditation standards for aca-

demic programs should include mandates for

I'll even risk saying today that every societptudentsto be prepared forthe roles and functions
should not advance the status of members @flinical education.

experts, specialists, and so forth unless these

individuals are active|y engaged in mentorinﬁurther, certification of the clinical educator’s

junior members—especially clinical educatiofompetence is necessary but not sufficient. We
students! must also specify the learning tasks during clini-

cal training. Failing to do this, we leave the
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student with qualified supervision but without th@olitical education and group advocacy

specific skills deemed essential for practice. * What about co-treatment outcomes?
* Student-supervisor interaction

Twoimportantconsiderationsinourreformmust o |nterdisciplinary

beincluded. First, intoday’s health care changes, ,

education and implementation of clinical actions

thatemulate ethical practice is essential. Second, |

we must avoid losing the educational integrity of

clinical education by allowing ‘on-the-job train-

ing’ expectations to overtake the goal for thi

learning experience. Anything less would meafﬁI theTe ’mo_dilg)rograms a_nd stl_JQy ?f best prac-

that we were only training our students for today ces, let's risk demonstrating critical outcomes

practice and not educating them for future pos fom exciting possibilities such as co-treatment,
bilities and interdisciplinary clinical education to pro-

mote the emerging health care needs in a proactive
Conducting research and compiling statistics manner. F“Tthe“ encourage C|II’1!C&| educationto
. . ) occur in settings that are population-based, com-
* Fund studies and disseminate results . . .
Government and association munity focused, involve health promotion and
. . disease prevention and for some, help individuals
(single and joint)

. with chronicillness and disability achieve qualit
-Best practices y g y

quality of care provided through of lfe.
clinical education
supervisory effectiveness
cost-benefits

-Model clinical education programs

Population-based

Community focussed

Health promotion & disease preven-
tion

| advocate the importance of ‘same discipline’
modeling and supervision during clinical educa-
tion training. Consequently, moving into these
new arenas is challenging as | am not convinced
that direct supervision by an ‘outsider’ is in the

3:;5#ﬁg{gt}gfg;{%ﬂ?gea%?gsr;%j;?gﬁlnin est interest of student's professional develop-
education broarams and ‘lg)]est rgactices’ 1 bo ent. Thus, funding appropriate clinical educa-
prog P n supervisors in the health care environments

curr_en_t and emerging health care settings. O(%'frthe future is essential if we are going to have
societies should be encouraged to approach PEP;

) ) dramatic beneficial changes in health care deliv-
fessional foundations as well as external funding, ,
agencies, including the federal government t0”"

support these studies. _When app_roachlng .tB‘iarecting member talents toward community
federal government or private agencies regardlg rice
support of our direct service delivery interests,
professional societies must pledge to advocate for

the critical importance the role clinical education

serves in ensuring qualified services to our cus- ® Recognize and reward clinical educa-
tomers. tion activities

Emerging practice environments
Encourage servant leadership

If service providers do not provide quality ser- have previously addressed emerging practice
vices, then the need for a profession or a proféglvironments and encouragement of members to
sional society will become defunctand as a resgfigage in clinical education as a part of profes-

there will be no members to pay dues to o§tonal servantleadership responsibilities.

societies to sustain their activities! _ _ ) _
Finally, each society needs to publicly recognize

Clinical education, using best practices and implgignificant contributions made by clinical educa-
menting model programs, are critical to servinigrs- Official recognition of outstanding clinical

our public responsibility and sustaining our prg@ducators and administrative support of clinical
fessional interests. education should be advocated by every society.



Self-funding countless programs that relieve[Author's Note The release of the July 80

government of the burden Medicare Regulations after this conference is
» Partnerships between associations naive regarding students and disastrous to health
e Common CE interests care services, in general. The new regulations
« Likely to practice together indicate that student interventions are not reim-

bursable and that all student activities must be ‘in-
line-of-site’ with their supervisor. First, who will

Partnerships between associations could be cJ&iin studentsifthey are unable})o obtain compen-
saving by pooling resources and reducing duplicg&tion for their time and costs? The long-term
tion of clinical education activities. DemonstralMplication is that we will not have future practi-
tion projects of these collaborations betwedif"€rs prepared to practice effectively within

societies is needed. A beginning position woufjedicare-driven environments. - Second, they
be those interdisciplinary activities that naturall{)2ve negatively impacted overall quality of care

occur in practice as well as considering whoR€yond that which can be delivered by profes-

new interactions. The new Triallance formeaionals within the reimbursements caps set for

between occupational, physical and speech |aprvices. The ‘line-of-site’ supervisory mandate

guage pathology is an example. While certain_f?r students significantly limits the extension of

the presidents must be politically astute duridgnovative use of students to deliver needed

these interactions, a variety of other beneficigf"!c€s: _ o
collaborations are initiated during day_to_daghe|mportantroleourprofessmnal societies play
business in preserving service delivery is essential, but

they mustalways be simultaneously politically
active in preserving the roles of clinical education

Create invaluable services to the community £ stud lified f .
«  Helpacademic programs open newpracq students to ensure qualified future practitio-

. : ners.
tice environments and place students ]

g/IC;) S consumehr educ:;tlog;screinlnq_'ow did this happen with our societies as our
t_u ents serve those who do not aVQNatchdogs’? We should have been proactive
reimbursement instead of having to be reactive.

* Demonstration projects as models

Professional societies can encourage clinical eyyre POTENTIAL ACTION STEPS
cation models that provide community Servicggneficial political reform will consider all of
such as consumer education, screening and pig;r b|avers interested in the professional com-

viding health-care services to those individual%tency of entry-level practitioners and ser-
who are being significantly underserved today; e hroviders as a result of clinical education
This creative use of students would demonstra(;ﬁtcomes (Figure 2)

the efficacy of services in new health care envi-
ronments as well as provide services to individ{ -Figure 2: Professional Societies
als who would benefit from our care but are nqt
supported by the usual reimbursement source .

d

Licensure

In some settings, this suggestion will take stude nt
time away from the revenue-generating activiti¢ s
that may not be palatable. In others, this utilizi |-
tion of student effort may positively address th
institutional mission initially, and even result ir Association
new sources of practice or revenue-generatid

Remember, we all are here to “serve the greafgg, yhis in mind, | briefly will propose 10 more

public good”. However, | mustreiterate that thg e ntia) action steps this group could take to plan
‘community of interest' regarding clinical educac'linical education for 2010 (Table 4)
tion reformis much broader than just professional

membership societies. 1. Elevate clinical education as an essential
role, not an apology, gift or burden

Certification Accreditation

A1
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Table 4: Additional Potential Actions for Professional Societies

1. Elevate clinical education as an essential role not an apology, gift or burden

2. Create funding to:
-re-distribute health care providers who actively train students
-training program/stipends for training in emerging, rural and underserved areas

3. Create an Association Cooperative
-centralized/uniform
contracting scheduling
evaluating reporting
regional consultants
share information and resources
clinical educator professional development & certification programs

4. Coordinate use of information technology
-professional development of clinical educators
-sample instructional approaches
-bulletin board of related events
-listserves around common interests
-use of video-conferencing for remote supervision
-electronic clinical education records

5. Publications
-identify and pursue special issues ( an electronic journal?)
-publicize clinical education role models for emerging areas of practice
-panel to compile all outcome studies

6. Declare the “Decade of Clinical Education” to place on all association agenda
-identify and pursue needs in ‘the trenches’
-stimulate collaborations
-coordinate external audience educational benefits

7. Educational campaign for MCOs
8. Ensure program and reimbursement regulation watchdogs are present and collabd rating
9. Find those who have the PASSION and let them educate!

