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Glossary

Assistivetechnology(AT)-* an umbrell a term for any device or
perform tasks they would otherwise be unable to do or increases the ease and safety with wh
tasks c¢can BMorldpeatthfOoganizatidn, 2004: 1A T encompasses a wide range of

items from simple to complexée Table 2 Modifications to the home and vehicles are also an

essential part of AT solutiorigr many.

AT helps individuals overcome barriers, enabling a wide range of outcomes including autonomy and
independence in activities in the home, getting out and about in the community, communicating
with others, and participatigin education and emplayent and community activities.

AT practitioner—an inclusive description of a person who may work independently, in government,
in a notfor-profit, or in a business, and who has the skills in one or more areas described below to
provide:

1 advice regardingersonalised information and guidance on AT selection;

1 assessment in conjunction with an individual with disability regarding how AT may assist the
individual and their family, and providing general AT recommendations to individuals and
their family, ando funders such as DisabilityCare;

1 assistanceo a consumer and their family to implement one or more AT solutions.

AT practitioners will generally have relevant qualifications and/or considerable experience in AT
provision.

Consumerin this paper it reérs only to a person with a disability who uses AT, andchimaisch
broader meaning elsewhere.

DisabilityCare Australia (DisabilityCare}Xhe name for the national insurandeased scheme
created in 2013 for people with disability.

Family—accordingtotheAct t o establ i sh DisabilityCare: *‘“The
significant persons in the |ives of people with
paper uses the term ‘family’ b r ofisastipgopléewhodrenc | ud e
important to consumers.

Participant—is the term used by DisabilityCare for people with disability eligible for assistance under
the scheme.

Planner—a delegate of DisabilityCare who assists a participant to prepare a plan fogtadé and
associated supports for 12 months or longer.

Prescriber a traditional term used witlm existing AT funding schemes for th& practitioner
responsible for specifying the needs and AT requirements of a person with disalsliglly within
the limited scope of what is available in that scheme
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Provider—runder the DisabilityCare Australia | egislat
or organisation who provides, or manages the funding for, a support to a participant. Supports are
particularly broad under the Act. For AT both an AT practitioner (providing information, advice or
assistance) and an AT supplier (providing AT products) would be providers of supports.

Supplier—traditionallyan organisatiorthat soldor fabricated an ATdevice or system for a person

with disabilityin response to an order from a funding body an individual consumemncreasingly
suppliers are providing information, advice and guidance to consumers and practitioners about AT
products, appwel | of stAallingg@raining, saiug and rgpair). For regulatory
reasons they will generally still operate as an organisation/ business even if they are an individual
operator. Many suppliers employ AT practitioners.
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Executive summary

DisabiityCare Australia will shift control of resources for their disabikiated goods and services to
people with disability. This will include the way assistive technology (AT) is funded. The shift away
from block funding of AT programs will require re@aent of current bureaucratic structures used

to ration scarce resources equitably and manage the risks associated with AT prescription and supply
processes with a new framework more in keeping with a peicantred marketbased system.

AT is a primary abler for many people with disability. Within DisabilityCare it is estimated that 12%
of expenditure will go towards AT, including home and vehicle modifications. Nationally 10% of the
population (40% of people with a disability) rely on aids and equipnm@ohsumers oftentilise

advice and support to identify, select and make the fullest use of AT. Consequently, ensuring the
competence of AT practitioners and the quality of AT suppliers is critical.

This paper identifies the primary issues and optionsefiablishing a nationaredentialng and
accreditation systemCredentiaing of individual AT practitioners and accreditation of AT suppliers,
particularly for higher risk and more complex AT, will provide consumers and their families with a
decisionmaking aid when making choices in seeking assistance to identify and meet their AT needs.
It will also assist DisabilityCare and other individualised funding programs to identify AT practitioners
with the relevant levels of competence to assist with assesgmand planning.

For good AT outcomes consumers and families need:

1 timely and accurate information

1 advice that is directly applicable to their situation

1 accurate assessment of their needs and capabilities, and
1 effective implementation of the right solian.

Delivering good AT outcomes often hinges on the combined expertise of all parties: consumer and
family; AT practitioners and suppliers.

The creation of DisabilityCare Australia signals a major shift in the culture and language of service
delivery.h r el ation to AT, the role of AT practitione
i nherent gatekeeping aspects, to one of ‘advice’
roles and language is reflected in theedentialng and accredittion options proposed in this paper.

AT practitioners may undertake these different roles in a myriad of configurations. Practitioners and
suppliers will need to strengthen their consumer focus, and address any potential conflicts of

interest, particularlywhere these roles are combined such as in specialist seating clinics and for

orthotists and prosthetists.

To develop this options paper, a consultation paper was widely circulReshonses were received
from approximately 65 organisations and indivitkilaroughout Australia and internationally,
comprising over 120 pages of written feedback, as well as a number of individual and group
discussions. Research included a review of peer reviewed and grey literature, and existing AT
accreditation andcredentaling systems; critiques of those systems; and research into existing
regulatory systems to identify key elements related to success/failure and best practice.
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This paper is a modest first step, and much more work will need to be done in negotiating and
implementing key decisions regarding selecting which options are most appropriate and achievable;
and developing the detailed resources, structures and processes to implement an effective and
sustainablecredentiaing and accreditation system.

Research results

The literature review identified a number of outcomes that regulatory schemes sumiedesntialng

and accreditation can achieve, including:

1 reduced abandonment (<5%) (Strong et al., 2011)

1 greater highcompetency practitioner availability by directidgmand for guidance on lower
risk/lesscomplex AT to lower skilled practitioners (Winchcombe & Ballinger, 2005)

1 consolidation of a ‘body of knowledge’ and re

1 agreement on the necessary AT competencies (EdsaésBauer, 2011).

However, these and other positive benefits can be achieved oofgdientiaing and accreditation
systems function effectively. Key elements identified for this include:
1 “r Hgohutch® regul ation, wit h atehvighlelekolrsd of r egul &
1 transparency and accountability to the community broadly and consumers particularly
1 efficacy of monitoring and enforcement, with clear recognition thatfigmt requirements
and supports to engender good practice are the best wayetoerate good outcomes
1 ongoing evaluation of theystem itself, and its effectiveness in enhancing consumer
outcomes, with the caveat that AT outcome measures are improving but need more work.

Information was collected on 1aredentialng and accreditatio systems nationally and
internationally. Welestablished and typical examples were reviewed against key criteria including:
1 governance and structural relationships, such as affiliation with funder (Enable NSW) or
independent (RESNA)

costs: detailed infanation was not generally available, but funding structures were

legal status (statutory or other basis of authority)

entry requirements (restricted to registered health professionals or other limits)
credentialng/accreditation attainment and continuing geirements

addressing poor performance/problems/complaints

links to education/training

evaluation and transparency tfe system.

= =4 =4 -8 - -8 -9

There are few evaluations of existing systems, and information on all these criteria was not available
for all systems. Howeyr strengths and weaknesses were identified utilising a combination of
comparisons against the broader literature about what is required for effective regulatory systems,
and informal discussions with people involved in the systems. Our discussions laksd highlight

some of the inevitable tradeffs in building and operating such systems. The resultsi@féisearch

as well as the literature and the consultation process were used to develop the framework for an
Australian ATredentiaing and accredition system.

Framework for a national AT credentialing and accreditation system
This summary presents the major elements of the proposed system, including some results from the
consultation. There are four main parts in the framework:

1 broad systemic issise
1 practitionercredentialng
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1 supplier accreditation
i timelines and tasks for the next stages.

Broad systemitssues considered includedthg St em’ s purpose, objectives,

implementation fundamentals. Overall these were well supported in thresaltation, and several
important suggestions are now included.

Purpose Thecredentiaing and accreditation system will identify, develop and continually enhance
high-quallity practitioner and supply practices in the Australian AT sector that akiebest
outcomes for consumerand their families, and improve process and economic efficiency for
funders, AT practitioners and suppliers.

Objectives:These emphasise that theg&em must:

1 enhanceATc 0 n s u outeomes, and improve process and economfciecy
1 be appropriate to the risk, cost and complexity of the AT being provided

1 be accountable, transparent and just, and

1 be effective, viable and sustainable.

Principles The three principles are:

1 that the §stem will evolve over time to ensure thatis affordable and sustainable; does not
create bottlenecks in the availability of AT practitioners and suppliers; can develop
incrementally based on ongoing evidence of effectiveness; incorporates awareness and
flexibility regarding meeting the needs mfral and remote communities

1 credentialng and accreditation requirements should be appropriate to risk, and should
include a matrix structure incorporating (a) levels of competency and (b) areas of practice (e.g.
communicationsolutiong

1 transparency aneévidence regarding key indicators of good practice in AT provision will be
essential including: collaborative practice between consumers, AT practitioners and suppliers;
and adherence td&JN Convention on the Rights of Persons with Disabilities

Implementation fundamentals: This covers five major areas: basis of authority and scope;
governance; financial sustainability; operational requirements; and evaluathie all of these are
pivotal, only issues of authority, scope and governance are discussed here

The basis of authority for theyStem could be statutory, contractual, and/or as a decisiwaking
aid to assist consumers/families (and Disabiliye planners). The use of thgs®m as a decisien
making aid is proposed, and there is potential forabiktyCare and other funding schemes to
incorporatecredentialng and accreditation into their contractual arrangements with AT
practitioners and suppliers.

Issues of scope are not dealt with in detail, as much of this will be determined by different AT
funding agencies (such as DisabilityCare). However, the range of AT in relation to issues of
complexity, risk and the concomitant competencies required is canvassed broadly in TEiee?.
was strong support in the consultation for a single system tecbeth AT practitioners and
suppliers.

Several options are proposed for governance and board composition. In the consultations half of the
respondents supported utilisation of an existing body, particularly one already involved in
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credentialng/ accrediation (such as AHPRA) or in the sector (ARATA and ATSA) to provide
governance and/or to auspice theg&em. This was seen as cost efficient, enabling utilisation of
existing structures and expertise. The other half argued for a new independent board and
organisation to minimise conflicts of interest and ensure a strong focus amedi€ntialng/
accreditation. Few people supported the idea of a representative board, with the vast majority
arguing for a skillkased board or a combination of the two.

Credentialing AT practitioners

Fundamentally, the purpose afedentialng AT practitioners is to provide a robust and clear
evidencebased assessment of their competence. To develop appropriate structures and processes
to achieve this, the paper considers a widage of issues including those summarised below.

Requirements for AT practitioner competence must be closely linked to the risks and complexities of
the AT involved. Four levels of AT risk were identified, ranging from simple everyday items that most
consumers would be confident and able to select for themselves (Level 1), up to highly complex AT
solutions that will typically be unique to the consumer and often require a team of practitioners and
suppliers to develop in conjunction with the consumer ameir family.

With the four levels of AT in mind, three options were developed. All three are the same for Level 1
and Level 2 AT. Itis proposed that no credential be required for Level 1 AT. Across all options it is
proposed that for Level 2 AT a relewaindergraduate degree amttedentialng evidenced through
registration (where that exists) and/or good standing with the relevant professional association is
likely to be sufficient and appropriate.

The major differences between options, and the majoaltenges, are in Levels 3 and 4 AT:

1 Option 1 proposes that there are additional AT competency requirements, and therefore
additional (secondary) Adredentialng, only at the highest level of AT risk, Level 4.

1 Option 2 is similar to Option 1, except thiaitdentifies the need for additional competencies
and (secondary) Adredentialng that covers both Levels 3 and 4 AT.

1 Option 3 proposes that there are additional competencies required at Level 3, and still more
at Level 4 AT, with each of these regugrcredentialng (secondary and then tertiary).

I n relation t o ededegtialbg several ypathivays are’ ssggestedindludingy(a)
professional qualifications; (b) Cert Il plus experience; (c) minimum 3 years equivakimeull
expeaience. This proposal is based on awarenesstthere are some very experienced and
extremely capable pradtonerswithout professional qualifications. Some concerns were raised in
the consultation about allowing people without professional qualificagitmapply It was also
proposed that after three years of operatiprequirements be increased.

Similarly, there were several pathways proposed for meetieglentialng requirements, including:

attainment of ATeredentialng through a recognised systgmg. RESNA ATP, and potentially
equivalents in relation to ‘advanced AT practice
professional bodies such as Australian Physiotherapy Association); or a postgraduate qualification in

AT practice; or a ptfolio of demonstrated AT practice competence; or completion of an approved

written examination.

