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MEMORANDUM

DATE:
  
February 2, 2009
SUBJECT:
Clarification of 2.2.1 and Guidelines for Documentation and Assessment of 2009 Optometric Residency Standards
TO:
Deans and Presidents of Schools and Colleges of Optometry; Directors of Optometric Residencies; Supervisors of Optometric Residencies; ACOE Consultants; 
FROM:
Larry D. Stoppel, O.D., F.A.A.O., ACOE Chair
DIST:

ACOE, Ms. Urbeck, Ms. Redd, Ms. Wirth, Ms. Leitner
At its October 31-November 2, 2008 Fall Meeting, the Accreditation Council on Optometric Education (ACOE) adopted the Guidelines for Documentation and Assessment of Residency Standard 2.4, which begin on the next page, and the following clarification of the intent of 2.2.1 of the 2009 Optometric Residency Standards, which are to be provided to programs, site visit teams and published on the ACOE web site. 
Clarification on the Intent of 2.2.1 of 2009 Optometric Residency Standards

The intent of standard 2.2.1 is to require the program to demonstrate the nature of the resident’s patient encounters.  The site team may infer the level of case complexity by any of the following means:

· review of patient records 

· review of patient logs including the program’s classification of level of complexity

· interviews with the residents

The program may use established definitions of complexity or define its own.  

I hope that you find these clarifications and guidelines to be useful.  If you have any additional questions, comments or suggestions for the ACOE regarding the new Optometric Residency Standards, which will become mandatory for all programs that will be evaluated after July 1, 2009, please feel free to contact me at the address above or Jean Redd, ACOE Manager at wjredd@aoa.org.  For your information, a crosswalk comparison of the new standards with the existing standards may be found on the ACOE web site at www.theacoe.org, or by clicking here. 
Guidelines for Documentation and Assessment of Residency Standard 2.4 

(Developed by the ACOE Residency Committee and accepted by the ACOE at its October 31-November 2, 2008 Fall Meeting)

Introduction

The Accreditation Council on Optometric Education (ACOE) Residency Accreditation Standards that take effect July 1, 2009 contain a requirement that residency programs demonstrate that the resident attain core competencies.  This requirement is described in Standard 2.4, which states:

“The residency must specify in the curriculum the specific knowledge, skills and behaviors needed to attain core competencies and must require the resident to attain core competencies specific to the program’s mission.  At a minimum, the resident must attain the core competencies specified in standards 2.4.1 through 2.4.6…”

The purpose of this document is to provide guidelines for both residency programs and ACOE evaluation teams in documenting and assessing compliance with Standard 2.4. The origin of this standard is the core competencies for optometric residency programs adopted by the ACOE in October 2005.  The core competencies are attached for reference.  
An important point to note is that the standards utilize the term examples of evidence rather than “required documentation” that was used in the standards in effect prior to July 1, 2009.  This change is intended to emphasize that the examples listed in the standards are just that: examples.  Programs are not required to provide the specific items listed as examples of evidence if the program provides other items that are better suited to document compliance with the standard.  An additional point is that the core competencies were developed to provide a framework for describing the “beyond entry level” attributes provided by optometric residency education, not to create additional training requirements.  Any program that was in compliance with the standards that were in effect prior to July 1, 2009 should be able to demonstrate compliance with Standard 2.4.
Discussion of the Standard
Standard II, of which 2.4 is a component, deals with the residency program’s curriculum.  Standard 2.1 states that “The residency must have a written curriculum that identifies and describes the specific activities for the fulfillment of the clinical, didactic and scholarly elements of the mission, goals, and objectives of the program.”  Therefore, the educational activities necessary to address each of the parts of Standard 2.4 as discussed below should be incorporated into the program’s written curriculum.

A discussion of each of the subparts of Standard 2.4 follows.

Standard 2.4.1

2.4.1 The resident must be able to diagnose and manage conditions that include complex, subtle or infrequently seen visual disorders and clinical presentations by using advanced diagnostic and treatment modalities when indicated.

Examples of evidence:

· Record of resident’s patient encounters

· Summary or analysis of ICD or CPT codes

The key point of this standard is that the resident must have demonstrated diagnosis and management abilities beyond what is considered entry level.  That is the reason for the inclusion of the statement “complex, subtle or infrequently seen visual disorders” as opposed to entry level visual disorders.  Residencies have always been expected to provide experience beyond entry level, so programs are simply required to demonstrate that the resident is obtaining such experience.  