10. Make clinical education practice responsibility

We need to either create or mandate, if the later is possible, that clinical education is a responsibility
of all members of the profession. Education adds new members to our family. Clinical education is
arite of passage similar to the emancipation of adolescents. We acknowledge the hard workin raising
ayoung professional, but good parenting or supervision by a qualified clinical educator is essential for
a healthy start.

2. Create Funding

We should seek ways that clinical education can re-distribute health-care services to underserved
populations in our country. Potentially, funding options are needed such as loan deferments. | hope
that a representative from lowa will present tié#althy People 201plan to address this issue.
Yesterday, AHECS & HTECS were proposed as potential partners in clinical education to
underserved regions. But more importantly, our blueprint recommendations could go a step further



by not sending the entry-level practitioners aloriReady access to related information is essential
to these underserved areas. They need qualiftedupport clinical education. Based onthe groups
role modeling. Our plan should create proactivreere, why not propose that a panel be convenedto
strategies to demonstrate the value of developiogmpile, critically evaluate, and topically organize
a cadre of experienced clinical educators in theakexisting outcome data on quality clinical educa-
settings who could serve as student supervisticen approaches across the health professions?
and mentor students launching their careers Rneferably, an Internet-based clearinghouse would
these settings. be ideal to make this information readily acces-
sible, easily searched and rapidly updated with
3. Create an Association Cooperative new outcome studies. This site could be ex-
A consortium of health providers should be companded to support dissemination of new training
vened to develop a long term plan to increase thmdels, too. This could become a resource for
efficiency and quality of clinical education activi-clinical educators to promote involvementin training
ties. The goal is to centralize common tasks as well as provide examples of alternative ap-
well as share ‘best practices’ across the heafitpaches to supervision, student development
professions. and program development.

The Health Professions Network (HPN) is oné. Declare the ‘Decade of Clinical Education’
example of a group that could undertake this taBlacilitate universal attention and development
of getting smaller collectives of health profesn clinical education by proclaiming the Decade
sions with similar clinical education processes tf Clinical Education beginning in the Year
work together to reform clinical education. FoR000. This is a serious recommendation as the
instance, OT, PT, Speech, Psychology, Socialajority of future practitioners in each of our
Work, and several others have common clinicéields is likely to graduate in the next 10 years.
education interests ripe for discussion throughFor the most part, our entering professional
cooperative model. groups each year are larger than previous ones,
challenging the ratio of experienced to inexpe-
On a smaller scale, my current dean of healtienced practice resources. At the same time
sciences has streamlined clinical education comeonomic forces challenge and even hinder
tracting and the ease of establishing clinical edgeod clinical education.
cation sites by simply requiring a universal con-
tract. When a site signs an agreement, it covansus, never before has it been more important for
all eight disciplines in our school at one time. Qfrofessional societies to elevate clinical educa-
course when more than one academic prograion as a primary issue. Attention to clinical
trains in this site, other efficiencies and qualitiesducation activities must be placed onthe agenda
could be served beyond this major process. of all our health professions societies, agencies,
etc. Leaders and members must comprehensively
4. Coordinate use of information technology address complexissues related to studenttraining
A panel of clinical education experts should corand ultimately, our real goal, the preparation of
vene with information technologists to explorentry-level practitioners to ensure the public’s
new approaches to delivering traditional clinicalemand for competence, quality and predictabil-
education activities. | have listed a few herdy in health care delivery.
Advancements in information technology applied
to clinical education activities would clearly ex7. Educational campaign for MCOs
pand the utility and quality of student trainingiCOs, and other collectives, need to be educated
activities. regarding the role of clinical education. A promo-
tion campaign of sorts, needs to be launched.
5. Publications
The Information Age clearly indicates, that th8. Ensure program and reimbursementregu-
person who can access and use information mtzagton ‘watchdogs’ are collaborating
effectively, will be the winner. We need to bringOur professional associations need to closely
clinical education into this new paradigm. Sommonitor and successfully challenge legislation or
ideas are listed below. funding patterns that negatively impact clinical
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education. Power through professional consaration that began to emerge yesterday in this
tiums would have more impact than any onsonsensus meeting. We are being asked to adapt
society could offer alone. and lead - which we must. | observed us all
“tweaking” the familiar yesterday but not much
9. Find those who have a PASSION to aboutparadigm-shifting - which I think may need
educate and let them educate! to happen.
Identify those clinical educators who havees-
sion for student training and let them educat&upervised clinical education is an essential need
Similarly, ensure they are encouraged if ndor entry-level practitioners to be prepared for
rewarded by employers for engaging in profesafe, quality practice. Today, | have laid numer-
sional education. ous ideas from my own thinking for you to
consider during your discussions.
10. Make clinical education a practice re-
sponsibility Professional societies, collaborating with each
The last one | know varies considerably acrossher, must identify, support and replicate the
each of the disciplines represented here. If maiigst practices’ in clinical education. Simulta-
ofthe previous resources were in place that | haweously, societies are called upon to address
mentioned, then the responsibility of clinical eduhealth care system demands and the professional
cation could move to it's rightful owner—PRAC-development of ouuture practitioners—ensur-
TICE! Where professional development caimg a beneficial balance between professional,
traject forward beyond educational foundationskientific and humanistic values within and among
the health professions. This is the primary role of
In closing, | believe we have the energy availabtair societies. | leave you with this important
in our professional societies to create alliancesntessage:

improve clinical education (Table 5). _ ,
Excellence is never an accident.

It is always the result of

Table 5: Professional Societies high intention,
sincere effort,

Association Partnerships / Member Alliances inte||igent direction, and

« Educational Programs skilled execution.

* Related Associations . .

Health Care Indust Improving It represents the wise choice of
* Heal are Industry Clinical i
Education many alternatives.
e The U.S. Government — Author unknown

. . . REFERENCES
This blueprint we are creating can be the begin-

ning of endless possibilities and new journeys.Hansen, E.J (November, 1998). Essential Demo-
graphics of Today'’s College Studema\HE
Itis not the strongest of the species that survives, Bulletin

Nor the most intelligent; Greater Washington Society of Association Ex-
ecutives. (1997)The Greater Washington
It is the one most adaptable to change. Association Community: Beyond the Spe-
cial Interest to the Public Interest/ashing-
_ Charles Darwin ton, D.C.: GWSAE [www.gwsae.org]

For those of you who like simple answers, National Organization for Competency Assur-
apologize for frustrating you. | simply could not ~ @nce (NOCA). Washington, D.C.

do this. Clinical education is not a linear, cause [202-223-4579]

& effect process. In fact it is more a system— o

when one small drop of change falls, the ripp@xbrow, N. (1998). Information literacy: The

effect undulates to all stakeholders — a consid- final key to an information society.The
Electronic Library,16(6), 359-360.
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My topic is Professional Societies from the Hospital’'s Perspective. Some of my points are going t
be repeated from Dr. Crist’s presentation simply because of the importance of some of the items s
had mentioned. | am a medical technologist, so | am speaking from that perspective, although t
points that | will be mentioning apply across all backgrounds and all allied health careers.