National Credentialing &Accreditation of ATPractitioners & Suyppliers Options Paper May2013 PagelO



Additional potential requirements include: a structured interview with an expert AT consumer and
advanced AT practitioner canvassing essential practice diroes; and agreement to abide by other
elements including professional/association codes of practice, and participation in ongoing
professional development, including an insightful/reflective practitioner requirement.

In the consultationshere was strongupport for the interview process and the insightful
practitioner conceptput major concerns were raised by many of the feasibility and cost of these.

Significantly, one of the biggest issues raised throughout the consultation process was the
intersecton of additional ATredentialng requirements and existing professiocatdentiaing

through relevant professions, including occupational therapy, physiotherapy, speech pathology,
rehabilitation engineering, and orthotics and prosthetics. The optionsrilesd above reflect this
intersection, and the next stage of this process will need to involve extensive work and negotiation
to resolve these issuel these existing professional credentials requirements regarding AT
competencies vary widel\f.here areseveral different ways to proceed in relation to the roles of
professional bodies and Afedentialng, including:

a. setup a national accreditation agency (independent, or part of an existing organisation) to
establish and run aredentialng system, or

b.  establish a national working group to develop AT competency standards/requirements and
work with the registered and selfegulated professions to establish and manage their own
‘“‘advanced crdentialngpragcams, or e

C. A combination of (a) and (with a single national AT accreditation framework that
incorporates recognition of the advanced ér€dentialng done by the professions.

Finally, an option is proposed to undertageedentialng in two separate streams, separating AT
practitioners into hose who work within supplier settings and those who do not. The advantages
and disadvantages of this option are described in the paper, and it is notable that this was the initial
approach undertaken by RESNA, which subsequently combined them intoeasiiiegim.

Accrediting AT suppliers

The primary purpose of accrediting suppliers is to provide consumers with a clear indication of which
suppliers have the skills and reliability to meet their particular AT needs, especially in relation to

more complex ATt will also assist funding agencies (e.g. DisabilityCare) in relation to identifying
appropriate suppliers to be become ‘registered p

Eligibility to apply for accreditation includes meeting current Australian business/organisation
requirements and employment of some experienced staff. Concerns were raised in the consultation
about howconsumers purchasing AT from overseas (such as software) would be affected, and was
balanced by recognition that within DisabilityCare consumers are not liddg testricted in their
choice of where they can purchase AT, but that consumers should be aware of the increased risks
when purchasing of§hore. It was also noted that accreditation needs to be focused on assisting
consumers, not protecting supplierofn competition.

Proposeccredentialng requirements include: appropriate premises in Australia; adequate
recordkeeping, including complaints systems; agreements and approvals in place (e.g. TGA and
product standards); consumer protections (e.g. insuragoe protection of deposits); a code of
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practice (e.g. ATSA code of practice); and capacity for provision of effective maintenance/spares/
repairs; and regular audits.

Supplier accreditation was strongly supported in the consultation, including suppdheor

proposed eligibility and accreditation requirements, with three notable exceptions. One has already
been mentioned: concerns about limitations on-sffore purchasinglhere were also some

important concerns raised about the requirements for suppladrkigher risk ATLévels 24) to

have access to AT practitioners that weredentiakd for that level of AT risk. Perceptions are that
some suppliers could readily meet this requirement, but it may prove difficult for others (e.g. in rural
settings). Tts issue will need more work and investigation. Decisions made regandidgntiaing,
including the competency requirements for different risk levels of AT and whether a-sindieo-

stream approach is adopted, will have a significant impact on thiriEinally, the intersection of
accreditation and existing quality systems in use by suppliers such as ISO 9001 will need
consideration to ensure costs and Hape are minimised.

Timelines and costs

Responses in the consultation indicated that the pregad timelines covered the major tasks that
would need to be undertaken in time for the initiation of the wideale roHout of DisabilityCare in
July 2016. There was also recognition thgreat dealof work will need to be done, and it will be
challengng to do it within these tight timeframes.

A threestage process is proposed: Stage 1 Development and establishment July R0182016;
Stage 2 Early operations and evaluation July 200ihe 2018; Stage 3 Ongoing operations. Essential
tasks for Stagé are outlined in detail over the three years. Some of these tasks are:

1 secure commitment by the DisabilityCare Launch Transition Authority to support and promote
AT practitionercredentiaing and supplier accreditation, amebrk to be undertaken to

encouage other funding programs to do the same

secure funding for Stage 1, and establish a workforce

developcredentialng levels and requirements, in negotiation with relevant professional
associations, consumefamilies, suppliers and other stakeholders,dastablish links with
education/training sources

develop website and other communication media

produce economic modkhgon the costs of the $stem and appropriate fees and charges.

= =

T
T

Determining costs for Stage 1 will require more diethconsideratiorof the work entailedand
relevant costs of this workthese costare very dependent on decisions that need more
investigation and negotiation. For instance if it is decided to proceed through an existing
organisation already involved amedentialng, coss may be substantially lower to establish the
scheme than if a new independent organisation is established. Costs for the first year to work
through the immediate requirements are likely to be in the order of $150,000 to $200,000.

Finally, in the consultin a range of fee structures were proposed fmedentialng and

accreditation. In both instances, feedback emphasised the need to keep fees as low as possible while
at the same time ensuring that they&em is selsustaining once it is operationadddtionally,

several responses emphasised that setting appropriate fees was not possible prist toantelling

for operating the $stem, and this in turn could not be done until decisions wassle about the

details of the $stem itself.
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Part 1. Background

Thisoptionspaper was initiated and developed becauBisabilityCare Australia will shift control of
resources to people with disability, and away from traditional paternalistic program funding
structuresfor disabilityrelatedgoods and servicesincluding assistive technology (AThe shift

away from block funding of AT programs will require replacement of current bureaucratic structures
used to ration scarce resources equitably and manage the risks associated with AT prescription and
supply proceses with a new framework more in keeping with a persentred marketbased
system.DisabilityCas launch sites glive in mid2013, with thefull roll-out beginning in mieR016 in

most states and territories.

As a modest first step in this process thégpr identifies the primary issues and options that will
need to be resolvedo thata nationalcredentialng andaccreditation systencan bedeveloped and
in plae by mid2016 at the latestThis is a relatively ambitious targgitventhe amount of work hat
will need to be done

The development of tisioptions paer utilised a fouwrstep process:
1. development of a consultation paper

2. consultation based on the consultation paper

3. analysis of the consultation

4.  devdopment of theoptions paper.

The development athe consultation paper included a literature review incorporating pesfiewed
material (identified through extensive academic data base searches utilising relevant key terms),
grey literature and general documentation available around the world; aretd@ommunication

with key architects/stakeholders of systems in Australia, Canada, New Zebl8Aand the UK, and
professionals who have written about practitioner/supplier systems in Canada (Siaiy,and

the USA (Consortiufior Assistive Technogy Outcomes Research plus others at theiversites of

Buffalo and Wisconsin Importantly,the literature review process arttlis dialogue continued

throughout the consultation periodidening the international contributiond'he consultation paper

drew upon work previously undertaken by ARADA&sleigh De Jongad colleaguesn

credentialng AT professionals, and by Natasha Layton in her PhD studies and other work in this area.

The consultation papeaalso included an extensive reviewlf AT accreditdon systems in other
countries and locally, and consideration of what is necessary and appropriate in the Australian
context. The systems examined and analysed in degthlistedin Table 1andother systems were
also reviewed (such as the Domiciliagupment Service in SA, and the Medical Aids Subsidy
Scheme in QLDJhe analysisicluded a brief discussion of the strengths/weaknesses of these
systems, and the next steps for establishamgAustraliaraccreditation system including required
resourcesand a timeline
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Table 1 ATpractitionerand suppliecredentialingaccreditation programs regwedin depth

AT practitioner

ATsuppliers

Statewide Equipment Progra(8WEPYictoria (registration &
qualifications to prescribe AT)

EnableNZ Equipment andddification Services (tender for
Provider Panel & Subcontractdg

Enable NSW (registration & qualifications to prescribe AT)

Pharmacy Guild Australia (pharmacy accreditation including AT,

EnableNZ Equipment and Modification Services Assessars (Vi
Ministry of Health Accreditation Framework)

USA National Registry of Rehabilitation Technology Suppliers (q
of Ethics & Standards of Practice)

Canada- Alberta Aids for Daily Living\thorizerstatus)

USA Durable Medical Equipment, Prosthetics/Otittsy and
Supplies (DMEPO@®usiness registration requirements to supply
AT)

Canada-Ontario Assistive Devices Prograamthorizerstatus)

Canada Alberta Aids for Daily Livinggndorrequirements &
registration

Assistive Technology Professional @ehabilitation Engineering
and Assistive Technology Society of North AmerRESNA)

Canada Ontario Assistive Devices Programnoduct& vendor
registration)

UK Community Equipment Dispenser Accreditation Board
(accreditation of staff)

UK British He#th Trades Association (Code of Practice for AT
suppliersapproved by the Office of Fair Trading)

UK Assistive Technology Professional Society

UK Community Equipment Dispenser Accreditation Board
(accreditation of retail premises)

UK National Health Seoe— Any Qualified ProvidgfAQP)

The consultation paper was circulatedrywidelythrough networks of AT stakeholdersAustralia,
andto severalinternational expertsThese groups includeatganisations representing people with

disability and theifamilies,and thoserepresenting AT practitioners (such as Occupational Therapy

Australia), suppliergublic servantand acadents, and many individuals in the sectbhe

consultation paper was a vehicle fegeking input and advice from stakeholdersoh ow Austr al i

national accreditation system for the gtitionersand suppliers of assistive technology should be
constructed, particularly within the context @fisabilityCare Australia.

In addition toreceivingapproximatelyl20 pages of written respnses(excluding attachmentghe
project team also undedok direct consultation with key stakeholderseople with disability; the
NDIS Launch Transition Agenallied health professional associations; assistive technology
suppliers; and local and inteational experts on assistive technology accreditation systdiims.
consultationwas done facdo-face, by telephone and via electronic conferencing facilities.
Approximatelye5 organisations and individuals provided input and advice during (and before and
after) the consultatior(see the list in AppendiX). Several consultations and meeting#th groups

of stakeholdersvere held after the formal close of the consultation process and after initial analysis

of the results, and while these generated importaadditional comments, no new issues were
revealed which indicated that we had reached saturatibmesponses and hagliccessfully

identified most of the major issuemnd options

The consultatiorproved tobe invaluable in many way#t effectively engagd the st&eholders
across the nation whare involved in assistive technolodyidentified afew major omissions and
problems with the initial consultation paper, andwde range obmallbut important gaps or errots

The processvas particularly helpfl in highlighting key issues where there are significant differences

of opinion about the best way forwarénd themany areas of consensusortunately, many
organisations and individuals expressed not only thiews but also providedheir carefully
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reasoned arguments and evidence about why they took a particular stavidch helpedus to craft
arobustoptionsmperout of the ‘rough’ consultation paper.

Most of the options described in theecond halbf this paper are a result of preferences addas
expressed during the consultation for developing a national AT accreditation sySterexample,
one ofthe most significansetsof comments was in relation to the rot# allied health professionals
(both regulatedviathe Australian Health Praciiiner Regulation Agen§AHPRAaNd selfregulated)
in prescribing ATThis included:

1 not enough emphasis and description of the contribution made through initial undergraduate
education and subsequent registratiamédentialng;

1 concernghat ATcredentiding and accreditation for basic (necomplex) AT was unnecessary
in light of existing registratiomtedentialng, and an extra unjustifiable expense and burden of
compliance

1 commentsf r om all i ed health professionakd’ t hemseldy
health professionals were often not weltjuipped with skills and understanding of AT,
particularly at the more complex levels.

These issues and concerns, like others, have helped to identifghapesome of the options
described in the secahhalf of this paper which presents a range of optionskiablishing a
national ATcredentialng and accreditation systenMore details about the consultation results are
presented in thesecond halbf this paper.

The terms accreditation, certificaticand credentialngwere used throughout the literature

reviewed and information collected on existing systemrsd sometimes with different meanings

This variation isnaintained in the first half of this pap&hen discussing different systems and

articles from the literature irordert o capt ure the original authors’
Observationallycredentialingis usually (but not exclusively) used primarily in relation to certifying
individuals, and accreditation is often (but not exclusively) usadlation to organisationand/or

businesses.

Elsewhereparticularly in thesecond half of the papewe have usedcredentiaing t o ref er t o
i ndi vi duarlesdi taammtdi cm'c f or organisations.

