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Australian Bureau of StatisticsAustralian Bureau of Statistics

Task transfer: relevance in Task transfer: relevance in 
rural Australiarural Australia

Doctor workforce shortages, Doctor workforce shortages, maldistributionmaldistribution
80% of doctors live in major cities 80% of doctors live in major cities 
compared to 67% of population and 30% of compared to 67% of population and 30% of 
Indigenous peoplesIndigenous peoples
Doctors per 100,000 population:Doctors per 100,000 population:

5050125125Inner Inner 
regionalregional

557272RemoteRemote

108108200200Major citiesMajor cities
SpecialistsSpecialistsGPsGPs



Health workforce shortagesHealth workforce shortages

Source: ABS 2001 Census of Population and Housing. 4102.0 - Australian Social Trends, 2003



Australian Bureau of Statistics, Mmrcom et al, 2005Australian Bureau of Statistics, Mmrcom et al, 2005

Task transfer: relevance in Task transfer: relevance in 
rural Australiarural Australia

Rural doctors work more hoursRural doctors work more hours
Major cities: 58% work > 50 hrs/wk, 11% work >70 Major cities: 58% work > 50 hrs/wk, 11% work >70 
hrs/wkhrs/wk
NonNon--major cities:  63major cities:  63--75% work >50 hrs/wk, 1575% work >50 hrs/wk, 15--
24% work >70 hrs/wk24% work >70 hrs/wk

Task transfer is happening alreadyTask transfer is happening already
NPs in NSW and VictoriaNPs in NSW and Victoria
Colorectal screening in S. AustraliaColorectal screening in S. Australia
Aboriginal health workersAboriginal health workers
Rural and remote urgent care and hospital staffingRural and remote urgent care and hospital staffing

MJA 3 July 2006 edition devoted to task transferMJA 3 July 2006 edition devoted to task transfer



Sewell JR. MJA 185(1): 23Sewell JR. MJA 185(1): 23--4 3 July 20064 3 July 2006

RACP stance on task RACP stance on task 
transfertransfer

Workforce shortages and changing Workforce shortages and changing 
models of care are driving task transfer in models of care are driving task transfer in 
AustraliaAustralia
RACP supports task transfer, as RACP supports task transfer, as 
appropriateappropriate
Explicit curricula and competencyExplicit curricula and competency--based based 
assessments should underpin the assessments should underpin the 
capacity for task transfercapacity for task transfer
Task transfer must be evidence based, Task transfer must be evidence based, 
safe, cost effective and facilitate best safe, cost effective and facilitate best 
patient carepatient care



Yong C. MJA 185 (1) 27Yong C. MJA 185 (1) 27--8, 3 July 20068, 3 July 2006

AMA stance on task AMA stance on task 
transfertransfer

Reforms must improve what doctors do, Reforms must improve what doctors do, 
rather than risk reduction in standards of rather than risk reduction in standards of 
carecare
Teamwork within current defined roles Teamwork within current defined roles 
should improve, without creating should improve, without creating 
overlapping/competing rolesoverlapping/competing roles
Doctors should lead teamsDoctors should lead teams

(AMA Vice President (AMA Vice President ChoongChoong--SiewSiew Yong, Yong, 
MJA 185(1):27MJA 185(1):27--8. 20068. 2006



Task transfer: pros and consTask transfer: pros and cons
Proponents say:Proponents say:

Improves access to careImproves access to care
Creates more providers Creates more providers 
esp. rurallyesp. rurally
Enhances preventive Enhances preventive 
medicine opportunitiesmedicine opportunities
Provides equal safety and Provides equal safety and 
efficacyefficacy
Decreases doctor Decreases doctor 
workload where doctors workload where doctors 
are working too hardare working too hard
Allow doctors to focus on Allow doctors to focus on 
more complex tasksmore complex tasks
May cost lessMay cost less

Skeptics say:Skeptics say:
Will compete for jobs with Will compete for jobs with 
doctorsdoctors
May exacerbate nursing May exacerbate nursing 
shortageshortage
Creates a 2Creates a 2--tiered systemtiered system
Fragments careFragments care
Patients want a doctorPatients want a doctor
May relieve doctor of work May relieve doctor of work 
that the doctor enjoysthat the doctor enjoys
Is patient safety really Is patient safety really 
equal?equal?
Is quality of care really Is quality of care really 
equal?equal?



www.aanp.org, www.aapa.orgwww.aanp.org, www.aapa.org

NPs and NPs and PAsPAs in the U.S.in the U.S.