The professional societies are better equipped to identify the needs of the professions because they
the data. They have datato offer advice for the ever-changing professions. Forexample, the Ameri
Society of Clinical Pathologists, ASCP, surveys 1500 lab managers randomly, every other year, f
information on wages and vacancies. There are ten years of data broken down into categories
regions, disciplines, technical and supervisory levels, size of institution, and alternate work sites su
as doctor’s offices, clinics and the private labs. In addition, the regions further subdivide thi
information into the level of education such as technician, technologist and assistant. There are ot
laboratory surveys, such as the ASCP training program survey, wherein the program directors provi
information on the number of programs in existence; number of closed and on hold programs; numb
of graduates; attrition rate out of the programs; job placement of graduates; and the quality
applicants. Thddvancemagazine also publishes similar data annually.

The professional societies are better equipped today because their members have their finger on
pulse of change; they come from many avenues. They come from hospitals, clinics, and private la

Information is made available to the members on large versus small hospitals, rural versus suburb
hospitals, orteaching versus research institutions. The professional societies have information comi
from all these different avenues to give to their members (Table 1).

Because professional society members are in the trenches, they know the latest in disease diagn
and management. They have experience, knowledge, and the resources needed to immediately b
curriculum changes when they are warranted. This is something that hospital-based programs
better able to do over the university programs because they can do it more quickly.

Our societies tend to be proactive rather than reactive, which Dr. Crist has mentioned earlier tod
Our students need to learn professionalism and have a positive attitude about their profession. It
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Table 1. Professional Societies are Better Equipped to Identify the Changing
Needs of the Profession

* Professional Societies, due to having many members, have their finger on the pulse|pf
change because they come from many avenues
— Hospital vs. clinic
— Large vs. small hospitals
— Rural vs. suburban hospitals
— Teaching vs. research hospitals

» Professional Societies, due to having many members in hospitals, clinics, etc., have their
finger on the pulse of change because they come from many avenues
— Know the latest diseases, conditions
— Know the greatest needs
— Have experience, knowledge and supplies to immediately begin curriculum changes

mentioned yesterday that a positive attitude is one of the high points that students need to learn very
early on in their education. Students need to be introduced to professional societies early in their
professional education (Table 2). Itis through attendance at professional symposia and meetings that
students and members alike benefit. Student membership in professional societies promotes lifelong
learning, and will make them aware of student scholarships if they need to take advantage of them.
By involvement in their professional societies, members and students get the most up-to-date
information on advances in technology and the latest testing methods. They get the latest methods of
cost containment— cheaper, faster, better, which they are all going to need. As we heard Dr. Crist
say earlier today, students need to know what current trends lie ahead. Students need to come out
of our programs almost as if they are going to be managers themselves some day. Students should
become aware of the wide range of topics that are addressed at these meetings and that these topic:
are chosen because they may directly effect some members.

Table 2: Professional Societies Need to be Introduced to the Students Early in
their Professional Education

1°2}

* Attendance at professional Symposia/Meetings benefits the student and all membel
— Get most up-to-date information on:
» advances in technology/testing methods
* latest methods for cost containment (cheaper, faster, better)

* Societies try to be proactive rather than reactive
» Learn “Professionalism” and positive attitude about their profession

* Professional journals will keep students/members up-to-date when cannot attend S/G

Promote life-long learning
— Networking
— Jobs
— Information

Student Scholarships — often available

Professional journals are distributed to all members, even those who are unable to attend conferences.
These journals have the up-to-date information that our members and students need to know.



Professional societies must make certificatiamore recognition to some of our programs, espe-
carry more weight. As we have heard earliefally in the clinical lab sciences, similar to the
today, as well as yesterday, the PTs and the O'€sognition of the PTs and OTs so that we can
are very well known to the public. Thisis nottrupreserve the quality of what we aspire to. 3) In
of many of the other allied health programsddition, we all need to be represented and accept
especially clinical lab sciences. We are not walbsitions on the agencies that will make the
recognized, although our certification is equitablehanges that will shape our profession and our
to any of the other allied health certifications. Wstudents.

needto be recognized by the public. For example,

when they are having a laboratory test done, they

need to know that a certified professional is

performing it. Maybe that is why we need licen-

sure? This has to be made known to the govern-

ment and the administrators of hospitals, insur-

ance agencies and HMO's. Professional societ-

ies and organizations also need to do a better job

of educating the public.

Similar allied health programs need to band to-
gether for greater numbers. This will bring about
more recognition and preserve the quality within
the profession in times of change. Look what
happened with CLIA '88. We also need to band
together for the sharing of information. In Michi-
gan, the Michigan Association of Laboratory
Science Educators, MALSE, consists of educa-
tors from university and hospital programs who
semi-annually discuss topics related or similar to
all. There is representation from all the clinical
lab sciences: histotechnologists, medical tech-
nologists, phlebotomists, and cytotechnologists.
Because we are similar and banded together, we
can disseminate accurate information to the stu-
dents and to our members. Hospital educators
need to be represented on the certifying and the
accrediting agencies. The hospital personnel can
seldom get away to attend these meetings due to
teaching responsibilities and shortages of staff.
It often ends up being “who you know” that
determines the make up of these agencies and
committees. So, representation on the accredit-
ing agencies and the certifying agencies tends to
come from academic institutions more so. | am
not saying that this is bad, but in some cases, we
do tend to be a little bit underrepresented.

So in summary, the three things that | would like
toimpartto everyone here today, are: 1) We need
to get our students into professional organiza-
tions, professional societies, earlier in their edu-
cation. This should start when they are in the
academic institutions, in their two-year and four-
year university settings. 2) We need to bring
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Lydia Wingate, Ph.D.
Dean
College of Health Professions
Weber State University

Thank you and good morning. | would like tananaged-care organizations, with the commu-
begin by saying what a very great pleasure it ismity, and perhaps, mostimportantly, with legisla-
participate in this important meeting and | woultbrs. Dr. Cristalso posed the questions: What will
like to extend my compliments to our keynotgraduates, clinics, and clinical educators need to
speakers who have provided us with an excelldatow in 2010 and what type of sites will be
conceptual framework. As Dr. Crist indicatedavailable at that time?

one of the advantages of being at the end of a

conference is that everything has basically bebioW 0_'0 we achieve all of the above, answer these
said. So this will not take very long. guestions and tackle the recommendations from

this conference?