Part 1 provides the background for the development of Alecredentialng and accreditation
framework that is described in Part 2. Part 1ssmit an overview of AT provision in Australia and
introduces the likely changes to the status quo that will be generated by DisabilityCare Awastcalia
related individudised funding strategiesThis is followed by a review of relevant literatadgout AT
credentialng and accreditation, and aled evidence from research and reviews regarding
regulatory systems internationally. Part 1 concludes with the results of atieweof existing AT
credentialng systems in Australia and internationally, and a summary of key findings.

The Project Teawas Michael Summers g&istive Technology Suppliers AustralagidSAand

Lloyd Walker (Tech4Liféd.Project Advisory Committeeasalso convened and include
representatives of: consumers, carers, AT professionatsuppliers(see AppendiBfor details).
Advice and suggestions from this group played a very significant role in the development of this

paper.
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Overview of AT provision in Australia

One in ten Australians (40% of people with a disability) use and rely on aids and equipment (ABS
2004: 7), which equates to approximately 2,278,550 people in 20.these, almost one million
receivegovernmentfundedassistance in vging forms to acquire the AT they need to enhance their
independence and maintain their basic quality of (Fearson, O'Brien, Hill & Moore, 201B}is

ranges fronfederally funded schemesifch adHearing Program Services, Dept of Veterans Affairs
Rehailitation Appliances Program) through to stéterritory AT funding programs that provide

items suchwheelchairs communication aidand prosthetics and orthotics to around 1,800
people(Pearson, O'Brien, Hill, & Moore, 2013

AT services and devices

In many discussions of AT there is a tendency to focus on devices, and to see the service component
as relatively minor or ancillanAs the folowing discussion indicates, the services related to getting a
good AT solution in place, maintained and reviewaeglsignificant.lt is notable that in the USA

national legislation differentiates between funding for AT devicesfandT serviceswhich Felps

make much of the work that is currently hidden in Australian funding schemes more apparent and
transparent.The caseof AT suppliergsastrong example, athe costs of AT devices incorporate

most of the costs of related servicegppliersprovide toconsumers, AT practitioners and funders.

All current ATschemes depend onTAassessors/prescribers évaluate an individual's AT needs and
recommend suitable AT from the products that are funded by the relevant schiéthe.scheme
accepsthe AT presciber's recommendationit may then seek quotations from AT supplieer a
limited list of ATthat the scheme hasefurbished ompurchased, or maintain a 'standing offer
agreement’ with preapproved suppliers for a range of Adr. eligible recipientshe funding scheme
then arrangesfor the purchase or supplyf the recommended AT subject tmy budgetary
constraints in force at the timendany cocontributionsrequiredfrom the consumer

The above procesariesslightly between schemes but alwayslimdes three major contributors
apart from theconsumer(who isnot treated as an active partner in many existing publicly funded
AT schemes}he scheme/funding bodythe AT prescribeiand the AT supplier.

However, édy-to-dayATpractice is more compli¢ad than the above suggestThis igarticularly
true whenthe AT, theconsumer(goalsaspirationsability, needs) and theontext (social and
environmental) are more compleAs complexity increases it is more likely that a multidisciplinary
teamwill need to be involved in thprescription/assessmergnd implementatiomprocess.The
importance anduse ofa n  teafTincluding the consumer, multiple predoers and multiple
suppliers) increaseass consumers utilismultiple AT items which are often intdependent For
example Layton et al(2010 identified an average of 8 AT iterimsusefor each consumefincluding
vehicle maodifications but not home modificatiorig)their suney of 100 people with disability
Additionally,consumersandprescribersrelianceon suppliers to providéhe detail andexpertise
about the capacity and appropriateness of different produntseasess complexity increase8lso
hidden in this simple @scription are thenyriad of interrelated other taskthat needs to be
undertaken.For example, auently prescribers usually provide training and support to the
consumer family and paid carers in relation to At suppliers are also often involved g
processand many run workshops,4gervices and other training opportunities forescribers
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regarding clinical practice and abqeuarticular products that are either new or unfamiliar to the
prescriber.Suppliers are usually expected to make equiprawvailable for free home triale)
addition toconfiguring, delivering and settiagp equipment.

There is much hidden labour in these procesgesanexample a complex wheelchair (including

customised seating and electronic controls) may take a pifescl5-30 hours from the start of the

process through to final training and support, and similarly suppliers often spertD3urs

including constructing, configuring and prognamng,trialling, delivery andetup Other iems such

as utilisation of amPad for communication may entail relatively little time at the supply level, but

many hours of setting up, programming, training and then ongoing support afdhsumeralong

with the family and others involved in treonsure r ° sTowaid the ather ed of the spectrum, a

walking stick may take only a few minutes to set up properly for the user, and a little more time in

training. Setting up evironmental controls (ECU) withtho meone’ s home may be r el
and inexpensive, or expensive and ¢hitonsuming depending on the situation and what is required.

Table2 gives an indication of howTrisk, whichincreases as complexity increasesild be
described using four levelAT rangsfrom noncomplex (or basic products) through to highly
complex solutions A mnsumer may also have challenging neezlg.physicalaind sensory issues) or
environments \orkplace, school, ruralémote) that maycreatehigher leves of complexity.ln

many cass, informed consumers can ssklect the most suitableevel 1AT to meet their need8y
contrastLevel 4solutionsusuallyrequire multidisciplinary input to craft a solution that is probably
unique and tailored to tht individual's particular needs.

As a consequence of ti02World Health Orgama t i mtarhatonal Classification of

Functioning, Disability and Health (ICF) #helratification of the UN Convention on the Rights of
Persons with Disabilitig€/ NCRPDh 2006,many government funding programs and service
deliveryorganisations (includintipose related toAT) are shifting choice and conttolpeople with
disability themselves. Instead of programs implementing quite complex approval processes often
distant from the consumer, the decision on what to purchadadseasinglyn the hands of the
consumer (particularly for individualised fundin@overnments and organisations contracted by
governments to deliver services are also developing systems and processdari@ these changes
with their responsibilites regarding theffective andapprapriate use ofpublic fundingOne

essential stategy has been to ensure that consumers have access to reliable AT advice and expertise
to mitigate some of the risks.

In the last five years, Australian schemes (e.g. SWERtoria,andEnablein NSW) haveecognised

that the skills required of their prescribenged tobe higher for more complex Adhd client needs

(see
http://swep.bhs.org.au/sites/default/files/forms/SWEP%20Prescriber%20Registration%20and%20Cr
edentialing%20Framework%207%200ctober%20201 tquifrding SWEP requirementSimilarly

some have begun to clearly define the service standardbkcontributions that AT suppliers can
contribute to successful outcomeMost of thesearrangementdor suppliersare embedded in
contractual procurement processes, often in a qeedversarial fashiorin any case, the

requirements (and approvals) fone scheme are not transferable to anothéindering scale

portability, transparency and efficiency
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Table2: Fourlevelsof ATrisk

Level of|  pescription of type of AT matching the level. 1996 Examples
ATrisk
- Custommade power
AT devices where: wheelchairs with specialis
- intrinsicallycomplex features or adjustments require controls, interfaces and
expertise (skill, qualifications) to fit or tailor device t¢  complex seating

the participant, task and environment; - Highrisktissue integrity
- choice and personalisation require thorough clinical management
Level 4 assessment; - Life support systems
- where wrong choices expose the participant to - Spinalorthotics, or comple
signficant clinical risk (e.g. deformity, injury or deatlf  prosthetics
and often require a multidisciplinary team - Complex motor vehicle
modification

- Indirect controlspeech
generation system

- Multisensory AT systems

- Electronic navigational aid

AT devices where potential contraindications related to - Power wheelchairs
human variation of the participant limit outcomes and scooters& ultralight chairs
present some risk, for example: - Patienthoists
- bed equipment and limited mobility/high posture | Extensive building mods
Level 3 support required (risk of asphyxiation); - Tissue integrity
- mobility appliances and altered muscle tone / management
altered visual field / impaired cognition (reciprocal |- Standard upper or lower
tone changes; safety concerns); limb prosttetics
- haists, environment of use and carer health (manua- Speech generation device
handling considerations). - Adapted ICT systems

- Basictransport setupetc.
- Standard wheelchairs,

AT where: - Routine tissue care (e.g.
- clinical risk related to wrong choices is less critical; cushions)
- range of AThat can be considered for thehoiceis |  Rollators, crutches,
Level 2 broad and variedtfius alternative ways to bild up - Weightbearing
assistive solution); bathroom/toilet aids
- where ingallation/configuration require mainly - Ramps

Off-the-shelf orthotics
- Communication book
- Memory aid appsetc.
- Modified cutlery&

technicalor only modestlinical competencies.

AT which: household utensils
- augments daily living activities, usually in the home|-  Basic environmental contr
Level1l| - i s of tteehmd ‘o Hogviwast and including - Simple adapted computer
everyday technologies/consumer products; hardware

- can be readily identified and trialll by AT users, to
ascertain their value based on daily experience.

Sourceadapted fom Layton, 201Z&ndHammel & Angelo, 1996.

AT and DisabilityCare Austr alia

DisabilityCare Australia utilising a very different approach to service provisiompared to
previous regimes of bloekinded servicesBuilt on the framework of th&JNCRPRnd thelCF, the
new £heme haa strong emphasis on pactpant cantrol and individualised fundingAlso, given the
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need to ensure that public monies are well spent, DisabilityCare is required to manage some of the
risks involvedThese issues are briefly outlined below.

Consumer control and choice
TheObijects of thd~ederal Atto establish DisabilityCa@NDIS Act 2013," 20} clude:

(e) enable people with disability to exercise choice and control in the pursuit of their goals and
the planning and delivery of their supports; and

(f) facilitate the development of a nationally consistent approach to the access to, and the
planning and funding of, supports for people with disability; and

(g) promote the provision of high quality and innovative supports that enable people with
disabilty to maximise independent lifestyles and full inclusio the mainstream community

Further the Act is based on principles thatreinforce how it should deliver a better
future for people with disability including

(4) People with disability should Iseipported to exercise choice, including in relation to taking
reasonable risks, in the pursuit of their goals and the planning and delivery of their supports.

(5) People with disability should be supported to receive reasonable and necessary supports,
including early intervention supports

(11) Reasonable and necessary supports for people with disability should:
(a) support people with disability to pursue their goals amakimise their independence;

(b) support people with disability to live independendlyd to be included in the
community as fully participating citizens; and

(c) develop and support the capacity of people with disability to undertake activities that
enable them to participate in the mainstream community and in employment.

(12) The roleof families, carers and other significant persons in the lives of people with disability
is to be acknowledged and respected.

It is clear thaDisabilityCare Australiaill establishprocesses that facilitate consumdriven and
controlled selection and pcurement ofnecessary supports (includidd). Importantly there is
recognition that choice will 'enabl e consumers to

While the full detail of how AT will be provided undgisabilityCares still to be finalisedhe
legislation ad associatediraft rules imply thathe roles of AT practitioners and suppliers will be
focused more toward providing information and services to consuntergeneral, Apractitioners

wi || be released fr om t hthatisiohereneimmaoyfexistiing fumdigpgg t he * g
schemes (particularly wiahdt hecooRatheethams e§sopsesc
‘“presaiitthi mdg’'s i nherent role as ‘authorising’ whe

restricted | iiemms) ATprfactitiorers tvith e saughteoat by consumers and

DisabilityCare for advice amgsistancen identifyingthe most appropriate solution that meets the

C 0 ns ume rForAAT gaztdidnarthe role will bemore focused omffering information,

assessment and adviceather than approvalFor suppliers it will be about ensuritigat any

delivered solution is tailored to achieving the
providing a limited set of options from a scherapproved lisof products.
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It is important to recognise that consumeaad familieshave many sources of information (including
other consumersand familie$, and several programs are aimed at strengther@rigting

information systems, particularly the internetbasedsystems (such as th@edependent Living

C e n t databases, the Therapy Choid&sctical Design Funpoject,etc.). AT practitioners and
suppliers will be a component of this mix, particularly where consumers are seeking specific or
personalised informatin or have more complex needs.

Within the context of DisabilityCare and other individualised funding scheff¥epractitionerand

supplierswill be asked bgxonsumers (and those assisting thefior) advice on how AT may assist

themwith their goalsTodes r i be t hi s shi ft theswapegruskestreierst AT escr i p
assessmeritto describe the first part of the collaborative process for selecting the best AT solutions,

which arethenfundedTh e second part of the hptdadversthes i s * AT
selected solutionsThis includes ongoing support, training, maintenance, repairsBetity AT

practitionersand AT suppliersan be involved ithese two roles.