Standard 2.4.2

2.4.2 The resident must be able to provide patient-centered care for those with complex conditions through patient education, communication, and shared decision making with the patient. 

Examples of evidence:

· Evaluations of the resident

· Patient records

This standard is taken directly from core competency number five .  As indicated by the examples of evidence, compliance with Standard 2.4.2 could be documented by using resident evaluations that address that assess effectiveness of the resident’s communication abilities, by documenting patient education and communication in the medical record, or by any other method that the program chooses that provides evidence of the experience and attributes described in the standard.

Standard 2.4.3

2.4.3 The resident must function effectively within interprofessional environments, must demonstrate understanding of the role of other professionals and must be able to communicate and collaborate with other professionals to assure that appropriate resources are utilized for well coordinated patient care.

Examples of evidence:

· Evaluations of resident

· Interdisciplinary rotations

· Consult and referral requests

· Consult and referral responses

· Record of multidisciplinary activities

· Evaluation and treatment reports to other professionals 

The point of this standard is that the resident understands the role of and is able to effectively communicate with non-optometric health care providers and other professionals.  The examples of evidence are numerous and emphasize documentation of patient-related communications with other providers.  Programs could consider adding documentation of these types of experiences to the resident’s activity log to facilitate self assessment and retrieval of this information.
Standard 2.4.4

2.4.4 The resident must be able to continuously improve patient care through self-assessment and quality assurance.

Examples of evidence:

· QA activities involving residents

· Evaluations of resident

· Resident’s self-assessment 

This point of this standard is that there must be a mechanism that provides feedback to the resident for the purpose of improving the resident’s patient care.  Quality assurance procedures and resident evaluations are examples of evidence, both of which were utilized in previous residency accreditation standards.

Standard 2.4.5

2.4.5 The resident must master, apply, and advance the resident’s knowledge by analyzing the best current scientific information and integrating this knowledge into patient care through evidence-based clinical decision making.

Examples of evidence:

· Journal club schedule

· Reading list

· Evaluations of resident

The intent of this standard is that the resident will be exposed to current literature and apply this information in patient management.  The examples of evidence suggest that participation in journal clubs, etc. can be used to document exposure to current literature.  Resident application of this knowledge can be documented by evaluations of the resident or by patient records that indicate that the resident is practicing the most up-to-date management principles in patient care.

Standard 2.4.6

2.4.6 The resident must promote and disseminate knowledge through scholarly activities, such as lectures, presentations, publications, posters, or research.

Examples of evidence:

· Record of scholarly activities undertaken by individual resident(s)

This standard is very similar to the previous scholarship standard and can be documented by simply keeping a record of the relevant activities as noted in the example of evidence. 
Attachment

Core Competencies/Value Added Attributes of Residencies

Residencies in Optometry are post doctoral clinical education programs that provide training in advanced clinical competencies in a variety of eye care and vision related areas and in a broad range of population groups.  Specific to the area of training, the residency program expands and builds on the entry-level competencies attained through completion of the doctor of optometry degree program.    

Upon completion, the residents must:

1. Master, apply, and advance their knowledge beyond entry-level

a. Exhibit a knowledge of pertinent literature

b. Utilize evidence-based clinical decision making

i. Enhance ability to analyze the literature and research

ii. Integrate knowledge obtained with clinical expertise and apply it to patient care

c. Promote and disseminate knowledge through scholarly activities, such as: 

i. Lectures and presentations

ii. Publications

iii. Posters

iv. Research

2. Diagnose and manage disorders beyond entry level expectations, such as

a. Complex or subtle visual disorders

b. Complex or subtle clinical presentations

c. Infrequently seen conditions and presentations

d. Selection, utilization and analysis of appropriate advanced instrumentations and procedures

e. Utilization of advanced treatment modalities

3. Function effectively within interprofessional environments to optimize patient care

a. Understand the role of other professionals

b. Communicate and collaborate with other professionals

c. Assure that appropriate resources are accessed for well 

coordinated patient care 

4. Continuously improve patient care through self-assessment and quality measurement 

5. Provide patient centered care for those with complex conditions through 

a. Shared decision making

b. Patient education and communication
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