First of all, | would like to remind you of some of i . th dati h
the issues that Deputy Director Jennifer BungOU willsee Iin some ofthe recommendations that

suggested we consider during this consensus erg?_lt_jevelopedf;odgy iIn Table 1. _Dr.de;l]rmeningl,
ference. Some of the issues she indicated Wergaf ler, very eliectively summarized them, so

importance are: the need for usto be collaboratiiy' not dwellon them_. I would, however, like to
with each other, the need to be developing eff lake some observations and perhaps one or two

tive partnerships, the need for us to be creati ygcommendatlons.

the need to focus on populations including minot F Table 1: Recommendations Generated
ties and ethnically-diverse populations for whic
we will need cultural competence. * Program Accreditation should be
reflective of contemporary practice.
In addition, we need to educate our students to{h& Need for data on cost/benefit of Clin. Ed.
concept ofteams, (and thatis the buzzword noy |)* Use of technology in Clin.Ed.
particularly interdisciplinary teams. We shoul(| * Preparation & Recogpnition of Clinical
be looking at new settings for training our st} Educators.

dents, in rural, inner city, and other special areds* Need for development of a model that
accurately reflects & forecasts needs,

One of the issues raised by Dr. Crist was the supply & demand for Allied Health
future role of professional societies: Are the|! professions

going to be proactive, and how are they going | ps Develop state-wide consortium for Clin. [t
become effective? It is critically important tha
we do become effective with our members, witr




First of all, regarding the year 2010, | would submit to you that very honestly, we do not know what'’
goingto happenin 2010, what our graduates are going to need to know, and what sites will be availa
Who could have anticipated the changes in the health care system, including all of the mergers a
acquisitions that have taken place in the last five years, even seven years ago, or the technologi
explosion? So, | am not sure anyone has the answer to that. And, with apologies to Jody, | had th
“C’s”to recommend; collaboration, collaboration, and collaboration is what we all need to be thinking
about. And in terms of that collaboration, it needs to be between many different communities
interest. | think we need to have collaboration between our own allied health programs within ou
colleges and schools. |think we need to have collaboration between the professional societies, s
as the Association of Allied Health Professions, and HPN that was mentioned this morning, as w
as between the professional societies themselves. | also believe that we need to have collabora
between professional societies and academic programs and colleges.

What are some of the barriers that we need to be thinking about? Well, I'm afraid that as allied heal
educators from different professional backgrounds, we do speak with different tongues. 1 like th
conference theme “one vision, one voice”, because | think that when we achieve that goal, o
legislators will be more inclined to listen to us!

| think that we need to help our legislators understand what it is we do and | think we need to educ
the community. | think that we in academia, have done a very poor job of letting communities and o
legislators know how we contribute to society in general and our local areas in particular.

Finally, | think the last item is probably very self-evident. We have to overcome self-interest an
territoriality, which has also been alluded to today.

I would just like to leave you with a quote by John Foster Dulles, and | don't think you need me to rea
it for you. I'm sure this doesn’t apply to anybody in this room, right?

“The meaning of success (in meeting our challenge) is not whether we have a tough problem, b
whether it's the same problem we had last year!”
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Harriet Rolen-Mark, M.A., MT(ASCP)
Past Chair, ASCP-AMS
Associate Dean, College of Health Professions
SUNY Health Science Center at Syracuse

Good morning. Itis my pleasure to speak to ydassional societies, indicated that clinical educa-
today concerning the role of professional societiéen reform would be something that is a current
in clinical education reform. high priority for the professional societies. This
illustrates the fact that clinical education reformis
My remarks are focused from the perspective btit one of the challenges that professional orga-
the professional society’s viewpoint. | have dongizations face every day.
much of my professional work with the American
Society of Clinical Pathologists, its Associat&he real strength of the professional society is its
Member Section, and the Board of Registry. Thresource pool (albeit finite), of funds, member
ASCP Associate Member Section is a very larg@lent, and expertise to work both within and
diverse group, representing medical technoloutside the discipline’s silo. Several examples of
gists, medical laboratory techniciansproposedrecommendations atthis conference to
cytotechnologists,histologic techniciansdate attest to the acknowledged role for the soci-
histotechnologists, laboratory specialists, areties. For example, we've already heard sugges-
clinical scientists. This gives us a broad focustions for developing media to prepare clinical
across the laboratory area within the narroeducators, identify and showcase best practices,
focus of the clinical laboratory science arena. and develop clinical case study media. These
activities can have a positive impact on the clini-
In representing its professional community, amgal education reform movement and have been
society’s leadership must be two things. It muproposed as roles for the professional societies.
be visionary, while at the same time keeping bolfhe societies also, as already noted, play an
feet on the ground, and it must be reactive ioherent role on certification, accreditation, and
current issues; proactive for emerging trendicensure activities.
This means maintaining the delicate balance be-
tween moving toward the future without a disbr. Crist outlined the proactive role for profes-
connect by present members. These membsisnal societies as facilitating, advocating, and
have a direct role in setting association agendasding. They can make theirimpactin educating
and this impact can be noted with the show bbth members and the public, promulgating, en-
handsinresponseto Dr. Crist’s “pop quiz” earlidorcing and maintaining the codes of ethics and
this morning. | noted that only about 25 % of usrofessional standards, conducting research and
here, many members and representatives of pcompiling statistics.



Sooverall, the role that professional societies cRecommendation:Professional societies should
have in impacting the reform is first to suppomeview educational reform models to maintain
clinical education and its development. The seethical and professional standards as a public
ond is conducting the research ( surveys of edutasst.

tors, employers, practitioners and other

stakeholders)which forms the foundation for

defining the scope of practice. The caveat is that

this research must extend beyond society mem-

bership to overcome the member,non-member

ratio bias.

Looking atwhere we've come and where we need
to go for reform, | have identified three issues.
The firstis concerning the scope of practice. The
current scope of practice, key components of
clinical education and changing workplace needs
must be determined and maintained. One of the
key ways in which professional societies can
impact clinical education reform is in the alloca-
tion of their resources, whether actual funds,
member/staff talent, or by assigning it higher
priority on the agenda or strategic plan. For
example, the American Society of Cytopathology
has developed an employer survey for use by
cytotechnology programs for assessment of pro-
gram effectiveness. The American Physical
Therapy Association has developed the Clinical
Performance Instrument (CPI). The American
Society of Clinical Pathologist’s Board of Regis-
try is currently in the seventh year of a ten year
longitudinal study of a 1,000 member cohort of
Medical Technologists to determine scope of
professional practice and career development.
Therefore, theecommendationis that profes-
sional societies actively contribute to clinical
education reform through resource allocation.

The second issue is the duplication of clinical
education activities across allied health disci-
plines. Some examples of collaboration would be
funding demonstration projects, sharing clinical
education models, preparing interdisciplinary clini-
cal case media, and using springboard founda-
tions such as the Health Professions Network,
and other professional intersociety organizations.
Recommendation:Professional societies need
to collaborate, pool resources, and reduce dupli-
cation of clinical education activities.