The consumetor their appointed broker) Wl identify one or moreATpractitionersand/or supplies
to assist thento implement thar planned ATFor some itemsan AT suppliecan provide all the
assistance a consumer requires in selection, setup, training and fajowhile in other cases
(particularlyas complexity and riskicreasg AT practitionesand AT supplier may work together to
fulfil all the steps necessary for good AT delivEigr some AT (e.g. prosthetics/orthotict)e AT
practitioner (as manufacturer) ialso the supplier.

AT practitioners can thus work iwo roles— ATassessmenbr ATimplementation(or both).

1 TheATassessmentole deliverspersonalisedadvice(particularly for speciédedor complex
AT)whichis likely to have significaimfluenceonthe broad choicesf consumersand the
associated Bocation of AT fundinglt will be critical for consumerandthose guiding the
individualised funding packagkeat this advice is impartial wherever possible, or any dotsfl
of interest are made cleatt seemdikely thatDisabilityCaravill set mininrum competencies
or similar requirementgsimilarly to other insurers like the Transport Accident Commission
(TAC) in Victoria and Lifetime Care and Support Authority in N\gredentialng of AT
practitioners could assist witidentifyingsuch competenies

1 ATimplementationis more targeted at an individualised AT solutid®omeAT practiioners
workingin the implementation role will be employemt contractedby suppliersand for
others implementation is often part of a follethrough role after unértaking an assessment
and providing continuitand ongoing suppoifor the consumer and their familyhis rolewill
require people with skill in working with participants, their stakeholders and suppliers to
deliver solutions focused on the desired outoes set by the participant.

The literature increasingly notes the importance of practitioner competency in achieving good AT
outcomes with consumerg.hecredentialng of AT practitioners as well as accreditation of AT
suppliers could also assist in idéying the appropriate people and organisations to fulfil this role.

The challenge for the AT sector is recognising titvatera of having one-sizefits-all system for
meeting consumer AT neetisspassed Increasingly consumers are doing their own intr
searches and talking with advice centsesl multiple supplierss they make choice®nline
shopping including offshoresuppliers) is already a reality.
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Managing risk
In relation to all supports provided through DisabilityCare (including AT) Hosviog draft rules
embody the work done to date on how to operatiorsalrisk management requirementslote that

the rules presented below are a direct quote frone NDIS Draft Ruleand may be modified before
they are finalised.

Value for Money

3.1 Indeciding whether the support represents value for money in that the costs of the
support are reasonable, relative to both the benefits achieved and the cost of alternative
support, the CEO is to consider the following matters:

(@) whether there are comparablsupports which would achieve the same outcome at a
substantially lower cost;

(b)  whether there is evidence that the support will substantially improve the outcomes for, and be
of long term benefit to, the participant;

(c)  whether funding or provision of the suppds likely to reduce the cost of the funding of
supports for the participant in the long term (for example, some early intervention supports may
be value for money given their potential to avoid or delay reliance on more costly supports);

(d)  for supports thainvolve the provision of equipment or modifications:
0] the comparative cost of purchasing or leasing the equipment or modifications; and

(i whether there are any expected changes in te
in the short term that would mie it inappropriate to fund the equipment or
modifications;

(e) whether the cost of the support is comparable to the cost of supports of the same kind that are
provided in the area in which the participant resides;

) whether the support will reduce the participat * s need f or ot her kinds of
some home modifications may reduce a participan

Effective and beneficial and current good practice

3.2 In deciding whether the support will be, or is likely to be, effective aankficial for a
participant, having regard to current good practice, the CEO is to consider the available evidence
of the effectiveness of the support for others in like circumstances. That evidence may include:

a) published and refereed literature and anyrmsensus of expert opinion; or
b) anything the Agency has learnt through delivery of the NDIS.

3.3 In deciding whether the support will be, or is likely to be, effective and beneficial for a
participant, having regard to current good practice, the CEO iskmitdo account, and if
necessary seek, expert opinighlational Disability Insurance Scheme Rul8spports for
participants (Commonwealth Draft20137,8)

In considering how these rules might impact on the provision ¢ft%Fe are some useful
observations and findings from the literatuf@rovision of AT has always wrestled with the dangers
of a poor AT solution being issued, or the sometimes-@mphasised risk of fraudHistory and the
literature supports the importare of well informed, and timelgecisionmaking as close to th&T
consumeras possibleandideally by tle consume(Seymour, 2000 Brett, Moran andGreen(2009
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in their study of risk in community service environments highlight the importanegapping both
organisatioms and individuals (including consumers) to understand and then manage the risks
involved.

Twentyfive years ago, Strong, Paaed Plotkin (1988 highlighted the hazards to those with vision
impairment where consumers are not able to access appropriate advice from competent
practitioners.A person who hasecently suffered neurological damage (e.g. a head injustroke)

may not realise the importance of good postural seating to minimise permanent muscle contracture.
The report by théAustralian Institute of Health and/elfare (2006 into therapy and equipment

needs of people with gebral palsy has numerous examples where lack oftimely intervention

and provision of the right AT resulted in significant complications (adverse events), particularly for
children

One child required a wheelchair with appropriate seating to help auiffe aspiration and
swallowingproblems. Medical complications developed while on the waiting list. [The child]
ended up with ayastrostomy [tube] instead of a wheelchaiustralian Institute of Health and
Welfare, 2006, p9iL

While the case above hinged on delays in the provision system, similar devastating results can occur
where consumers (and even practitioners with limited AT competence) are not aware of potential
future consequences of their decisions.

For good AT outcomes consumers need:

1 timely and accurate information

1 advice that is directly applicable to their situation

1 accurate assessment of their needs and capabilities

1 effective implementation of theight solution (objectively and subjectively) for their needs.

Within DisabilityCare particularly, some consummig/ have enough confidence and insight to
address all of the above elements (througgers, experiencehe internet,etc.) and engage directly
with a supplierWhere risks are higher, such as whha consumer is inexperienced or unsure,
and/or the complexity of ATand/or the complexity oft 0 n s u me ror stuatiom ie ldgher it is
likely they will seek advice from an AT practitioner and/or apiep.

Establishing credentials for AT practitioners and accreditation for AT suppliers is an important tool to
assist consumers (and their advisors) identify and choose tth@sappropriate practitioner and/or
organisation thathey can trustfor their integrity, competenceadvice and servicéAs Wagner,
McDonaldand Castle(2012 highlight evidence is emerging across several sectors of the benefits of
accrediation and cralentiaing in reducing adverse eventtdeed Lenker et a{2013 highlight that
when reflecting on outcomes aspectainsumers of AT were generally pleased with the service and
advice they received from practitioners, suppliers and funders, but concerned about the variability
they encountered, and the extent to which their experiences and wishes were acknowledged by
thoseproviders Most recent authors urge the need for more monitay and research of the AT
service process and its impact on consumer outcomes using relevant consumer descriptors (e.g.
independence, welbeing etc.XLenker et al., 2013
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Review of literature and existing programs

Following through on some of the issues described above, particularly in relation to managing the
inherent risks and complexities of good AT delivery processes to generate the right outcomes for
consumers and their families, this sictexamineghe international literature regarding AT
credentialngand accreditation, and evidence from research and reviews of related regulatory
systems internationallyThis is followed by a section that presents results from our review of key
structures and processes in existing &@&dentialng and accreditation systems internationally and
nationally.

The literature

AT service processes and outcomes

Credentiaing and acreditation hae been around for a range of professions and services for many
years.In the AT domain, there have been several publications in thedagtearsidentifying how

the differentAT sende delivery elements influeno®T outcomegLenker & Paquet, 20045cherer,

Jutai, Fuhrer, Demers, & DeRuyter, 208mith & Rehabilitation Research Design & Disability (R2D2)
Center, 2004Strong, Jutai, & Plotkin, 20L1ndeed such investigatiorm the impact of AT services
span the vocational rehabilitation arerfdoll, Owens, Smith, & Schwanke, 2086hwanke & Smith,
2005 across toeducation and special educatiggadyburn, Fennemdansen, Hariharan, & Smith,

2005 Watson, Ito, Smith, & Andersen, 2010

In the same way that consumers bring a range of skills, knowledge and experience, AT providers
also bring different abilitiesScherer etl. (2007) highlight that the contributions of the provider and
consumer must complement each other in order to achieve a satisfactory outcome (see Higure
Their workis supported by work of the international Consortium on Assistive Technology Outcomes
Research (CATORScherer et al. use four categories to describe the different elemmrisumers

and providersring to the process of selecting Alhe consumer and provider can work together to
assess the need and evaluate AT solutions (both objectwvlysubjectively) within their broader
context and environment (which includes funding rules as well as where the consumer will use the
AT). As Scherer et al. (2007) note, both consumer and provider adjust and develop their personal
factors each time theyndertake this process, and every time they have opportunity for continued
education or peer discussion.

ElseasseandBauer(2011) provide much greater detailrothe range of stakeholdemsontributing to
successfuhissistive technology séices with consumer§hey note that both government and
professional organisations in the USA have proposed a raihgemplementary profession
categories (health, healtrelated, productandtechnical, and resource) that come together to work
through the various roles identified as part of AT servigde first role identified in Elseassand

! Most literature, particulaly that from North Americau s e st h e t e which ha& Broagp covenage ¢based on
USA legislation) anéfersto clinicians, technologists, suppliers, and othéfeese different roles seem to be well

understood by mostinthe USA AT seckomeof t he | i terature however does seem to
‘“practitioner’ lwhiAtsti rsalmoa, tnlae rtoevr m ‘ provi de+ddvice,an be us
guidance or assistance with a product. We have used the broadeeqertic of ‘ provi der’ (in |ine wiHt

commentary)herewhen reporting the implications of competence and credeltitig.
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Bauer ' s t airfam-egmyv ei sort op r‘o v, to bdoth the comsomemnaad theio n ’
family. This is seensaensuring appropriate decisianaking, and highlights the importance of
factors affecting AT device usecluding qualifications of the teanklseasseandBauer(2011)
provide a list ohine aspectghat demonstrate competence in AT practi@even of theseelate to
the individual practitioner and two to organisatialprocessesCertification andaccreditationare
two of the nine areasand most aspects are liek and interdependent, such &sachindtraining
andquality systems.

The complexity of the AT device selection process is exacerbated by the fact that AT (including its
necessary training and setup) is rarely the sole solution. Competent applicatiorreddiiies a
thorough understanding of other concurrent interventions running parallé@\iamplementation

(Rust & Smith, 2005This is depicted in the IMPACT?2 MbEmith & Rehabilitation Research

Design & Disability (R2D2) Center, 2004t also underpins the prasion of Assistive Technology
Services MethodElsaesser & Bauer, 201Addressing these facts for specialised and complex AT
and consumer need demands substantial clinical and technical skill and knowledge that comes
through professional education arichining. Aftermany years of European research and innovation
in AT practice, the Associatidor the Advancement of Assistive Technology in Europe (AAATE)

released a position paper on AT service delivery
The paper recommends both increased skills and strengthened competency for practitioners, and
the establishment of ‘centres of eincludedsik ence’ par

criteria necessary for a quality AT system: accessibility, competence, coordination, efficiency,
flexibility, user influence. Thigptions papelis in keepingvith these six elements (see
http://www.aaate.net/sites/default/files/ATServiceDelivery PositionPaper.pdf

Figurel: Famework formodellingthe ATselection proess
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Strong andPlotkin(2012) cite a vast range of benefits that come frahe accreditation and peer
audit oforganisatios. When | inked to their preferre@tromgppr oac|
et al., 201}, accredited specialist centres are achieving very low abandonmentaatess than 5%

In a competitive meketplace, it is important for consumers and funders to be able to idetitdy
most appropriateprescribers/assessors and suppliewgpartner with consumers tdeliver their
ideal AT solution. This is a vital role for accreditation/certification whibleysnd the traditional
basic requirements of safety, probity and regulat{gtavighurst & King, 198@hich underpin most
frameworks for the purchase of AT with public funds.