Nurse PractitionersNurse Practitioners
>115,000 practicing NPs>115,000 practicing NPs
>325 NP training programs, 6,000 grads/yr>325 NP training programs, 6,000 grads/yr
6 million patient visits to NPs annually6 million patient visits to NPs annually

Physician AssistantsPhysician Assistants
>63,000 practicing >63,000 practicing PAsPAs
>130 accredited training programs, 4,600 >130 accredited training programs, 4,600 
grads/yrgrads/yr



Scope of practiceScope of practice
Nurse PractitionersNurse Practitioners

2/3 do primary care: 2/3 do primary care: paediatricspaediatrics, adult medicine, , adult medicine, 
geriatrics, womengeriatrics, women’’s healths health
1/3 specialize: 1/3 specialize: endoscopistendoscopist, , anaesthetistanaesthetist, HIV/AIDS, , HIV/AIDS, 
neonatal, midwifery, mental healthneonatal, midwifery, mental health
Most states require some supervisionMost states require some supervision
Can practice independently (16 states)Can practice independently (16 states)
Can write prescriptions (11 states)Can write prescriptions (11 states)

Physician AssistantsPhysician Assistants
Practice under the supervision of a doctorPractice under the supervision of a doctor
Only recently gained some prescribing authorityOnly recently gained some prescribing authority
More likely to practice in area of shortageMore likely to practice in area of shortage



Scope of practiceScope of practice
Narrow scope of specialty practiceNarrow scope of specialty practice

PostPost--op bypass patient careop bypass patient care
Dialysis ordersDialysis orders
HIV care routine monitoring and recognizing HIV care routine monitoring and recognizing 
complicationscomplications
Diabetes routine monitoringDiabetes routine monitoring

Lower complexity and protocol driven tasksLower complexity and protocol driven tasks
Routine management of chronic conditionsRoutine management of chronic conditions

Asthma, diabetes, IHDAsthma, diabetes, IHD
Urgent care for minor illness, common problemsUrgent care for minor illness, common problems
Preventive medicine, wellness checksPreventive medicine, wellness checks

Counseling for behavior changeCounseling for behavior change
Inpatient care when medical trainee hours Inpatient care when medical trainee hours 
restrictions to 80hrs/week came into effectrestrictions to 80hrs/week came into effect



Training differencesTraining differences
NP (since 1963)NP (since 1963)

3 yr 3 yr BNScBNSc + 2 yr Masters+ 2 yr Masters
Curriculum includes evaluating the medical literature, applying Curriculum includes evaluating the medical literature, applying 
it to practiceit to practice

PA (since 1965, Duke University)PA (since 1965, Duke University)
Created after the Viet Nam war for returning medicsCreated after the Viet Nam war for returning medics
55--10 yrs experience, + 210 yrs experience, + 2--4 undergrad + 26 month PA 4 undergrad + 26 month PA 
certificate programcertificate program
Curriculum includes basic science, clinical rotations (like Curriculum includes basic science, clinical rotations (like ““minimini--
MDMD””))
Program accreditation requiredProgram accreditation required

MDMD
4 yr BA/BS+ 4 yr MD + 34 yr BA/BS+ 4 yr MD + 3--7 yr specialty training7 yr specialty training
Med school grads competency = 2Med school grads competency = 2ndnd year basic trainee in year basic trainee in 
AustraliaAustralia



Certification and Certification and 
professional societiesprofessional societies

NPNP
Competency based certifying exam since 1993 Competency based certifying exam since 1993 

DxDx and management, acute & chronic conditionsand management, acute & chronic conditions
Health promotion & disease preventionHealth promotion & disease prevention

Recertify every 5 years, CME also requiredRecertify every 5 years, CME also required
American Academy of NPs since 1985American Academy of NPs since 1985

21000 members, 22nd annual congress21000 members, 22nd annual congress

PAPA
Competency based certifying examCompetency based certifying exam
Recertify every 6 years, CME also requiredRecertify every 6 years, CME also required
American Academy of American Academy of PAsPAs since 1968since 1968

continuing education, research, continuing education, research, govtgovt relations, public educationrelations, public education

MDMD
Certifying exams Certifying exams 
Recertify every 7Recertify every 7--10 years10 years
SpecialtySpecialty--based Collegesbased Colleges



