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Executive Summary

This is the sixth biennial report of the Department of Health and the health care professions
disciplinary authorities on their proceedings as required under the Uniform Disciplinary Act, RCW
18.130.310. The report details the number of complaints made, investigated, adjudicated and
manner of disposition. This report includes improvements made in the disciplinary process, quality
assurance mechanisms, and regulatory actions against practitioners.

A major accomplishment for the Health Professions Quality Assurance Division (HPQA) and the
boards and commissions is the implementation of timelines for processing complaints. Various
workgroups consisting of staff and board and commission members worked together to create
changes that reduce delays and improve consistency in the handling of disciplinary cases. Among
these changes are the use of:

® case management teams,
board and commission panels,
e threshold criteria to eliminate investigation of reports that do not present significant concerns
to support resource expenditure,
case disposition criteria applied to investigated cases, and
a new comprehensive tracking database.

Since July 1997, the average number of days for intake and initial assessment decreased from 34
days to 14 days. The average number of days for investigation decreased from 132 days to 108
days. The average number of days for case disposition decreased from 155 days down to only 94
days.

Accountability for the cases has increased. The HPQA director, executive directors, and program
managers now routinely review case status reports and scrutinize progress of individual cases.
Problems are quickly identified and addressed in a timely manner.

Expectations on the part of consumers concerning the quality of care they receive continue to
increase and the workload of the programs has increased accordingly during the last few years.
Consumer awareness, and the mandatory reporting of malpractice judgements, peer review, and
facility reporting has led to a significant increase in the number of complaints the department
received.

During the 1989-91 biennium, the department received 4,874 complaints relating to health
care practitioners. During the 1997-99 biennium, the department received 11,273 complaints
(representing about 5% of practitioners). This represents a 131% increase over the number of
complaints received during the 1989-91 biennium and a 27% increase over the number of
complaints received during the 1995-97 biennium.

The number of active licensees has increased from 164,355 in 1991 to 239,163 in 1999 (a 46%
increase).

During the past few years, the department has placed greater emphasis on settling disciplinary
cases (stipulations to informal disposition and agreed orders) in lieu of conducting formal
hearings.



¢ During the 1997-99 biennium, the disciplining authorities conducted formal hearings in
approximately 14% of the disciplinary cases (a slight increase over the 1995-97 biennium).

*  The department conducted 192 unlicensed practice investi gations, an increase of nineteen from
the 1995-97 biennium. Responsibility for the investigation, and subsequent legal action,
against unlicensed individuals lies solely with the Secretary of the Department of Health rather
than with the individual boards and commissions. Due to limited allocations and minimal
resources for investigating allegations of unlicensed practice, the department focuses its
resources on only those unlicensed practice cases that present a substantial risk to the public.

To help alleviate some of the workload burden on the disciplinary authorities, several boards and
commissions have opted to delegate final decision-making on cases to the presiding officers at the
department’s Office of Professional Standards. This, along with the use of Case Disposition
Guidelines and threshold criteria, has helped the disciplinary authorities focus their attention on the
most serious cases,

Of the 1,195 orders written, the disciplinary authorities imposed rehabilitative sanctions 47% of the
time. The practitioners were allowed to remain in practice while fulfilling the conditions of the
order. In 48% of the cases, practitioner’s licenses were revoked or indefinitely suspended. In 3%
of the cases the practitioner’s license was suspended with rehabilitative conditions tequired prior to
practicing again. The remaining 2% were reprimanded or asked to pay a fine. Statistical analysis
demonstrates that the Disciplinary Guidelines are bei ng appropriately applied.

The table below reflects the percentage of increase and decrease in types of actions this biennium
versus last,

Percentage of
Increase or Decrease
From 1995-97
Type of Action 1995-97 Biennium  1997-99 Biennium Biennium

Complaints received 8,874 11,273 27% increase '
Disciplinary orders issued 932 1,195 28% increase 1
Removal from practice 314 573 82% increase 1
Removal from practice with 115 35 70% decrease l
conditions
Rehabilitative 468 540 15% increase 1
Deterrent 35 21 40% decrease §

It is interesting to note that five primary violations account for 79.8% of the violations cited. This is
consistent with what is found in the literature concerning trends nation wide.