The third issue takes us back to our roots is the
mandate to maintain codes of ethics and profes-
sional standards in the changing healthcare envi-
ronment. This is one of the hallmarks of profes-
sional organizations.
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Managed Care Performance Administrator
lowa Health System Corporate Headquarters

Remarks, in summary, regarding the hospitdh addition, we should coordinate standards be-
health system and HMO perspective will includeveen national and state accrediting or licensing
the ideas and recommendations voiced during thedies and state boards of higher education. We
three conference segments that | believe to bestiould determine the cost effectiveness of pro-
interest to hospitals, health systems, and HMQgammatic accreditation.
In addition, | will share comments from those
individuals whom | interviewed in preparation foke should explore innovative models that are
this meeting. The following are consensus poingsed on performance outcomes of students as
that we are taking away from this conference amekll as cost and value benefits to achieve cost
that will be included in the conference report. Theeutral status. We should review policies by state
ideas and recommendations come primarily outahd educational institutions that inhibit collabo-
the consensus building of the first session: Ecation and sharing of resources. We should
nomically Driven Changes Impacting Clinicakxplore models of distance learning that support
Education Reform. Additional items were gathcollaboration and sharing among schools and
ered during the remainder of our discussions. institutions. We should explore innovative uses
First of all, we have identified these issues: Prof technology for clinical education.
grammatic accreditation should be more reflec-
tive of contemporary practices; data is missing drofessional societies should develop clinical case
cost and benefits regarding clinical education study media including interdisciplinary which
students; we should use technology in clinicatould be available to all programs. We should
education; and we need to prepare and recogniasign systems to prepare and recognize clinical
clinical educators. educators. Professional societies should develop
media to help prepare these clinical educators.
Consensus-building identified these recommeRyofessional societies should also develop a clear-
dations: Clinical education should move to outnghouse of existing models for recognition. We
comes based rather than processed-oriented glmsuld promote early collaboration between clini-
creditation; we should develop competency asal educators and curriculum development.
sessed by practice in addition to written examina-
tion; educational curricula and standards shouldther recommendations that we have supported:
be reflective of current practice analysis; and w@&linical education reform should include cross-
should better anticipate future needs. discipline and collaborative learning. Higher



institutional collaboration should be used to inreform. Based on those discussions, | believe
prove quality and reduce costs of clinical educthat these are good ideas. These stakeholders,
tion. Evaluation of clinical services provided byrowever, would ask how are you going to make
students should be part of clinical education. the recommendations happen? Who is going to
Considerable discussion of interest to employetake it on? Are you really willing to put some
surrounded the concern that health professioredfort behind this now that you've identified and
clinical education is not keeping pace with changagreed in such magnitude of consensus that the
Concerns were expressed with retraining of gradwerk needs to be done?
ates to work in a managed-care environment.
The consensus recommendation was that Wew can you instill some "out-of-the-box" think-
need to work on incentives for health servidag as you go back to your colleagues and begin
providers who would encourage their support &6 work on this with your professional societies
clinical education and training. Concerns wer@nd your own individual departments? How can
also voiced about clinical education and trainingou make it happen? The Chancellor of Allen
cost benefits, and concerns that clinical sites aellege in Waterloo, lowa has identified to me
diminishing in numbers. Discussion also identthatthere is an organization in her community that
fied that we have an interest in capitated pakias set a new standard for temporary placement
ments for various allied health disciplines. agencies. Dr Hasek draws a correlation be-
tween that level of service and what we need to
During discussions of overcoming barriers, weo in preparing our students for tomorrow. This
explored issues of interest to hospitals, healtitacement agency has provided Allen College
systems and HMOs; primarily, excessive pressith temporaries who deliver far beyond any
sure continues to build in clinical sites. Indiscugxpectation that we’ve ever had of a Kelly
sions with hospitals and health systems, itis clegervice or other temporary placement agency.
that they do understand that there are issug&ke agency comes into the workplace prior to
They, however, have their own issues of survivplacing a temp, and reviews policy and proce-
under diminishing reimbursement. dural manuals and seeks to understand the re-
sponsibilities of preparing the temporary for your
We also discussed the concern that there isvarkplace. If you have safety policies, perfor-
dearth of information from outcome studies suprance policies, dress policies, they take on the
porting or disputing assumptions made relative tesponsibility of preparing the temporary being
accreditation standards. Whether they're frommaced. Now, that goes above and beyond the call
patient perspective or a professional perspectivd,duty as we think of it for a temporary agency.
HMOs and other payers are interested in outcodlew can we use that concept to think in a
standards. different context as we return to our own work-
places and share the issues and recommenda-
We discussed the need to promote collaboratitians of this conference?
and cooperation among the stakeholders in clini-
cal education. My recommendation is to be sufdso, | would like to share with you a perspective
to include representatives of hospitals, healtf a radiology administrator, about 47 years old,
systems, and payers from the outset when camho, a couple of years ago, lost his 16-year-old
ducting collaborative exercises among stakeholdaughter to cystic fibrosis. After her death, he
ers. decided to leave his profession and to fulfill her
dream of going into public education. He now
The remaining recommendations and thoughtsports to me very excitedly that he loves the
are coming from me from a personal perspectietassroom and that he loves the opportunity to be
but also from a perspective of having interviewedith students and influence young minds. He also
a number of individuals prior to coming to thigells me that he has grave concerns about his new
meeting and also during the Planning Committeeslleagues whom he describes as whiners and
activities. There were a number of people, frosmall-minded thinkers. These colleagues, he
the payer, the health system, and the hospisalys, have lost the vision of working for the
perspective with whom | was able to speak amstudents, exciting them, and moving them for-
to draw out their thoughts on clinical educatioward. They have lost their desire to think of
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delivering education in a whole different way.
When Patricia mentioned the fact that more than
30 percent of the students are bored in the class-
room, | thought of this gentleman and his newfound
enthusiasm for his work.

Using new and "out-of-the-box" thinking, there
are many ways that you can bring excitementinto
your workplace. Tools and exercises abound
today. If you need some ideas, the planning
committee for the Coalition for Allied Health
Leadership would be glad to share ideas it has
collected. ENERGIZE, think forward!
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Rumaldo Z. Juarez, Ph.D.
Dean
College of Health Professions
Southwest Texas State University

I will start out by quickly summarizing Dr. Rowland’sneeds or needs of our own professions, but when
concluding remarks in which he stated some of titecomes to the larger issues and making the larger
realities that we will continue to face in the futurémpact, especially at the national and state levels,

These are that we: it behooves us to have the numbers. Let's face
will have continued financial constraints it, much of it boils down to how much impact we
will have increasing consumer demands can have in terms of numbers and how well we
will have an aging population and can develop more effective collaborative models.

will have a diminished role of gatekeepers

We also need to become more active participants in
Within that context, | think much of what has beegtate and national legislative affairs. Possible areas
said during this day and a half of this conferencefis |egislative action are: (1) tax credits for healthcare
very appropriate. organizations that are assisting with clinical educa-

_ . tion, (2) reviewing AHEC and HTEC legislation

It'simportantfor all of usto leave here today thinking 1, regards to how well are the training needs of
about the theme of this conference: “One Visioyjieq health professions being met, (3) establishing
One Voice.” This type of thinking would bej heaith commission to study clinical education
consistentwith what our three keynote speakers ([Pr%ining and (4) creating or developing a systematic