Horrocks, BMJ;324;819Horrocks, BMJ;324;819--23. 200223. 2002

Systematic review of Systematic review of 
whether NPs can provide  whether NPs can provide  
equivalent care to doctorsequivalent care to doctors
BMJ review of the bests of 119 trials: 11 BMJ review of the bests of 119 trials: 11 RCTsRCTs
and 23 observational studies from 1966and 23 observational studies from 1966--2001 2001 
OutcomesOutcomes

Patient satisfaction same (3 RCT) or better (5 RCT) Patient satisfaction same (3 RCT) or better (5 RCT) 
with NPwith NP
NPs spent more time with patients (5)NPs spent more time with patients (5)
NPs gave more information, offered more advice (3)NPs gave more information, offered more advice (3)

Compared to other patient satisfaction studies of Compared to other patient satisfaction studies of 
doctors, key factors are:doctors, key factors are:

time  spent time  spent 
meeting patient expectationsmeeting patient expectations

Satisfaction does not mean quality, safetySatisfaction does not mean quality, safety



Horrocks, BMJ;324;819Horrocks, BMJ;324;819--23. 200223. 2002

NP NP vsvs doctor outcomesdoctor outcomes

No difference in health outcomes (6 No difference in health outcomes (6 
RCTsRCTs))

Communication skills, accurate Communication skills, accurate dxdx and and 
xrayxray interpretation, appropriateness of interpretation, appropriateness of 
investigations and medications investigations and medications 
ordered, and advice givenordered, and advice given
Variation in outcomes determined by Variation in outcomes determined by 
level of experience more than by type level of experience more than by type 
of providerof provider



Horrocks, BMJ;324;819Horrocks, BMJ;324;819--2323

NPs and patient satisfactionNPs and patient satisfaction

1864186420262026Total (95% CI)Total (95% CI)

25252525Winter 1981Winter 19811818

390390388388Venning et al 2000Venning et al 20001010

657657635635Shum et al 2000Shum et al 20001111

389389644644Mundinger et al Mundinger et al 
200020001414

403403334334Kinnersley et al Kinnersley et al 
200020001212

No. of No. of 
patients patients 
in doctor in doctor 

groupgroup

No. of No. of 
patients patients 
in nurse in nurse 

practitioners practitioners 
groupgroup

StudyStudy

Doctor’ greater Nurse practitioners greater



Horrocks, BMJ;324;819Horrocks, BMJ;324;819--23. 200223. 2002

NP NP vsvs doctor outcomesdoctor outcomes

NPs ordered more tests NPs ordered more tests 
NPs identified physical NPs identified physical 
abnormalities more often (1)abnormalities more often (1)
NPs had more complete records (2)NPs had more complete records (2)
NPs cored better on communication NPs cored better on communication 
(2)(2)
No difference in number of referrals, No difference in number of referrals, 
return visits, number of prescriptionsreturn visits, number of prescriptions



Horrocks, BMJ;324;819Horrocks, BMJ;324;819--2323

NPs and process measuresNPs and process measures

0.40.40.710.71
(0.30 to 1.70)(0.30 to 1.70)

59/36759/36744/129344/129322ReferralsReferrals

0.60.61.051.05
(0.87 to 1.28)(0.87 to 1.28)

913/3247913/3247835/2919835/291966Return Return 
consultationsconsultations

0.030.031.221.22
(1.02 to 1.46)(1.02 to 1.46)

1015/28961015/2896932/2573932/257355InvestigationsInvestigations

0.80.81.021.02
(0.90 to 1.15)(0.90 to 1.15)

1944/28611944/28611685/25031685/250344PrescriptionsPrescriptions

0.000010.000013.67 3.67 
(2.05 to 5.29) *(2.05 to 5.29) *

2286; mean2286; mean
11.14 min11.14 min

2277; mean2277; mean
14.89 min14.89 min

55Consultation lengthConsultation length

Overall Overall 
effect: effect: 
P valueP value

Odds ratio or Odds ratio or 
weighted weighted 

mean mean 
difference difference 
(95%CI)(95%CI)

No in No in 
control control 
groupgroup

No in No in 
intervention intervention 

groupgroup

No of No of 
studiesstudiesProcess MeasuresProcess Measures

* Weighted mean difference. Only one study reported admissions and none reported patient adherence