Building systems that create good practice

In 2005, the UK produced a framewddkcertify support workers asompetent in certain AT

practicesto help reduce the waiting time for professional practitioner AT assess(iéinchcombe

& Ballinger, 20056 Another healthrelatedgrouping of professionals (public health) moved toward
credentialngin 2007 after much debate, primarily to establish an agreed body of knowledge for the
‘“profession and to hel p addr e s(Gebdeletal.,p0O4 cei ved f

The UKhas keen the centre of extensive revieincluding Royal Commissions), study and change
with regard to the standards expected of practitioners and suppliers in health serViwestigger

for this upheaval was a series of scandals that umilged the publictust in longtanding sel
regulation of medical practitione®ixonWoods, Yeung, & Bosk, 2Q1and an economically driven
desire to open up service provision to competition among providdss £&ny Qualified Provider
frameworks).The key criticism of the older seHgulation systems was that they lacked
transparency, and seemed more focused on shielding the members (in the case of the General
Medical Council) or the status quo (in the cas®&blfS Trusts) than protecting and meeting the needs
of consumerand funders/governmentThese changes are only now starting to be clarified in the AT
domain with the release of standards fBpecialised Servicgsbe nationally commissioned (see
https://www.engage.commissioningboard.nhs.uk/consultation/ssead/).

Over thesameperiodthe Professional Standards Authoritythe LK commissioned research to
review the efectiveness of regulation for health practitiondf@uick, 2011i n | i ne wi t h t hei
touch’ appr oaQuitk (20b1highlegglgtad the palcity mf wetlefined behavioural
linkages between regation and sound practicénstead he noted that a combination of factors (e.g.
contracts, clinical guidelines, professional regulation, leadershiptatt all encourag sound

practice (and modelled by sector leadeas® more effective in achieving sodrpractice than

coercive approacheddirroring the recommendations oA u s t rPaobuictigity €ommission
regarding the regulation of allied health professigRsoductivity Commission, 20)3heU K’ s
Professional Standards Associati@as implemented Accredited Voluntary Registers (see
http://www.professionalstandards.org.uioluntary-registerg to complement their statutory
registers.Unfortunately these new approaches have been operatiamdy for a couple of years and
evidence of their effectiveness (or otherwise) is still being gathekauumber of currently
unregulated allied health professions in Australia are calling for a similar appi@&tional Alliance
of SelfRegulating Health Professions, 2ptider the Australian Health Practitioners Registration
Authority.

In ather fields, the development of both professionalism amddentialng has been closely studied.
BrownandFerrill (2009 explored the challenges of ensuring duates in pharmacwere not only
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sound in their knowledge and skill, but also in how they then went aacte- what they refer to as

t hei r ‘ pr oThey gleniifiedrthack criscah domairscompetencegconnection and

character. While competences the foundation, professionalism builds as each of the other domains
is strengthenedDanielandFerrill see their holistic taxonomy as helping protect individual
practitioners from temptations to ‘cubestcorners’
interest. Interestingly Conwagnd Casse(2012) have noted thaif it iswell crafted, a suitable
credentialng system can actually build professional behaviours while also supplying necessary
guality assurace data to funding bodies and professional registration agen€iesy note an

increase in uptake of the recertification requirements in physician practice rather than simply
moving across to funder required quality data because the professional credeatel

comprehensive and in keeping with clinical flow.

The Australian AT credentialing discourse

The emergencén North Americaof the RESNAsAistive Technology Professiof@&lrPand Assistive

Technology Supplieredentials in 198 prompted a forum athe 1997 ARATA Conferenge

Australiat o approve a motion to ‘endorse, in principl
accredit at i.Asubsequentsurve of tlkelmienabershipofessional associations and
universitieswas conducteqJones & Manolios, 19%and found that the preferred method of
credentialngmostly mirrored that of RESNBut only 60%of members felthat the issue was a

priority. At thattime several professions were introducing new accraifih options, althoug none

were AT specificand the pursuit of AT credentialing waned

The issues of competency andkdentialng began to resurface at Australian AT conferences around

2007 when the NSW State Spinal Cord Injury Service developed traiatagals that buiion a

longs t a n dhtrodugtion'tdWheelchairse at i ng’ cour se that had been r
Penny Knudson, Bill Fisher and others. Over time this work has become a key part of some of the
approval requirements for practitioners under the BaNSW systentSince 2009 several states

(e.g. Victoria and South Australtzgve built systems to recognise approved/authorised prescribers

with increasedevek of authority based on demonstrated competender(example se¢he

Victorian SWERreen/ambe/red systemat
http://swep.bhs.org.au/sites/default/files/forms/SWEP%20Prescriber%20Registratioaf62620Cr
edentialing%20Framework%207%200ctober%20201). pdf

In 2010 practitionecredentialngwas again considered by ARATA members through a detlybi

forum at the 2010 Conferenc®egulation (includingredentialngand supplier accreditation) was

one of six areas deemed necessary to improve the quality of AT service profissassment of
practitioner knowledge, validation of existing qualifications and competencies by existing agencies,
and evidence of continued professional development werettipethree preferred strategieagreed
upon(De Jonge, Ford, & Duncan, 2010

In New Zealand in 2010 thdinistry of HealtiNZ(MOHNZ)ntroduced the Equipment and
Modifications Service (EMS) Accreditation Framew®dhleframeworkincludes EMS Approved and
Credentia¢d Assessors (across 8 and 4 categories of AT respectively) and in 2011 intregucied
accredtation’ to requireservices to be&redentiakd, rather than individual assessairsyelation to
providinglow-costandlow-risk equipment to onsumers Thisstepwasparticularly relevant to
community services and hassisted in reducing waitlisesd duplication of home visits by different
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allied health professional3.hecommunityservice is responsible for providing appropriate level

of training andmentoring to those prescribingT, such asccupational theapy assistants
prescribing commodesligtrict nurses providing crutche®ilson, 2013 AT with higher levels of risk
and complexity require practitioners to be specificaifgdentiakd to do this at two different levs

of risk/complexity.This systentontinues to be subject to evaluatigeee Figure 2 for more details)

Figure 2 The Ministry of Health (NZ) Equipment & Modification Accreditation Framework

There are thredevels within the EMS Asses$oamework:

1. “service accreditatioh f or | ow cost, |l ow risk equi
to determine who can prescribedoes not need to be an allied health professional.

2. “approved assessots-recognises core skills in undergraduate programseassessors
only need to complete a core module on funding eligibility via EnableNZ to be approve

- Personal Care & Household Management, @iTemployed asgisiting
neurodevelopmental therapist (VNT) or SLT (feeding nnly)

- Walking & Standing (RTOTemployed as VNT)
- Basic household modifications (OT)

- Vision assistive technology (Optometrists & Ophthalmolog@tsrdinators or
instructorsRNZFB, or OT (in low vision clinic)),

- Hearingaidd hearingassistive technology (Audiologi§ieaf Aotearoa & RRFB
Coordinators, members of NZAS (with cert. of competence)

- Communication AT (SLT who are members of NZ SLTA)

3. “credentialledassessors f or t h o saddit@naldrairsng te bindergeaduate
programmes is required

- Wheeled Mobility & Postural Manageent (Sitting & Lying),
- Communication Assistive Technology,
- Vehicle Purchase & Modifications,

- Complex busingmodification

Dealing with risk

Our literature eview explored not only the current scholarship relating to the AT field, but extended
to the way accreditation andredentialngis being viewed (and critiqued) particularly in the health

and allied health domaingt is worth noting that much of the ATutcomes literature from North
America tends t@ssumeregulation (and to some extemredentialng/ accreditatior) of

practitioners as fact, not a variable, which sometimes limits any reflection they may give to its value.
We also explored the growing wobleing done on how regulatory systems baladegrees of risk

and regulatoryeffectiveness against their costs and constraintthedelivery of flexible services

Any proposed AustraliaAT accreditation andredentialng systemmust be able tappropriaely

mitigate (where possible) these different levels of risith a minimum otonstraints, burderand
associated costs.
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Linking outcomes with guidelines and standards

Accreditation andtredentialngare primarily about managing riskio that end the redtionship of
guidelines and standards that underpin accreditation aretlentialng systems, and their
relationships to outcomes for consumers and their families is a central iSeeedevelopment of

the Rehabilitation Engineering and Assistive Technoldgyiety of North America BSNAAssistive
Technology ProfessionaATB credential in the 1990&ollowinga long and carefully planned
process-see AppendiX) preceded the substantial work in the last 15 yeardtmevaluation of AT
outcomes.Two graind-breaking instruments-the Psychosocial Impact of Assistive Devices Scale
(PIADSJutai & Day, 2002and Quebec User Evaluation and Satisfaction with Assistive Technology
(QUESY(Demers, Weiskambrou, & Ska, 2002 enabled the co#ction ofvalidated dataon
consumer perspectives oiT solutionsenablingresearchgroups to evaluate what factors in the AT
prescription and delivery process influenced successful (or otherwise) outogmleser, Jutai,
Scherer, & DeRuyter, 20p3hese tools have not been widely adopted outsitie tesearch context.

Other instruments have been utilised to expldk&outcomesin routine practiceThe OTFACT
instrument uses a broad functional assessment apprd¢&achith, 2002 The SFAT(Silverman &
Smith, 200%and the School Performance Profile (SPP) have been presented as instruments to
document the effects of assistive technology in schools, with the SPP having been shawifousef
children with cognitive impairment@Vatson et al., 20101In Australisadaptions ofGoal Attainment
ScalingMaclean & Young, 200&nd the Canadian Occupational Performance Mea@Ngriyen,
Garrett, Downing, Walker, & Hobbs, 2Q®ave been used to evaluate AT interventioBtudies are
increasinglyconsidering the impact of the practitioners involved.

Several researchroups particularly in North Amerigdegan to draw together broadly accepted
aspects that would define the competencies of AT professiqiddsiesser & Bauer, 201 Similarly,
standards folAT servicewere described and critiquetly the North America'\T outcomes
researchteams(Lenker et al., 20L0.enker et al., 201.5trong & Potkin, 2013, and in an extensive
review by theFoundation for Assistive TechnologiK(Down, Wardle, & Mitchell, 20Q6For
practising professiaals clinical practice guidelineandposition statements were developed (in
essence as the de facto standards) within the RESNA framework that set a benchmark for
appropriate service delivery in several complex AT categories (e.g. power wheelchaimsdiatiia
users)(Arva, Paleg, et al., 2008rva, Schmeler, Lange, Lipka, & Rosen, 2De¢anno et al., 2009

In the last few years though, outcomes researchers have been discoliaritagions in the use of
PIADSandQUESETr deter mining consumer s ’'(Hayeyetalp20t2t i ves |
Lenker et al., 20L3Viortenson et al., 2013Mortenson & Miller, 2008 Indeed Lenker et a(2013

highlight the importancef buildingbetter techniques andanore appropriate questions to facilitate

consumer feedback on outcome issues that are meaningful to tfds. suggests that even some of

the more commonly used instruments used in clinical practice could be imprtvagdcomes are to

be used as part ohe assessment of effectivenessd compéence of AT practitioners and

suppliers further development of appropriate measures is vital

Regulation and professional self-governance

Recent literature o regulation and professional sefbvernancencreasingly challenges the
traditional one-sizefits-all approach of broadly based practitioner or agency registration/regulation
particularlysystemghatlacks o me f or m of ‘front end’ and ongoi ng
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individualsand of the systemitself)(Black & Baldwin, 201220128. Indeed our review identified
broad agreement that many current systems of health service and practitioner regulati@n wer
overly bureaucratic, disconnected from facets that truly influenced positive behaviour and
outcomes, and were poor at accountability and transparefitytter, 2008; LIloydBostock & Hultter,
2008 Quick, 2011Redwood, Winning, & Townsend, 2010

Dixan-Woods etal. (2011) point to such flawed frameworks and cultures as the primary cause of the

demise othe UK s -ykdrdld medical practitioner selfegulationsystem In defence of many of

these organisatins thoughHuisingandSilbey(2011 1494not e t hat ‘whil e we have
sophisticated hypotheses favhy some organizations are committed to achieving compliance, we

continue to have an impoverishedrsse ofhowt hi s commi t ment i.8hilseuccessfu
some believe that only a government regulator or accreditatigstemis valid HavighursiandKing

(1983 convincingly argue that private accreditatigertification has a valid place in healibrvices

providingthat there is transparency and accountability around governatedecisionmaking.