Abrams, Dr. Rowland, an_d Dr. Crist) shared with USpproach for the collection of supply and demand
Allthree of them emphasized the need for collaborg, rforce data of the allied health professions.
tion. Itis necessary that academic institutions from

all levels (two and four-year colleges and healthnd finally, another issue addressed was a rapidly
science centers) work toward developing co@irowing diverse population in the country and the
laborative models of educational programs. need forthe allied health professionsto expand their
clinical education training sites to non-traditional
Dr. Rowland recommended that we get “outside thgeas and healthcare organizations. Relatedtothisis
silo,”and Gail Nielsen recommended we start thinkae need for the allied health professions to be more
ing “outside the box.” In other words, we need toliaclusive of the rural, minority, and other
more innovative and think of new ways of doing ouinderrepresented populations in the ranks of the
jobs. We certainly need better linkages between twiflied health professions.
and four-year colleges and health science centers.
We can continue to meet some of our individual
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Peqgy Valentine, Ed.D.
Interim Associate Dean
Division of Allied Health Sciences

Howard University

Iwanttothank everyone, especially Dr. Harmenirgented minority populations for future careers in
for the opportunity to serve on the Planningllied health. Thisis important because minority
Committee, and to provide closing remarks gorofessionals are more likely to work in under-
this panel. My comments represent a persorsdrved minority communities than others. Clini-
perspective as a board member of the Natiorall education reform should be mindful of this
Society of Allied Health. | will also share soméssue and the need for cultural competency in
personal observations of the conference, and thesgtucation and practice.
close with a few themes that emerged from the
professional societies session. A comment was made earlier regarding this
conference’s theme, and an analogy was made of
The National Society of Allied Health is predomiearly pioneers. We should remember that many
nantly an African-American organization, thaAmericans were not pioneers. The past history
focuses on educational issues, clinical practicand life experiences of many people of color in
and legislative concerns that affect minority healthis country included inadequate access to health
status. As highlighted by Dr. Juarez, there continare, and as mentioned earlier, access continues
uesto be major accessissues to quality health caree a concern in many minority communities.
in minority and rural communities that must b&here were several themes that emerged from the
addressed. For these reasons, the National Sgeission on professional societies and these in-
ety of Allied Health and other minority organiza€luded education, research, service, collabora-
tions play an important role in the dialogue otion, and recruitment. Specific recommendations
clinical education reform. were presented earlier. For professional societies
and other stakeholders, there is a need to fill the
As allied health professionals, we pride ourselvgaps of missing data, through outcomes research.
on being the largest workforce in health care, bAnhd as Pat beautifully stated this morning, much
our presence is small in terms of decision-makiigs been done. We need to gather that informa-
in health care. We need to have a stronger voiten. Where the gaps continue to exist, we need to
concerning health disparities in under-served coffilt them. Furthermore, we must continue to
munities. Looking at the future in America, werepare qualified clinical educators. | love the
know that a few decades from now, the curreittea of preparing students for future clinical
minorities will be the majority, yet we have noeducator roles as part of their training, and pro-
addressed the need to prepare more under-refessional society members can serve as mentors.



Fostering collaborative relationships was another
theme that emerged. It is wise for educational
programs to work with professional societies.
These organizations can be helpful in recruiting
students, and providing support in education,
research, and professional services. Professional
societies can provide leadership in addressing
many of the issues presented today. As allied
health professionals, each of us can serve as
change agents. Itwould be interesting to follow up
this group a year or two years from now to
determine if this conference planted seeds of
change. As Galil asked earlier, “Have we begun
to think out of the box, and to what extent have we
encouraged others to do the same?”

Those are my closing remarks. This has been a
very good conference. We have learned much, and
hopefully, we are committed to implement many
of the proposed strategies as recommended.
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Introduction

The purpose of the Open Forum was to establish an initial interface among key stakeholders in allied
health clinical education and to gather consensus and recommendations. These “key stakeholders”
represented an extremely diverse population of professions, agencies, and institutions. The confer-
ence was attended by one hundred, forty-eight participants, who came from thirty-two states, the
District of Columbia, and Canada. More than twenty allied health professions and twenty-two
professional organizations and accrediting agencies were represented. In the planning phase, the
conference planning committee outlined three general categories that subsumed fundamental issues
relevant to clinical education reform. These three categories, which focused upon economic factors,
overcoming educational barriers, and the role of professional societies in clinical education reform,
were first addressed by conference keynote speakers and reaction panelists, respectively.

Open forum sessions provided all participants with a formal setting for the exchange of ideas and the
formulation of recommendations for education reform. Promoted as a national consensus conference,
the goal was to attempt to define issues and generate recommendations relevant to clinical education
reform that would transcend established territories and boundaries. Consensus was not determined
by a pre-established threshold or ratio; nor were precise participant polling methodologies employed.
Rather, consensus was conceptualized as defin@tbsgter’'s Third New International Dictionary:

“a general agreement; the judgment arrived at by most of those concerned.” Perhaps, the consensus-
gathering process would be more accurately defined as a pattern of finding “common ground”.

Integral points from the keynote presentations and reaction panels were provided as a starting point
for the open forum discussions. Discussion points frequently led to recommendations, and
recommendations sometimes produced strategies. Areas of common ground were designed as (C),
if at least 50% of participants were in agreement. Those discussion points, recommendations, and
strategies that did not appear to be common among participants were designated as (NC) and those
for which neither end of the continuum could be ascertained were designated (M). In a few instances,
time constraints precluded a polling of participants to determine common ground, no common ground,
or mixed judgments.

In the post-conference evaluations, some participants expressed concern about presenting open
forum recommendations as truly “consensual”. Inthatlight, the information presented herein should
be evaluated as areas in which a majority of participants could find some common ground. Although
not empirically consensual, such common themes are more likely to form the basis of any subsequent
blueprint for clinical education reform.
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€conomically-Driven Changes Impacting
Clinical €ducation Reform

RECOMMENDATION 1
Programmatic accreditation should be more reflective of contemporary practices (C)

STRATEGIES

Move to outcomes based rather than process oriented accreditation (C)

Competency assessed by practice in addition to written examination (C)

Educational curricula and standards should be reflective of current practice analysis and
anticipate future needs (C)

Coordination of standards between national/state accrediting/licensing bodies and state board
higher education (MC)

Determine cost effectiveness of programmatic accreditation (C)

RECOMMENDATION 2
Complete data should be collected on cost/benefit of clinical education of students (C)

STRATEGY

Explore innovative models that are based on performance outcomes of students as well as ¢
and value benefits to achieve cost neutral status (C)

RECOMMENDATION 3
Increase the utilization of technology in clinical education (C)

STRATEGIES

Review of policies by state/educational institutions that inhibit collaboration and sharing of
resources (C)

Explore models of distance learning that support collaboration and sharing among schools an
institutions (C)

Explore innovative uses of technology for clinical education (C)

Professional societies develop clinical case study media, including interdisciplinary, which coul
be made available to all programs (C)

RECOMMENDRATIONS
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RECOMMENDATION 4
Increase preparation and recognition of clinical educators (C)

STRATEGIES

* Design systems to prepare and recognize clinical educators (C)

* Professional societies should be tapped to develop media to help prepare clinical educators (C)

* Professional societies could develop a clearing house of existing models for recognition of clinical
educators (C)

* Promote early collaboration between clinical educators and curriculum development (C)

RECOMMENDATION 5
Clinical education reform should include cross discipline and collaborative learning (C)

RECOMMENDATION 6
Employ interinstitutional collaborations to improve quality and reduce cost of clinical education (C)

RECOMMENDATION 7
An evaluation of clinical services provided by students should be part of clinical education (NC)
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Recommendations

Overcoming Barriers to
Clinical €ducation Reform

RECOMMENDATION 1
Develop an assessment model that accurately reflects and forecasts the need, demand, and su
for the allied health professions and support of clinical sites (C)

STRATEGIES
* Perform needs assessment before starting new programs
* Seek advice from professional societies in regard to duplication and proliferation of programs

RECOMMENDATION 2
Reduce pressure on clinical sites (C)

STRATEGIES

* Develop a statewide/regional consortium for clinical education.