Horrocks, BMJ;324;819Horrocks, BMJ;324;819--23. 200223. 2002

NP NP vsvs doctor care reviewdoctor care review

LimitationsLimitations
Minimal data on cost differencesMinimal data on cost differences
Not powered to detect differences in rare but Not powered to detect differences in rare but 
serious adverse outcomesserious adverse outcomes
Ambiguity over the definition of NPAmbiguity over the definition of NP
Difficult to measure health outcome Difficult to measure health outcome 
differences for single encounters of minor differences for single encounters of minor 
illnessesillnesses
In my experience outcome depends on In my experience outcome depends on 
individual characteristics and experience individual characteristics and experience 
more than their titlemore than their title



Lenz et al, Medical Care Researd Review 61(3);332Lenz et al, Medical Care Researd Review 61(3);332--51;Sept 200451;Sept 2004

Primary care outcomes with Primary care outcomes with 
NPs NPs vsvs doctorsdoctors

2 year study in NYC 12 year study in NYC 1oo care (2004)care (2004)
700 patients: 80% women, 93% Hispanic, 700 patients: 80% women, 93% Hispanic, 
91% Medicaid enrolled (indigent care), 91% Medicaid enrolled (indigent care), 
mean age 47mean age 47
No difference in selfNo difference in self--reported health reported health 
status or health measuresstatus or health measures
No difference in health utilization of ED, No difference in health utilization of ED, 
hospital, specialistshospital, specialists
Physician patients visited their primary Physician patients visited their primary 
care provider morecare provider more



Wilson et al. Annals of Internal Med 143:729Wilson et al. Annals of Internal Med 143:729--36, 200536, 2005

HIV specialty care by NPs, HIV specialty care by NPs, 
PAsPAs and doctorsand doctors

Medical record review (Tufts, Boston)Medical record review (Tufts, Boston)
2005 Annals of Internal Med2005 Annals of Internal Med
N=6600 patients, 243 physicians, 66 NPs and PasN=6600 patients, 243 physicians, 66 NPs and Pas
8 quality of care measures (viral load, HAART use, 8 quality of care measures (viral load, HAART use, 
screening, prophylaxis)screening, prophylaxis)

NP and PA quality of care similar to physician NP and PA quality of care similar to physician 
HIV expertsHIV experts
NP and PA quality of care better than nonNP and PA quality of care better than non--expert expert 
physiciansphysicians
Success of midSuccess of mid--level providers related tolevel providers related to

high levels of experiencehigh levels of experience
narrow scope, single medical conditionnarrow scope, single medical condition
teamworkteamwork
easy access to expert physician for adviceeasy access to expert physician for advice



NP outcomes, historical NP outcomes, historical 
review of major studiesreview of major studies

SackettSackett et al, Annals of Internal Med 1974 (RCT)et al, Annals of Internal Med 1974 (RCT)
NP 1NP 1--yr health outcomes no different yr health outcomes no different 

Sox, Annals of Internal Med 1979 (review, 40 studies)Sox, Annals of Internal Med 1979 (review, 40 studies)
No difference in careNo difference in care

SimborgSimborg et al, Am J of Public et al, Am J of Public HlthHlth 1978 (chart reviews)1978 (chart reviews)
NP documentation better (symptoms, signs, followNP documentation better (symptoms, signs, follow--up)up)
More likely to prescribe nonMore likely to prescribe non--prescription therapiesprescription therapies

Ramsay et al, Am J of Public Ramsay et al, Am J of Public HlthHlth 1982 (case1982 (case--control)control)
NPs had more success managing HT, obesityNPs had more success managing HT, obesity
Attrition, appointment keeping the sameAttrition, appointment keeping the same

Powers et al, Nurse Practitioner 1984 (casePowers et al, Nurse Practitioner 1984 (case--control)control)
NP patients more likely to be NP patients more likely to be ““completely satisfiedcompletely satisfied”” with carewith care
Attrition, appointment keeping the sameAttrition, appointment keeping the same



NP outcomes historical reviewNP outcomes historical review
AvornAvorn et al ,Arch Internal Med 1991 (case vignettes)et al ,Arch Internal Med 1991 (case vignettes)

NPs more thorough in history taking, fewer medications NPs more thorough in history taking, fewer medications 
prescribedprescribed

SafrietSafriet, Yale J on Regulation 1992, Yale J on Regulation 1992
NPs use lower cost tests, prescribe fewer drugs, use lower NPs use lower cost tests, prescribe fewer drugs, use lower 
cost treatments at comparable qualitycost treatments at comparable quality