¢ Incompetence, negligence or malpractice (25.1%) (RCW 18.130.180 @®).



Drug or alcohol related cases (16.2%) (RCW 18.130.180 (6)), (RCW 18.130.180 (23)).
Violation of any state or federal statute (13.1%) (RCW 18.130.180 (7)).

Abuse of a client or patient or sexual contact with a client or patient (12.6%) (RCW 18.130.180
(24)).

Conviction of a gross misdemeanor or felony relating to the practice of the person’s profession
(12.4%) (RCW 18.130.180 (17)).

Throughout the last biennium, HPQA and the boards, commissions, committees and councils
have taken great strides in implementing many quality assurance mechanisms. Examples, which
are identified more thoroughly in this report are:

sexual misconduct rules adopted by the Nursing Care Quality Assurance Commission,

pain management rules adopted by the Medical Quality Assurance Commission,

the Secretary’s adoption of rules to certify Chemical Dependency Practitioners,

many health care professions boards and commissions have worked together in adopting
policies and interpretive statements where scopes of practice have overlapped,

quality improvement projects -- such as the Medical Quality Assurance Commission’s new
licensee orientation program, the Nursing Care Quality Assurance Commission’s staff model
for the delivery of school health services, and the Board of Pharmacy’s improvements in the
adjudicative process,

web pages being created for all health professions regulated by HPQA,

continuing competency models are being developed. Currently psychology, orthotics and
prosthetics, chiropractic, occupational therapy and dental professions are working on
continuing competency projects.

the development of timelines for processing complaints.

The disciplinary process continues to evolve into a complex and costly legal process. Both the
legislative and legal communities' emphasis on consistency and uniformity has resulted in
continual review and enhancement of uniform procedures.



Section 1

Regulatory Reform and

Quality Assurance Framework and
Strategies



Health Professions Quality Assurance Overview

Health Professions Quality Assurance (HPQA) is a division of the Department of Health. HPQA
is charged with protecting the health and safety of the public by regulating the competency and
quality of over 240,000 credentialed health care practitioners.

HPQA works in partnership with 26 boards, commissions, committees and councils in the
regulation of 55 different types of health care professions (e.g., medical doctors, nurses and
counselors). HPQA receives and processes approximately 5,700 complaints annually against
credentialed practitioners or unlicensed persons.

The mission of HPQA is accomplished by performing the following functions:

> setting minimum standards for obtaining a credential;

> setting educational requirements, conducting program reviews and site visits;

> reviewing applicant’s qualifications and background;

» examining applicants applying for a credential;

» issuing credentials to qualified applicants, processing renewed credentials and monitoring
continuing education requirements;

> setting the standard of practice and educating health care practitioners;

A4

developing and implementing administrative rules, policies, and procedures;

v

receiving and processing complaints against health care practitioners;
conducting investigations, audits and inspections;

implementing disciplinary and other adjudicative processes;
applying consistent disciplinary sanctions for all health professions;

providing monitoring services to impaired practitioners;
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developing continuing competency mechanisms;
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providing information to the public (e.g., hospitals, managed care facilities, consumers)
regarding credential status, complaint and disciplinary information;

» providing public disclosable documents to the public (e.g., lists and labels of health care
practitioners and copies of disciplinary case file documents), and

> developing and implementing legislation.



Health Professions Quality Assurance has several quality assurance mechanisms to assist
both the public and the health care practitioners obtain the most up to date information
and help available. Regulatory reform provides an excellent venue for both public
outreach and input into our regulatory framework. HPQA has an automated verification
service, which allows hospitals, insurance providers, and managed health care
organizations obtain information on health care practitioners 24 hours a day. Our public
disclosure process allows individuals access to information concerning health care
practitioners’ licensure and disciplinary status. Technical assistance in the form of
brochures and the Internet also gives individuals access to information. These
mechanisms assist both consumers and practitioners in obtaining current information
about the roles and responsibilities of the department and the disciplinary authorities.
They also provide consumers avenues to assist them in making educated decisions about
their health care practitioners.