Explore effective methods to support clinical education, i.e., tax credits

List elements/major items included in affiliation agreements to reduce pressure on clinical site
Modify assignments performed at the clinical site to better match what the clinicians provide
Explore the use of faculty for facilitating at clinical sites

RECOMMENDATION 3
Develop outcome studies that support/dispute assumptions made relative to accreditation standa
e,g, length of field work (M)

DISCUSSION POINTS

Move from evolution to revolution and overcome turf issues.

How can we promote collaboration/cooperation among the stakeholders?

Can more flexible accreditation and certification requirements aid in clinical education reform?

How can changes in academic structure facilitate clinical education reform?

Can we expand clinical education to community-based practice to increase teaching sites?

Can new models, such as technology solutions/computer simulations/"virtual laboratory” facili-

tate clinical education?

The need to adequately prepare students and faculty for clinical education

* The need for allied health faculty and professionals to increase their involvement in legislative
policy making decisions.

<

RECOMMENDRATIONS
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Open Forum
Recommendations

The Role of Professional Societies in
Clinical €ducation Reform

DISCUSSION POINTS

Need for professional societies to acknowledge clinical education as a higher priority(C)

The need for professional societies to be proactive in facilitating, advocating, and leading clinical
education reform(C)

Need for collaborations and partnerships among professional societies(C)

Need for collaborations and partnerships within and between allied health schools and colleges(C)
The need to maintain student learning as the primary focus in clinical education(C)

Need for a collaborative role of professional societies in recruiting and promoting clinical
educators (C)

Need to develop clinical education standards, programs, and processes that support adult learner
needs and lifestyle concerns(C)

Defining the appropriate role of professional societies in determining scope of practice and
core competencies(M)

Need for key stakeholders to come together to address common interests regarding clinical
education(C)

Defining professional societies/accrediting/ certifying agencies impact on clinical education
reform

Need for professional societies to analyze the long term financing of clinical education(C)
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Critical Issue Survey
and Results

INTRODUCTION

TheCritical Issues Survepolled attendees in an informal, relaxed setting during the luncheon. The
survey solicited input to five questions that focused on economic factors, new opportunities an
challengesin clinical education, barriers to clinical education reform, making graduates more adapti
to the working environment and the role of professional societies in facilitating clinical education an
training. Input derived from the Open Forums was designed to seek out issues on which a diver
population of attendees could find common ground; while agendas and issues specific to particul
professions and organizations were identified in the responsesQ@oitical Issues Survey

1. What are the top three economic factors impacting Clinical Education/
Training in your area?

2. What new opportunities or challenges have evolved in Clinical Educa-
tion/Training in your profession?

3. What are the top three barriers to Clinical Education/Training Reform
in your region?

4. What changes in Clinical Education/Training would make graduates
more adaptive to the current working environments?

5. What three recommendations do you have for your professional soci-
ety in regard to facilitating Clinical Education/Training?

CRITICAL 155U SURVEY
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What are the top three economic factors impacting Clinical Education/Training in

your area?

* Verylow employment.

* Short-staffing at clinical sites due to unfilled positions.

» Difficulty attracting students to lower wage positions.

* PPS - huge impact on OT/PT and long-term care.

* Distance from home school to clinical agency.

* Salaries of clinical instructors.

* (Dental Hygiene) The threat of the reduction of educational standards - thus threat of creation
of preceptor programs; flourish of non-accredited programs.

* Lack of dental hygiene educators.

* Hospitalsreceiving less money for payments thus not hiring individual when someone leaves.

* The Balance Budget Amendments and Prospective Payment System - many subacute care
facilities have had to cut staff and no longer hire student programs.

* The clinical educators do not have time, have productivity demands to meet are not
compensated and maybe afraid of losing their jobs to students who soon will be therapists.

* Fewer affiliates.

* Hospital cut backs resulting in fewer technologists with less time for teaching during clinical
rotations.

* Willingness of Cls to take students because they don’t want to train the job competition.

* Clinical staff are part time or PRN in LTC & HH.

* Fall out of BBA of 1997.

* Whether or not pay preceptors.

* Whether or not to reimburse students for travel/lodging.

* Not hiring enough core clinical faculty to adequately support the clinical preceptorship.

* Hospital sites

* Funding

* Loosing affiliates due to hospital mergers.

* Raise in Tuition costs/cost of training supplies.

* Increased demands on productivity in the clinic.

* Decreased number of jobs available.

* Managed care has affected employment.

* Employee salaries.

* Health professionals are overwhelmed and underpaid.

* Employee salaries - fewer people applying due to low wages.

* Fewer staff to do work, let alone teach/train.

* “Managed Care”

* DPPS capitation!!

e SLPslaid off .... per diem vs. salaried, etc. - no students welcome.

* Costto the hospital in training students.

* Payingclinical sites - Pro/Con. Standardized preparation and recognition of clinical educators
(who will pay) should they get money?

* Managed Care

* Institutions opting for fiscal success/survival vs. clinical education.

* Education programs - increased recognition of clinical vs. didactic education.

* Funding

* Sufficientfaculty

* Recruitment

* Faculty



* Clinicalsites

* Clinical education centers are inadequately staffed for patient load let alone student
supervision.

* Institutional financial support for laboratory equipment and maintenance (simulators, compu
ters).

* Manpower shortages

* Student readiness with medical exam, health lab profile; vaccinations to start clinical.

* Providing our own on-site preceptors for students.

* PPS

* RPS and long term care placements.

* Loss of FTEs and downsizing in LTC and some hospitals.

* Fewer rehabilitation opportunities for full time clinical experiences.

* Many programs competing for the same sites.

* Reimbursement issues causing demand for productivity with less staff members therefor
reduction in willingness to instruct students.

What new opportunities or challenges have evolved in Clinical Education/Training

in your profession?

* Distance education

* Creation ofteaching methodologies that meet the learning needs of the entering students. T
lack of preparation of entering students, re: independent learning and communication skill

* Keeping schools active, many have closed.

* Encouraging clinical educators to do the training in new ways, for eg: using a collaborativ
model, challenging the student clinical reasoning skills.

* Creation of multi-media teaching programs.

e Little chance to use instrumentation.

*  Opportunities Challenges
more non-traditional less direct supervision of the licensed
(medical settings) professional during clinical ed

* Involving preceptors enough for them to communicate problems with student performanc
to the program as well as to the student. Also, many preceptors are turning down studen
due to “not enough staff” or “not enough time”.