Brown et al, Nursing Research 1995 metaBrown et al, Nursing Research 1995 meta--analysisanalysis
Greater compliance with NP, greater patient satisfaction and Greater compliance with NP, greater patient satisfaction and 
resolution of diseaseresolution of disease

MundingerMundinger et al, JAMA 2000et al, JAMA 2000
No difference in outcomes with NP No difference in outcomes with NP 

Lenz et al, Diabetes Educator 2002Lenz et al, Diabetes Educator 2002
NPs provide more education, do more routine tests for NPs provide more education, do more routine tests for 
diabetic ptsdiabetic pts
No differences in outcomesNo differences in outcomes



Limitations of evidence baseLimitations of evidence base

Cost savings not reproducibly Cost savings not reproducibly 
demonstrateddemonstrated
Effect on doctor workload not well Effect on doctor workload not well 
understoodunderstood
Little data available on whether task Little data available on whether task 
transfer increases accesstransfer increases access
Little data regarding use of lay Little data regarding use of lay 
healthhealth--workers in remote workers in remote 
communitiescommunities



Task transfer examples in Task transfer examples in 
AustraliaAustralia

VictoriaVictoria
New South WalesNew South Wales
Task transfer in teaching at the RCSTask transfer in teaching at the RCS



NPs in VictoriaNPs in Victoria
26 NPs in practice, 1 rural26 NPs in practice, 1 rural
8 NPs have limited prescribing rights 8 NPs have limited prescribing rights 

egeg heparin, heparin, epoepo, calcium for dialysis nurse, calcium for dialysis nurse
Largely specialist, hospitalLargely specialist, hospital--based rolesbased roles

emergency, palliative care, wound management, ICU emergency, palliative care, wound management, ICU 
liasonliason, dialysis, young people, dialysis, young people’’s healths health
no provider numbers or Medicare billings no provider numbers or Medicare billings 

No published evaluation of efficacy or safety yetNo published evaluation of efficacy or safety yet
Nursing board sets training and skills Nursing board sets training and skills 
assessment requirements currentlyassessment requirements currently



NPs in NSWNPs in NSW

1998 Nurses Amendment (Nurse 1998 Nurses Amendment (Nurse 
Practitioners) Act Practitioners) Act 

Provides for recognition and Provides for recognition and 
accreditation of NPs in NSWaccreditation of NPs in NSW

72 currently working72 currently working
60 working on authorization60 working on authorization
29 specialties represented, both 29 specialties represented, both 
rural and metrorural and metro



Task Transfer in teaching: use of a Task Transfer in teaching: use of a 
Clinical Education Facilitator (CEF) Clinical Education Facilitator (CEF) 
to improve undergraduate medical to improve undergraduate medical 

student educationstudent education
Project funded by a Learning and Teaching Project funded by a Learning and Teaching 

Performance Fund grant University of Performance Fund grant University of 
Melbourne Melbourne 

Headed by Jennifer Critchley, PhDHeaded by Jennifer Critchley, PhD





Task transfer: Clinical Task transfer: Clinical 
Education Facilitator (CEF)Education Facilitator (CEF)

The needThe need
Consultants rarely on the surgical ward to teach Consultants rarely on the surgical ward to teach 
at the bedsideat the bedside
Students not allowed on roundsStudents not allowed on rounds
Students uncertain of their role, unsupervised Students uncertain of their role, unsupervised 
Registrars and interns too busy, work hours Registrars and interns too busy, work hours 
constraints constraints 
Student clinical experiences are often totally self Student clinical experiences are often totally self 
directed, ad hoc, randomdirected, ad hoc, random11 and opportunisticand opportunistic22

1.Rural Clinical schools Evaluation. Unpublished data FRAME ques1.Rural Clinical schools Evaluation. Unpublished data FRAME questionnaire. tionnaire. 
2.Liddell, M et al. 2.Liddell, M et al. Medical Education Medical Education 36:103536:1035--1041, 20021041, 2002



CEF project: aimCEF project: aim

To improve semester 8To improve semester 8--9 medical 9 medical 
studentsstudents’’ clinical experience through clinical experience through 
the introduction of a Clinical the introduction of a Clinical 
Education FacilitatorEducation Facilitator