The UK Professional Standards Ageatescribeeight elemens developed by the Council for
Healthcare Regultary Excellencé2010Q that sitatthehear t of ‘“ri ght touch regil

Righttouch regulation focuses on the problem, the outcome and the roles and responsibilities

assumed by different agencidsuses an evidenebased assessment of issudtsallows for an

inclusive debate, not dominatl by expertise about process, but informed by experience and

evidence relevant to the outcomd@herightt ouch approach can be summed up
insight, less oversighf{ CHRE2010 13)

The eightelementsset outeight progressive steps that should b#lised in developing an approach
to regulation or in our caseccreditationand credentialng:

Identify the problem before the solution
Quantify the risks
Get as close to the problem as possible

Focus on the outcome

1
2
3
4
5. Use regulation only when necessary
6 Keep it simple

7 Check for unintended consequences
8

Review and respond to change

It is important to note as several respondents did to tkensultation paperthat the last three
points have an underlying’.element of ‘measure th

Anexcellentexampl of ‘tailoring’ interventi omMurphyethi n a r
al. (2012 where their tested approach to practitioner revalidation ensured:itha

1 the focus is on what encourages safe and continuous improvement basegl/agiition;
i the evaluation is efficient and adequate to achieve reliable and consistent outcomes;

1 those involved in the process are able to link the process to professionadigagr
competency; and
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1 there is scope for graduated intervention/audit timing depending on the findings for each
individual.

These elements are reflected in several recent studiesexdentialng systems in anaesthetics
(Conway & Cassel, 201 2ursing(Bentan, Gonzaledurado, & BeneiMontesinos, 2013 and
pharmacy(Brown & Ferrill, 2000

It is also worth noting that there can be distinct advantages asrabinedcredentialng/
accreditation systemiN e w  Z e Miniaty aof Hesalth2011 moveo accredit institutions to
monitor their staff around lower level AT in particuldwas been regarded as successful in freeing
approved andcredentiabd assessors to ore complex taskéNilson, 2013

Finally a likelyfuture for accreditation and certification in health is offered byffy (2009 who
reflects that increasingly practitioners and services will be assessing their competence through
routine inclusion of reports from patients and other profession8ksidents and practitioners will
focus theircontinuing professional devgbonenton practicebasedlearning with measurement and
care outcome reportingThis approach is already apparent in the work of Murphy et al. (22i®)
strongly endorsed for other Australian professigRedwood et al., 200
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Current AT credentialing and accreditation systems

Table3 summarises some of the key attributes of the most significant and developed AT
accreditationtredentialng schemes in operation regarding AT prescribers and suppkess.

attributes summarised in the table iluzle: scope of the scheme; its structure and requirements for
accreditationtredentialingy t he source of the scheme’ s authorit
perceived strengths and weaknesses; and issues regarding governance, accountability and

transpareng. A summary of results from several of the most established schemes as well as a

selection of typical schemes are set out in Table 3 below. A list of these and some of the other

schemes reviewed can be found in Table 1, and the authors can be contactadrimextensive and

detailed resultsAlso,a brief summary o§omeinternational schemes is provided in Appendix D.

Professional AT credential ing systems

With the exception of the RESNA ATP processes, most systems are either in their development
phase, o are primarily focused on limiting the range of assessors/prescribers who can authorise
governmentfunded AT.

Since their inception, Australian and New Zealaid undi ng schemes have estab
prescribersWith few exceptions (particulariy vision assistance), these practitioners are graduate

gualified allied health practitionersviostly they are either required to be registered (if applicable) or

“in good standing’ with the relevant professiona

Prior to 2010, the registratin of professions varied from gtato state (through disciplinepecific

statutory professional registration boards)yith the result thatsome statesequired registration to

practise in a particular profession, whieneighbouring state/territory did at. Concerns have led to

all of the existing state and territory health a
under the Australian Heal t(hHPRATheadquirenmemswoathe s Regi s
registered professions are tled, carefully structured and controlled and cover all activity within a
professional disciplin€nly three professions have specialties: medicine, dentistry and podiatry.

The other way APRA recognises special skills is through an endorsement (ejguraature).

Someprofessions were not incluatl in this coordinated registration process the AT field these
were notably prosthetists/orthotists, speech pathologists and rehabilitation enginekrsever,
each ofthesethree professionshastheir ownnational accreditation/registration system (with
varying degrees of independence from the professional associatidigh isnot statutory
(governed by law).

In the last five years, several stadd funding progranss(e.g. NSW, Vic, SA/A havealsobegun
requiring practitioners to meet competence requirements at up to two levels beyiombtasic
graduateentry level requirements for less complex Allhe approach varies but generally hinges on
a combinatiorof past training an@xperience.
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Table3: Summaryf selectedATaccreditation programs

Program Scope Structure/requirements Authority/ purpose Perceived strengths/weaknesses Governance,
accountability &
transparency

SWEP Victorig Prescriberswithin A matrixusing 3 ters: 1.Created by& for SWEP to Strengths Set up and

Victorian Aids & 1. Basidgreen improve quality of AT 1.In-house system enables very low running costs| administered by SWEP
Equipment Program | 2. Intermediate(amber) provision & efficiency of AND close links to data to determine who is/is n{ with some informal
3. Complexred) administration effectively prescribing AT accountability &
2.Prescription = funding 2.Selfassessed effectiveness of system by SWEP| transparency through
And different areas of practicedi authorisation generally (note| indicates it has provided very sifjoant advisory committees,
seating, mobility, vehicle mods, most AT notdilly funded, ce administrative efficiencies and very few primary accountability
etc.) payments req'd) inappropriate prescriptions is to Vicgovtat broad
3.Authority for prescribing AT | Weaknesses contractual level only
With associated relevant allied underpinned by legislation | 1.Lack of formal reporting and governance
health profession qualifications, for specific allied hedlit structures reduces accountability and
experience and specialised trainin  professionals.e. OTsphysiq transparency
required etc.
Suppliersprimarily Tendering process with expert SWEP purchasing approach | Strengths
repairs & review panel. Contract term 3y 1.Aimingfor statewide 1.Evalatedby experts in AT
maintenance, oxyger consistency & equity for 2.Establishesange of AT & cost constraint
& continence aids to | Emphasis on ensurireguity and consumers Weaknesses
date, but extending | state-wide coverage 2.IntroducingKPlIs/monitoring | 1.Highlycompetitive and may reduce local provisid
3. Seekinghulk purchase 2.Relativelyhigh cost for suppliers each 3yrs not
efficiencies & greater linked to level of supply
accountability for suppliers | 3.Processs not ongoing- new items wait for future
round
Enable NSW | Prescriberswithin Amatrixusing 3 tiers: 1. Created by & for Enable NS\ Strengths Set up and managed by

NSW AT Program

(Suppliers-there are
also bulk
procurement
processes in place
but similar issues are
covered in other
schemes here)

1.BasiqGip 1)
2.Intermediatdcomplex(Grp 2)
3.Highrisk/complety (Grp 3)

And different areas of practicé€.
seating, mobility, vehicle mods,
etc.)

With associated relevant allied
health profession qualifications,
experience and specialised trainin

to improve quality of AT

presciptions

Prescription is reviewed and

regularly amended by panel

(note AT fully funded)

. Unconfirmed, but likely that
authority for prescribing AT
underpinned by legislation
for specific allied health
professionals.e. OTsphysiq
etc.

N

required

1.Increasedtonsistency of clinical practice state
wide

2.Lesgeferral/review by Enable panels
increased formal training of AT prescribers

Weaknesses

1.Doeslittle to reduce bureaucratic review

2.Professiomrestricted

3.Limitedavailability of suitably approved
professionals

4.Limitedfeedback/monitoring of prescribers

Enable NSVWNo
publicly available data
(e.g. no list of
authorised prescribers)
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Qld Medical | (Prescriberssimilar Structured tender document to Government procurement Strergths Set up and managed by
Aids Subsidy | to NSW & VIC above ‘prequalify’ process, coordinated through | 1.Most product requirements drafted by clinical & | MASS with assistance
Scheme but solely on 1. Specifyproducts incl. AT Qld Health technical specialists from QId Health
(MAS$ discipline regisation product standards compliancg 1.PrequalifyAT against 2.Ensuregonsistent pricing across a region (e.g. § procurement staff.

& not tiers,so review & pricing (3 zone) standards & pricing Qld) Requirements are

here is on supply) 2. Attestto meeting minimum 2.Ensuringhe organisations Weaknesses transparent during

business benchmarks meet minimum QId Health | 1.Considerableost at each triennial tender tender phase-all other

Suppliersprimarily requirements 2.Innovationand priéng can be constrained by aspects confidential

for wheeled mobility 3.MASS must purchase from timeline & process

but exploring repairs Standing Offer Arrangement| 3.Limitedimpact on pricing subsidy level has

& maintenance (SOAwhere one existsinless| greater effect

no suitable item 4.Limitedchoice for consumers in some product
ranges

MoH Nz PrescribersEMS A matiix approach with 2 tiers 1.Regulations established by | Strengths EnableNZ admirtisrs
Equipment & | Assessoraccessing | based on the clinical competency| Ministry of Health, and 1.Now able to prequalify prescribers and then this scheme throughout
Modification | Ministry of Health required to prescribe the administered on their behalf | validate core knowledge NZ
Service (EMS) funded equipment equipment by EnableNZ throughout NZ | 2.Linkto ongoing training & prescription
Accreditation | (may be education | 1. Basic 2.Prescribers must meet set history/performance Learning and
Framework therapists, private 2. Complex requirements to prescribe AT 3.Highcost, high risk areas of credential (e.g. Development

etc.) or modification servicese(g. Complex WM&PM) require case study audit by | Programmes for

Core level of knowledge required.| home, vehicle) expert panel befee credential is awarded. credentiabd areas

Cre

dential required for complex

assessments.
Linked to different areas of practic
(seeFigure 2with associatd
relevant qualifications and

spe

cialised training required

4. Trainingworkshops subsidised by MoH NZ

Weaknesses

1.Access to mentoring/supervising assessor for ke
task sign off is difficult in remote regions

2.Employer required to certify assessor has
completed further training and minimum numer
of assessments per year to maintain
knowledge/skill- not transparent

Suppliers:iRequest
for Proposal (RFP) fg
various types of
contracted provision
for 3yrs(with 2yr
extension possible

Detailed RFP document for:

1.

2.

Full service model OR
Truncated supply model
Specific tests against
capability, cost, agreements,
and company financials

Created by EnableNZ to lift the
bulk purchase from 45% to 80¢
and achieve @st savings. First

of new RFP completed in 2012

Strengths

1.Appearso be delivering greater cost savings an(
truncated supply proving effective

2.Prequalifieproviders (incl. consortia) to supply
EnableNZ

3.Truncatedsupply provides conduit to source
import products direct at EnableNZ request

Weaknesses

1.Costlyprocess to meet the RFP requirements

2.Not clear the extent of tech/clinical expertise in
evaluating tenders

3.Limitedlink between supplier & consumer (less f

truncated supply)

developed by clinical
experts for MOH NZ
and piloted with AT
prescribers/sevices
nationally

Not specifically
required to meet
government
procurement rules. RFH
specifically limits rights
to appeal and revie.
All commercial in
confidence
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Canada Practitioners Requires registration with Established by the relevant Strengths Statutory body
(drawn from | Defined as individual's professional body ProvincialAuthority. Only Sets some basic requirements for authorizers accountable to the
reviewof authorizerswho (includinggood standiny& authorizes can recommend AT| relevant ministy, and
Ontario ADP | when approved can | indication of experience in AT. Weaknesses some public
& Alberta ‘recommend' ADP 1. Audits have found that thechemeften fail to information available
ADL) purchases for clients| Conflictof interestpolicy audit authorizers and data is often quite out of | via audit publications
date
Constrained to named worksites 2. Authorizerscan only recommend to authority
3. Location constrained (not readily transportable)
4. Quite complex rules about conflict of interest &
supplier bias

SuppliersMust Detailed protocols and Established by the relevant Strengths

apply to become a | documentation required to register| Provingal Authority. Only 1.The level of detail and requirements ensure only

Registered Vendor | as a vendor including business, | Approved Vendors can supply| quality vendors are used

for all the categories | supply lines, staffing, product items that are 'listed' and

of relevance details, insuranceetc. invoicethe Ministry. Appears to| Weaknesses

be all about probity 1.Auditor General has noted norwé this leads to

Any newproducthas | Similarly to have a new product enhanced procurement/cost savings on AT

to be formally listed also requires significant 2.Very bureaucratic to be registered, maintain

consicered by the docunentation, testing and registration and to get a new product listed

agency for listing approvals
RESNA ATP | Practitioners:Base For ATP: must be 0.25FTE in AT | RESNA Professional Standard| Strengths RESNA Professional

level certification of
ATProfessionals

Higher level
credential in seating
(Cert Seating &
Mobility Specialist)

All candidates are assessed by
written exam (multichoice) which
if successflgives them 2yrs
registration

Ongoing registration requires
recertification or Certified
Continuing Prof Deelopment
requirements of 20href formal
CPDOnN 2yrs of whicthalfis from
accredited traininglACE)

Board. Established to set
minimum competencyevels for
practitioners in AT

1

2
3

. Universally available and a broagde level AT
credential

. AT generalisfthus well known)

. Permits multiple entry pathways but requires
consistent testing/CEU requirements for all

Weaknesses

1.