Strategy Number One: Quality Rule Making

The Department of Health (DOH) and the various disciplining authorities are responsible for
assuring competent practice among practitioners. Clarifying what constitutes unprofessional
conduct is often done through rule making. Rules serve the dual purpose of educating practitioners
on standards of professional conduct and providing the legal basis for disciplining the few
practitioners who violate them.

Rule Reviews

HPQA has been conducting reviews of existing rules using the values expressed in Governor
Locke’s 1997 Executive Order on Regulatory Improvement (97-02). Each rule identified as
significant or controversial is being reviewed using the seven criteria listed in the executive order.
HPQA reviewed three hundred eighty three rules during the calendar years 1997-1998.

Sexual Misconduct Rules

In 1997, HPQA adopted a lengthy policy that addressed sexual misconduct for health care
practitioners. The Uniform Disciplinary Act (chapter 18.130 RCW) forbids sexual contact between
patients and practitioners and allows for the adoption of standards of professional conduct. DOH, in
conjunction with disciplining authorities, wrote a policy to guide health care practitioners on
avoiding sexual misconduct.

The policy review required by Executive Order on Regulatory Improvement (97-02) brought
attention to problems with the sexual misconduct policy. While the policy itself is clear and
provides good guidance, the policy could not be enforced. Since the language in the statute was
brief, it became evident that rules were needed to give practitioners clear standards to follow and
provide disciplining authorities with an enforcement mechanism.

In 1998, the Nursing Care Quality Assurance Commission took on the responsibility for
determining what constitutes sexual misconduct by a nurse. After many meetings with
stakeholders, the commission’s rules were adopted January 1999. The rules give excellent
guidance to young nurses just beginning to practice as well as experienced nurses. All nurses
now have a clear standard to refer to, and, the few practitioners who commit sexual misconduct
can now be appropriately disciplined.



The Medical Quality Assurance Commission (MQAC) is currently writing rules that will define
what qualifies as sexual misconduct for physicians and physician assistants.

Working closely with stakeholders, the commission is defining the difference between
professional conduct and sexual misconduct. The completed rules will offer better guidance than
that contained in the old policy and will also be enforced against the few physicians who commit
sexual misconduct.

The department will begin the rule making process for establishing sexual misconduct rules for
the professions directly regulated by the department in 2000. These rules may be used by other
disciplinary authorities as a model.

Pain Management Rules

In 1995, DOH and MQAC wrote Guidelines for the Management of Pain. These guidelines were
intended to address advances in treating pain with opioids. The guidelines describe how the use
of opioids can be consistent with currently accepted medical practice for treating acute, cancerous
and non-cancerous pain,

Though the guidelines were an important step in facilitating the treatment of chronic pain in
Washington, including the appropriate use of opioids and the under-treatment of pain, the
guidelines did not accomplish all that was intended. The Executive Order on Regulatory
Improvement provided a framework to address ongoing concerns about the guidelines.

A public forum was held to review the guidelines in July 1998. Patients reported that significant
under-treatment of chronic pain still existed. Further, the perception that physicians would be
disciplined by MQAC for using opioids to treat chronic pain, though inaccurate, was still widely
held. As a result of the information gathered from stakeholders, MQAC and DOH decided to go
forward with rule making.

Rule writing forums were held in Seattle and Spokane in November 1998. Physicians, patients, and
representatives from other state agencies gathered together to write rules that encourage effective
treatment of chronic pain. The rules were written to retain individual physician judgment and to
allow for future advances in the treatment of chronic pain. In January 1999, draft rules were sent
out for comments. A number of controversial aspects of the rules were debated. A public hearing
was held on the draft rules in October 1999, and the rules were adopted by MQAC in December
1999.

Chemical Dependency Professional Rules

In 1998, legislation created a new credential to enhance chemical dependency counseling. Rules
to certify Chemical Dependency Professionals (CDP) were completed in July 1999. CDP
certification is required for people who counsel clients in facilities regulated by the Division of
Alcohol and Substance Abuse (DASA) which is part of the Department of Social and Health
Services.

Rules were written that describe the required education, experience, and competencies of CDPs.
Stakeholders played a significant role in the development of the rules. These rules will protect
consumers from physical, psychological, and financial harm by assuring that practitioners are
qualified to provide services.