CEF project: methodsCEF project: methods
CEF roleCEF role

Create safe, structured, handsCreate safe, structured, hands--on learning on learning 
opportunities on the ward with real patientsopportunities on the ward with real patients
Observe and give feedback on historyObserve and give feedback on history--taking and PEtaking and PE
Teach and assess competence on procedural skillsTeach and assess competence on procedural skills

OutcomesOutcomes
OSCE assessed student skill prior to and following OSCE assessed student skill prior to and following 
their clinical rotation with the CEFtheir clinical rotation with the CEF
Progress compared with students at the two other Progress compared with students at the two other 
Rural Clinical School sitesRural Clinical School sites
Student survey regarding effect of CEFStudent survey regarding effect of CEF
Ward staff interviews and focus groups regarding Ward staff interviews and focus groups regarding 
impact of project on ward functionimpact of project on ward function



8%8%66
48%48%55
36%36%44
4%4%33
4%4%22

Working with the CEF has helped me Working with the CEF has helped me 
improve my PE skillsimprove my PE skills

12%12%66
36%36%55
40%40%44
4%4%33
8%8%22

Working with the CEF helped me Working with the CEF helped me 
improve my history taking skillsimprove my history taking skills

PercentPercentScore Score ††

Table 1: Student experiences of the Clinical Education 
Facilitation (N=25/35)

†1= disagree strongly;  2= Disagree somewhat; 3= Disagree slightly; 4=Agree slightly; 5= Agree Somewhat; 6= Agree Strongly;



Table 2: Student experiences of the Clinical Education 
Facilitation (N=25/35)

†1= disagree strongly;  2= Disagree somewhat; 3= Disagree slightly; 4=Agree slightly; 
5= Agree Somewhat; 6= Agree Strongly

20%20%55
Working with the CEF has helped improve my Working with the CEF has helped improve my 
procedural skillsprocedural skills

80%80%66

56%56%66
36%36%55
8%8%44

Working with the CEF increased my clinical Working with the CEF increased my clinical 
confidenceconfidence

40%40%66
44%44%55
12%12%44
4%4%33

The CEF provided me with feedback about my The CEF provided me with feedback about my 
performanceperformance



CEF: challenges to expanding CEF: challenges to expanding 
the programthe program

Dynamic championDynamic champion
Jennifer Critchley has made this Jennifer Critchley has made this 
successfulsuccessful
can it be replicated?can it be replicated?

Teacher trainingTeacher training
What training is required to replicate What training is required to replicate 
teachersteachers’’ competency and ensure competency and ensure 
efficacy of teaching?efficacy of teaching?



Nurses teaching medical Nurses teaching medical 
students: skills labstudents: skills lab



Nurses teaching medical Nurses teaching medical 
students: skills labstudents: skills lab

Skills Lab Nurse Educator roleSkills Lab Nurse Educator role
PBL handsPBL hands--on clinical scenarios with simulatoron clinical scenarios with simulator

Arrhythmia recognition and managementArrhythmia recognition and management
MI recognition and managementMI recognition and management

Skills practice and certificationSkills practice and certification
IV IV cannulationcannulation
Blood drawsBlood draws
SuturingSuturing
Theatre scrubTheatre scrub
BLSBLS



Additional solutions for Additional solutions for 
improved outcomes in the improved outcomes in the 

setting of workforce shortagessetting of workforce shortages

PayPay--forfor--performance schemes performance schemes 
driving innovation in care provision driving innovation in care provision 
in the UK and USin the UK and US

Automating preventive and chronic Automating preventive and chronic 
disease care monitoring at a checkdisease care monitoring at a check--in in 
kioskkiosk
Developing teams for improved clinic Developing teams for improved clinic 
efficiency and care outcomesefficiency and care outcomes



Keys to success with task Keys to success with task 
transfertransfer

Accreditation of training programsAccreditation of training programs
Competency based curriculumCompetency based curriculum

Certification of skills and knowledgeCertification of skills and knowledge
Tied to licensingTied to licensing
Required periodic recertificationRequired periodic recertification
CME requirementsCME requirements

Patient informed consentPatient informed consent
Clear scope of practice with defined lines of Clear scope of practice with defined lines of 
supervision and liability supervision and liability 
Protocols and monitoring for quality and safety Protocols and monitoring for quality and safety 
Research/surveillance for monitoring safety and quality Research/surveillance for monitoring safety and quality 
of careof care
Provider numbers and remuneration schemesProvider numbers and remuneration schemes
Indemnity coverageIndemnity coverage