2.

Traditionally very USA and physical disability
focused. Work has begun to redraft

Initial approach 6ATP & ABuppliercredentials
was flawed and has been merged

. Only written exam- no practical tests or
requirements

Standards Board with
independence of the
RESNA Board

Accountable to te
Board and via annual
reports

Maintains an onhe
register of ATPs
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USA Durable | Prescription Vendors must complete the CMS is the national governmel Strengths Government
Medical DMEPOS now accreditation process with one of | funder of general AT for 1. Consistennational requiremers, yet AO's have | department, with
Equipment, requires RESNA ATH 10 independent accreditation Medicare & Medicaid. flexibility to implement different ways. Gives process & requirementy
Prosthetics/ | or similar for organisationgAO)against the CMS Processsare covered by vendors choice to find AO that understands theil covered by fedral
Orthotics, and| complex AT standards federal legislation. business/sector. legislation.
Supplies prescription, see 2. Arm's length from CMS, but national coverage
(DMEPOQS) above for details) In addition to accreditation Standards sewithin CMS but 3. Coding means reimbursement level clear for ea¢ Longstanding concern
(Center for documentation there are implemented by independent AT category that approvals process
Medicare/ Suppliers: Very unannounced site inspection(s). | accreditation organisations. (‘determinations') can
Medicaid intensive and Site inspections are required ever Weaknesses vary dramatically from
Systems complex system of | 3yrs (see Purposeisto enhance the 1.Can be cstly but competition in assessment aimy state to state
CMS) accreditation is being www.cms.gov/MLNProducts/dowr quality of vendors of DMEPOS| to keep pricing manageable
rolled outfor loads/DMEPOS Qual Stand Bocd 2.Standards and process detailed and complicate{ Argument that codes
Vendors (except et ICN905709.pdf Product coding establishes but no link to enhanced AT outcomes for are transparent, but the
professionals)n requirements and cost levels consumers/risk base decisioamaking
relation to Productsare ‘coded' and if for each approved type of AT | 3.Has not prevented some significaraudulent process for ‘coding' is
requirements to approved given a 'reimbursement activities while complexity of sysm often results | not transparent and
access Medicare level' for thattype of product (e.qg. in aborted tenders appears to be quite
funding. This builds | K0O004 is power wheelchairs). 4.Coding can be arbitrary and can prevent access| arbitrary at times so
on existing basic Requires complex submission of new technology involves high legal cost
systems. evidence, health economi@se 5.Because of size of DMEPOS, codes & $ levels
Coding system for A7 and clinical justification constrain product development based on price
UK British Suppliers:All Companies applying for BHTA with approval through | Strengths Developed and run by
Health Trades| members of BHTA | membership are required to the UK Office of Fair Trading | 1.Industry created and driveso strong emphasis orf the BHTA Board. Have
Association demonstrate their compliance with (whichdeliverssome statubry upholding scheme to meet Office of Fair
(BHTA) BHTA also involved i| the BHTA Code of Practice, protections for consumers) 2.Linkedto a national statutory (and recognised) | Trading requirements

several initiatives to
credential
practitioners (e.g. AT
Societyfor
professionalsCEDAB
for AT assistants
etc.)

including requiements for
premises & staffing

Subiject to independent complianc
audits, random customer feedbac
cards and mystery shopping aty
time.

Was established by BHTA to
ensure minimum standards of
practice from r@utable AT
suppliers

system (Office of Fair Trading)
3.Broadin scope (all AT suppliers can be covered)

Weaknesses
1.Not yet linked to funding provider requirements

to continue to double
badged

Publish annual reports
on monitoring and
action on comgints

et c. Me mb e 1
logo
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UK
Community
Equipment
Dispenser
Accreditation
Board

AT providers:
Vduntary
accreditation of retail
premises includes
requirementsfor

staff accreditationto

Demonstrated core competence
(10 areas) whichan be gained
through courses fronseveral
agencies (10+)

Indicates there will be reguta

Established by BHTA & Nation
Association of Equipment
Providers (NAEP) to register
premises and staff for
government ' s T
Community Equipment Service

Strengths

1.Relativelystraightforward and based on a series
competencies gained through training courses

2.Nationwide& flexible entry

Weaknesses

1.TheTCES has been dflg limited success

CED Accred. Board
membership not on
website, but info
elsewhere sttes it is
run by BHTA and NAEH

(CEDAB) sell, set up, fitetc. review of registrants but noetails | (TCES) program, and was therefore limited uptake No performancealata
AT. yet originally intended to be TG&E | 2.Noscope to go beyond basic competence or listof those
requirement but that is now accredited on website
responsibility of Local Council
Authorities and not CEDAB
ThePharmacy| Suppliers A range of business and practice | The Guild is accredited by Strengths QCPP staff and
Guildof (community requirements speaéd in AS85000| Standards Australia as a 1.Extensivelyrialled and tested, with range of self | operational activities
Australia pharmacies): and recognised nationally as an | Sandards Development assessment guides, and now daeti into AS8500( are accoungbleto the
Quality Care | Designed to approved accreditation system Organisation, and QCPP is 2.Perceivedo be linked to enhanced customer Pharmacy Guild
Pharmacy strengthen business | (similar to ISO9000 QA accredited by JABNZ (Joint servie and strongebusiness outcomes/profit National CouncilThe
Program principles and accreditation) Accreditation System of adminstered from within the Guildvhich provides| Program itselfs
(community | pharmacy clinical Australia and New Zealandd a | a full support program to ensure relevance to checked and audited
pharmacy practice Duringintroduction of the QCPR | conformity assessment body pharmacy and program integrity and indicated to the
accreditation government subsidyas available 3.Pharmacies must undergo an external audit eve| left.
includes AT) to encoulge uptake The Federal government 2 years. Audits conducted by QCPP Licgnse QCPP accredited

approvescommunity
pharmacies talispensePBS
subsidisednedicines and
states/territories register them
for sale ofcontrolled
druggmedicines

Purpose is as per Scope

Assessors and are designed to protect the integ
of the program. Random assessment visits also
used to assess maintenance of QCPP standard
pharmacies via the My

4.QCPP accreditation linked to funding streams (¢
National Diaktes Services Scheme, MedsCheck
etc.)

Weaknesses

1.Broadin scope- not specific toAT

2.Now codified in AS85000 so may be less flexiblg
change/adapguickly without going through

appropriate processes

pharmacies &
published orthe JAS
ANZwebsite and
reports provided of the
status of accreditatin
activities on a regular
basis
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Funding scheme AT authorisation systems
There are advantages where the agency engaging the practitioner in prescription or supply of AT is
also thecredentialng body. Some of these include (which not all schemes have achieved)

1 established consistergore knavledge and advanced AT categapecific requirements
through an ‘panelpert <clinician’

1 timely intervention to addrespoor practicésupply through database monitoring
1 training (sometimes free) that is pragmatic and based on emerging issues

1 relativelylow cost for administration
There are several difficulties common to a number of the systems:

1 restrictedaccess to a limited number of allied health professions despite concerns raised in
the literature about the adequacy of AT knowledge from wiggaduate programs alone
(Costigan & Light, 2010

1 someschemes lint portability of practitioners

1 wherecontinuing professional development/education is exmattit is not targeted or as a
result of an individual plan, and in some caseay not even be related to AT

1 few systems have an independent and balanced (including consumer views) review,
monitoring and disciplinary committee

1 weak at effectively addresgirprofessional misconduct, and maintaining accurate practitioner
records

1 littteorno publicly available information about ei
credentabd) or the system’'s performance

1 generally no delegated approval authority (réggufurther review and approval stage), which
increases delays and the likelihood of poor outcomes as the distance between the decision
and the consumer increases.

Independent AT practitioner credentialing systems

There are currently only a handful ioidependentsystems around the world focused on AT
practitionercredentialng, andthere arenonein AustraliaSome elements of the MGEHMS from NZ

are handled by independent contractors (training and the actuedlentialng check) but the

scheme is administed by the governmenExamples reviewed weréhe Rehabilitation Engineerg

and Assistive Technolo@o ci ety of [RaESNMATPaAdEMEAssistivé Technology

Professional and Seating and Mobility Specialist respecjitblyUK AT SocietytheU S A’ s

Nati onal Registry of Rehabi ICRIfRegisteved Complexh nol ogy S
Rehabilitation Technology Supplier and Certified Complex Rehabilitation Technology Supplier

respectively); and th&JK Gmmunity Equipment Dispenser

Identified advantages include:
1 embeddedin practitioner/sector experience and expertise

i usuallyoffer a range of pathways to entry (and none are discipline restricted)
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1 the credential is upheld as a quality indicator for AT practice (and those who hatg
emphasidgs on probity,marketing ancenhancing the value of the credential

1 tendsto be very market sensitive, innovating relatively quickly to retain relevance
credibility

1 canstimulate market demand for quality/approved training and educatiamlrses/events
(e.g. InernationalSeating Symposium)

Weaknesssanddifficulties noted:

1 demandscommitment from an existing body (professional or industry associationjite its
establishmentind ongoing operatiom early yearsincluding:

- financialand administrative gpport (e.g.to prepare submissions argtant proposals;
auspice funding)

- bodyof competent AT professionals to help establish competency requirements and
testing/evaluation materials (content)

- marketing and promotion, paicularly inthe early phases.

1 slowuptakeif no financial benefit gained from having credential (&ng\NZ the shift to
competency pathway for complex credential tightened requirements, so MoH subsidised
training workshop}

1 resistancérom someestablished practitioarswho are required o demonstrate
competence (most systems hametper mi tted ‘grandfather’ arrang
practitionersneedt o0 ‘' | e a d abhdysualyexpenipnced practitioners coplete the
requirements swiftly

1 canbe undermined ift fails to demonstrate its place relative to professiodecipline
registration

1 criticalthat any ongoing requirements (e.g. education/training, reviews, feedlck are
reasonably gailable where members practise

1 potentialto become elitist and rastanttor e quest s f orrom c¢irreadfeend. s iad sd | o

AT supplier accreditation/ regulation

Most work to date on accreditation of AT suppliers has focused on voluntary codes of practice (such
asBritish Health Trades Association; Community Equigtrbéspensers Accreditation Board:;

National Registry of Rehabilitation Technology Suppliers; and Assistive Technology Suppliers
Australasiahich, while of considerable value and use, aisuallynot tied directly into how AT is
funded and deliveredThatis, there is na@ontractualrequirement by funders to procure AT from
companies that sign up to these codes and are compliant with tf&milarly, consumer recognition

of the value and importance of purchasing AT from suppliers that operate within thataoy codes
appeasto be quite limited.
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The two notable exceptions we examined wéenters for Medicare & Medicaid Serviedgth its

extensive and costly requirements for AT suppfi’s t hi n t he USA’(istroddaedl i car e s
around 2008)and theaccreditation program run by the Pharmacy Guild of Australia, which is
comprehensive regarding the operation of pharmagieswy an Australian standardincluding some

modest requirements regarding the supply of basic Gaomplex) AT.

In Australia AT sygdiers include a wide range of businesand organisationthat manufacture,
import, distribute, sell, service and hire equipmenhee arenumerouslaws and regulations
relating to suppliers thaare relevant when considering accreditation of suppliars] include

1 Australian Competition and Consumer Commis$®@CCand Australian Consumer Law (ACL)

- Uniformnational laws administered at a state/territory level govern Australian
businesses selling goods and services to Australian consumers.

- They defire a minimum statutory warranty that cannot be undermined or excluded.

- Goods costing more than $40,000 are not cedarnder the ACL nor as a rule are goods
bought at auction or sold privately.

- Collusion in relation to priesetting and other norcompetitive business practices are
prohibited.

1 Therapeutic Goods Administration (TGA)

- By law ay supply ofClass 1 Medical Devices (whiohludesmostclinicalAT, but not
basic Apersonal item} mustbe registered andhave devices listed on the Australian
Registe of Therapeutic Goods (ART®)e ART@ivesno guarantee of meeting
Australian or other international standards, and is not a guarantee of qualibe
Class 1 level

- Largely seHregulatory but requires a quality standard mfinufacturing including
technical documentation describing the product, its specifications and manufacturing
procedures, and thability to track and trace products (by serial number, product
codes, etc.) in case of recall.