* The salary has increased and there are more job opportunities.

* Opportunities - Internet technology

* Challenges - changing instruments

e Opportunities - not many, in fact none!

* Challenges - to do more with less

e Opportunities - availability of info on Internet

* Challenges - more lab techniques to teach in same amount of time with fewer people

* Keeping up with delivery of service changes and keeping curriculum current.

* Lack of quality candidates to train.

* Isthere a greater focus on lower level jobs and greater emphasis on preparing these
individuals vs. professionals? (everything is of advanced technology now)

* Opportunities: [@Ata Analysis

Chief Information Officer
Coder/Biller

* Challenges: dn-credential person being in charge of credential person.

Vocational schools offering training in professional field for short period.
Less funding from CE.

CRITICAL 1SSUE SURVEY
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* Advanced clinical practice in my area of training - allowing our profession to become
marketable.

* Education

e Administration

e Opportunities: Distance Education, Electronic Media
Challenges: Manpower shortages

* Lack of cooperation of preceptors to take students on a continuous basis.

* Movement to using new sites where OT services have not previously existed with 2 days/
week of OT faculty member salary “purchased” by the clinical site (to provide student
supervision and OT services).

* Now have a “majors fee” at the Univ. and additional fees for lab courses (helps a lot!).

* Credentialing for PT clinical educators.

* Discussion regarding the DPT as entry level degree

* Direct access opportunities in 32 states

* CPI

* Technology changes

* In cancellations due to clinic circumstances

* Reluctancy to promise too far in advance because of the staff problems.

What are the top three barriers to Clinical Education/Training Reform in your region?

* Finding clinical sites

* Preparing for the future of healthcare vs. reactions to the current situations.

* Availability of clinical instructors

* Availability of clinical spaces

» Stateregulations and politics that prevents teaching the full range of clinical skills needed for
the students that will later move to another region. In general, lack of funding. Regarding
competency education and evaluation, we are well established and not hindered.

* Increased work load and less staff

* No reward system for clinical educators, just more work.

* Same as the top 3 economic factors outlined above.

* Little incentive for additional training other than personal satisfaction and improvement.

* Too many universities/colleges wanting the same sites for clinical education.

* Receptiveness of the clinical staff.

e  Optimism of the clinical staff about the job market.

* Dean of the college!!!

* | am the sole clinical coordinator for over 100 sites.

e Other programs competing for the same sites.

* In the County Hospital they do not allow the student to perform evasive procedures.

* There are too many schools that offer training quick and the cost is killing the students.

* Distance between university and affiliates.

* Decreased number of sites.

* What kind of reform? How are we to change a system? We need a bigger lobby. More
efforts are needed to work with Congress!

* Only 31 accredited programs in the U.S.:

- very little peer-teaching support
- very few number

* Alldisciplines separate. Not one body speaking for all.

* Republican Governor

* National Organization requirements re: hours SLP students need to obtain for certification.



Completing degree in 2 yr. program though scope of field has grown so much.
Cost to have more clinical instructors.

Licensure!

Funding for technology equipment/programs.

Establishment of special interest groups.

Administration support/budget.

Language (Spanish speaking clients)

Qualified faculty who are willing to relocate to our area.

Limited number of in-patient clinical sties.

Rigid, min-set, antiquated administration ideas, policies, philosophies, etc.
Difference between standards taught didactically and the students observing limited
standards routinely used in clinical practice.

Clinicaltoo long.

Lack of trained preceptors willing to work w/students.

Concern that the students will receive inadequate supervision.

Supervisors blindly committed to training students in the same way they were trained.

Staff turnover in local hospitals.

Meyers.

Lack of understanding clin-ed by institutional administrators.
The educational programs must embrace and reform.
Listed above as economic factors & challenges.

What changes in Clinical Education/Training would make graduates more adaptive to
the current working environments?

Additional time devoted to development of clinical skills i.e., apprenticeships.

Creation of diverse clinical sites - which would need the condition of general or no dental

(dentists) supervision in those sites.

Always having a certified/qualified ClI

Curriculum musteflect & train student for practice
School taking more responsibility to ensure capability
Outlining actions needed for entry level practice
More instrumentation for outmoded labs.

Earlier exposure

Flexibility with placements

Inclusion of more administrative practice.

Graduates need to be paid better.

Pay more to attract better students.

More interdisciplinary training.

Having tracks: medical vs. educational; ped vs. adult.
Students are ill-prepared for entry into programs.
Cultural diversity and sensitivity.

Find the miracle to eradicate apathy of the clinical staff (providing pt. care & education) and

the students to be independent and responsible for learning.

Completing training all up front in class then move to clinical - this is what we do now and

works best.

Changes need to occur during the didactic/academic phase firstto - independence in thinki

and clinical reasoning.
Group models of supervision.
Team approach.

CRITICAL 1SSUE SURVEY
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Link clinical educationtoinitial employment opportunity
All the professional programs must work collaboratively with their colleges in the clinical.
Survey graduates/employers and adapt accordingly.

What three recommendations do you have for your professional society in regard to
facilitating Clinical Education/Training?

Provide information regarding changes being experienced in clinical practice/funding.
Provide mentors for students in clinical practice.

| appreciate the need for parochial organizations. However, regarding national healthcare
and issues - create a dual membership, i.e., | would pay my dues to the American Dental
Hygienists’ Association and with that dues statement add $25 payment that will go toward
membership in a National Allied Health Organization, thus uniting the AH voice.

Highlight clinical educators in the newsletters.

Making sure that OR curriculum’s reflect more current practice.

Taking more responsibility for some clinical education at the academic institution.

Look to discourage the development of more programs.

Review NAACLS requirements and develop something that is practical and realistic for the
entry-level technologist that can be taught in 2 years.

Seek advice from the payors & policy makers.

Seek advice from the clients/consumers.

Preceptor workshops/seminars, esp. at the national conference level.

Advertising CME credits for preceptoring.

Limit number of new programs!!!

More institutions should participate in their off site training. | mean that your certif. programs
that are not housed on a college campus do not monitor their students by visiting the site or
they wait until the student is a the end of training to send the student for hands-on training.
Revise essentials to be more practical.

Cl. Lab Sc. Society needs to do moredise the standards of the profession.

Laboratory scientists need to Eognized as scientists.

Need to be paid better.

Set-up training modules on Internet.

Work on obtaining grants for innovative programs.

Review training requirements re: hours in adult area during crisis.

Contact APTA @ training CI project and get in on it!

Keep those lobbyists aggressive on BBACF/PPS issue.

Add the component or title of nurse practitioner to our curriculum.

Changing the requirements for preceptors to allow more diversity to our students.

Funding

Determine if clinical education is part of the societies’ goals and philosophies.

Request society divulge material to assist academic faculty with clinical faculty preparation
material.

Promote changestofocus “entry” level upon competition of program and not require only one
avenue to certification in field, i.e., surgical tech only avenue AST CAAHEP. No
grandfather.

I think AOTA has done very well with this:

In 1991 they produced a manual including videotape with 12-13 vignettes for clinical
educator supervision - itis currently being revised.

New standards eliminate 1 hour specification.
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