- Importers arereferred toa s s pirotne segulatois and must beable to
demonstrate that they have a formal relationship with the overseas manufacturer.

- Sponsors or local manufacturease subject to a random audit of specific products
validating documented claims amgiality.

- Compliance costs are gendgatonsidered not to be excessifar Class 1

- Recently soméunders (SWERIC, MAS®LD, EnablblSW, etc.Will only fund
equipment that is listed on the ARTG.

Znitially CMS intended to require ATP for clinicians (assessors) as well as suppliers. Following a robust
campaign from profesenal associations, the requirement on clinicians was withdra®mctitioners working
for suppliers though are required to hold ATP to meet the accreditation standards for complex AT.
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1 Standards andegulations

- Qurrently no legal or regulatory requirement for AT sold in Ausiréd meet Australian
or equivalent international standardgexcept some items in transportpeverafunding
schemes requé suppliers to provide standards test results for the AT they purchase

- The Commonwealth Departmenf Infrastructure defines whichowered mobility
deviceqincluding scooters and wheelchairey be imported and considerewt to be
a motor vehicleRules relating to use ofeviceson footpathsvaries between state
(weight:110-150kg tareand maximum speed.Okm/h), but no current rguirement for
supplier or user traininglhe whole areaisunder review, with potential to usthe new
AS/NZS3695.2s the requiredstandard

In Australia and NZ, efforts to regulate the AT practice aspects of suppliegereeallypiecemeal

and relativéy hidden from public scrutinyDe factobut often ineffectiveregulation occurs through

government purchasing tenders or contracthis ranges from establishing standing offer

arrangements which assess both products and suppliers against cost, qudlipgdarmance (e.g.

Qld MASS) through to a truncated supply model whereftimeling schemanakes arrangements

with one or a limited number of suppliers to supply quantities of particular AT that the agency will

then warehouse, distribute, service and rep@.g.EnableNZ (for MoH NBjuipment and

Modi fication Services; South Alnthdmidadle,somés Domi ci |
schemedave established contracted preferred suppliers (e.g. VicSWEP,tD of Veterans’'
or a combination ofipproachesin all cases, the schemes constrain either the range/number of AT

products to be made availablservice levels requiredhe price (across a geographic zone), or both.

Where schemes do not directly contract their purchasing prices, theyeimékithe charged price by

the pricing cap/subsidy limit for that particular AT categang often utilise consumer gpayments

to cover as much as 380% of the costé_ayton et al. 2010)

Fundamental problemarisein the use of procurement processes tetablish AT industry standards:

1 Theprocess isisuallyhighly confidential, and even finding details of what was required
retrospectively for this project has been difficult.

1 There is virtually no scope for review, appeal or broad stakeholder involvement.

1 While the statedourposeincludesvalue for moneythere are perceptions that this is primaril
about reducing costs wheallocated governmenbudgetsare not sufficient taneet demands
for AT, restridng consumer choice anbinderingadoption of newtechnology andnnovation.

1 Exceptinthecas of Enabl eNZ’'l's ngppn o a ddcpeitemsathasadtmIp | y '’
contractor will source a required product direct from a foreign manufacturer, and all
retail/delivery/support aspects are the responsityilof EnableNZ}here is little scope for
collaborative development of service/supply arrangements.

1 By restricting the number of items that will be added to an approved list (e.g tiordg
lightweight chair models) or broad use of bulk purchase, consutneice is undernmed in
favour of enhanced 'produfdtock’ management

1 Management of customer complaints and issues hiogeontractualagreements.
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1 The tendering process can generaetensive costgon all sides) that may not be justified for
the turnover, or the risk involvedor the expected cost savings on products

Summary

Overall, mostredentialng andaccreditation regarding AT practitioners and supplisrsoordinated
and linked toAT funding schemes delivered ggvernment ora non-governmentorganisation €.g.
EnableN2n behalf of MoH NZThese schemes tend to be restrictive on erdfyon-allied health
practitionersandalsosuppliersespecially in between contract roundsut often have good links
between delivery of the service and bgbhocurement and practitioner performancé&o date
monitoring or evidence of thaccreditationtredentialng effectivenessas not beertransparent
and there seems to be little accountability regardswpeme outcomes except inrelatively
unsophisticatececonomicerms (i.e. number of clients/products for a certain budgéithe
effectiveness of the NZ MoH EMS is currently under external reviewtaieyearsof operation.
Additionally, these schemes are generally slow at embracing new technologies Altjémd to be
inflexible andthus hinder innovationResponses from NZ indicate that having separate traifting
AT practitionerss helping to maintain innovation and accountability within the system.

In contrast, independent systems tatk have been eveloped by the AT sector itself (for instance
the RESNA ATHhesetend to be focused on evidendesed frameworks and respond relatively
quickly to market expectations (for strengthening, cost correction, promotion,.&stablishment
of such systemeequires either financial commitemt from sector associations, an initial grant
(government or philanthropic), or botfThecredibility of these schemess underpinned by
transparency and effectiveness, accountabilityAfd consumerandthe increased invtvement of AT
consumersn their governance/review processes.

The formation of a new national, Australian credentialing/accreditation system offers the

opportunity to draw together many of the best elements of both fundesinaged and independent
schemes wite mitigating their weaknesses. The evidence suggests this needs to be independent and
sectordriven but with active engagement and commitment from those who stand to bemefit f

the scheme (e.g. consumers aAd funders).

In relation to accreditation oAT suppliersthere arebetween 300 and 50@etailersthat focus

primarilyon AT in AustralisgSeveral thousand retailers (including supermarkets) offer AT products,
ranging from continence aidmdmagnifiersto wheelchairs. Not surprisingly the level of

understanding of disability and the place of AT in addressing barriers is quite variable. As Pearson et
al. (2013 noted, probably about 300 importers and distributosspply this market with around 80%

of products coming thragh 40 importers. With supplieurchasing products from each other and
consumers purchasing via the internet (including from international firms who may have no

presence in Australia), the pathw&pm manufacturer to consumes increasingly varied and

complex. While the flexibility for consumers is welcome, it also brings unexpected problems, costs
and other unanticipated hazards for sorobthem.

While the AT supply sector has been improvingrélebility and professionalism of its advice and

service and its protections for consumers, such developments have a cost. Ensuring that products

meet relevant nationdinternational standards, that the firm has the ability to reliably repair their

products, and that staff have good knowledge ahd skills to advise clients and act ethicadgds

to the costs of business. Rarely are these servi
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or a trader who brings ie@ra camdasalklrThdpodng moés ‘' a
of these ‘bargains’™ may be hard for consumers to
generally oveipriced, while the risks can be much less obvious.

The introduction of AT supplier accreditation Wau

1 provide consumers and their families a decisinaking aid when considering which supplier(s)
to choose that will best to meet their needs;

1 enable all stakeholders to easily identify and engage suppliers who have the appropriate level of
capacity andldll (including credentialed staff) to help address the risks of specialised and/or
complex personal and technology requirements;

9 continue to build the professionalism of the AT sector by continuing to support and encourage
the investment of suppliers irhe skills and behaviour of staff and deterring unscrupulous and
marginal suppliers and practices;

9 enhance and sustain good practice in AT supply including reliable and timely delivery, repair,
sparepart availability, and responsiness to complaints ancacerns.

Credentialing and accreditation within DisabilityCare

The framework for amationalcredentialngand accreditation system will need to ensure tiAat
practitioners and supplierare competent to work with consumers and their faieslto deliver on
the goals and aspirations of consumers identified inrtésabilityCare plans.

Anew national competenchasedAT system wouldlsoaddressother important issues

1 Assisting consumers (and others in the sector) identify those AT practitioners anéessippl
who have met clear competency and quality requirements.

1 Making essential requirements for AT practitioners and suppliers transparent and effective,
and ultimately linked to outcomes for AT users through the development of an evidence base.
This infomationmust bewidely available to people who need AT and their families to support
their choices of where they go for advice and supply of AT, as well as for DisabilityCare.

1 Putting in place one national compatcy-based accreditation systethat overcome some of
the variety and uncertainty contained in the multitude of different requirements currently set
by existing piecemeal state/territory/federal schemes

1 Requiring a focus by practitioners and suppliers on seeking and reflecting on feedback (from
consumers, peers and others) to continually improve how their activities benefit consumers
(and achieve their defined outcomes).

1 Strengthening and increasing the skills base and capacity of AT practitioners and suppliers to
work in specialised and complex &fBas.Addressing the extra requirements necessary to
deal with the higher levels of AT (and consumer need) will free others with basic AT skills to
deal with the routine requests, and ensure a referral and/or support mechanism is available.

1 Managing ris& for DisabilityCare participants and the DisabilityCare Australia Agency (DCA
Agency) itself, particularly in relation to the more complex and higher cost AT solutions.
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Linking training/education/skills development lagh-quality AT provision, and builty up
available training over timalithout acredentialng and accreditation system that promotes
professionalism and skills development, there is little demand and few incentives to deliver

the necessarfigh qualityeducation and training programs.
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Part 2. Acredentialing and accreditation
system for AT practitioners and suppliers

In developing the framework for an Australiaredentialng and accreditation system for AT we

have been conscious of some of the constraints to any new sys#itentessons learnt from research
and other systems around the world, and the consultation process. The information garnered has
been distilled into a framework for both th@edentialng of AT practitioners and the accreditation

of AT suppliers. In the fraework below, options at key junctures are identified, and many of these
options arose from the consultation. Additionally, views from the consultation are also embedded at
various points throughout. This material should assist readers to identify ther paijots of

support, disagreement and other concerns arising from the consultation. As noted in the
introduction, we appeared to reach saturation in the consultation, indicating that most major issues
have been identified. One of the central messagesastthis is just the beginning, and much more
work will need to be done if this system is to be successfully developed and implemented.

As discussed previoustyith individualised funding and consumer control over resources,

DisabilityCare Australia sigeamajor shift in the culture and language of service deliv&herole

of AT practitioners wild/ move away from ‘prescri
of *advice’', "assessment and ‘i mpfleetedinthe at i on’
credentialing and accreditation options proposieelow.

Part 2 of this options paper describes a range of options and issues to consider in the creation of a
National AT Credentialing and AccredivatiSysten{the System) Major topicscovered are

foundation issues such as purpose, objectives and princiigkases and options regarding
implementationfundamentasto considerincluding governance and evaluation; options for both AT
practitioner credentialing and supplier accreditati@md finally a timeline with an outline of key

tasks for establishing the System.

Foundations

This section describes the basic purposes, objectives and principles regarding the development and
establishment othe System.

Purpose

The nationatredentiaing and accreditation system will identify, develop and continually enhance
high-quality practitioner and supply practices in the Australian AT sector that achieve the best
outcomes forconsumersand their families, and improve process and economic effaidar

funders, ATpractitionersand suppliers.
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Objectives

1. The System’'s influence over AT practitioner a
demonstrated to enhance ATs er s’ outcomes, and i mprove proc
through reducing delys and wasted resources.

2. Credentiaing and accreditation requirements are appropriate to the risk, cost and complexity
of the AT service a practitioner or supplier provides.

3. Atall times the System itself, and the expectations on thoseelentals andaccredits shall
be accountable, transparent and just.

4.  The System is effective, viable and sustainable at all stages of its development and operation.

Feedback from the consultation indicated strong support for the purpose and objectives iasilbyig
presented in the consultation paper. However, several responses indicated a need to broaden the
purpose to include a focus on outcomes for other stakdhos. The final clause in theigpose
statement has been added to reflect this, and a similaigien has been made to the first objective.

To fulfil this purpose and meet these objectives the System will need to be underpinned by a clear
set of principles as well as to put into place structures and processes to achieve these objectives.

Principles

1.  The System will evolve over time, to achieve an affordable and effective accreditation
system

Resources, both financial and human, aegy limited within the AT sector. Although DisabilityCare
Australia is investing substantial funding in preparingtii@ implementation, the formation of
credentialng and accreditation systems are not within the scope of the Launch Transition Agency or
the subsequent DisabilityCare Australia Agency. Consequently the proposed System should
commence with modest requireamts which will be enhanced and strengthened over tifme

needed This will:

a. make it affordable and achievable at each stage while maintaining the overall vision;

b. avoid bottlenecks in assessment and provision of AT services as a result of any sudden
impostion of restrictions on existingT practitionersand suppliers; instead the work
should transition existing approaches across, as well as building links to
training/education/skills development necessary for the succegslopractitioners

C. target the minmum essential and achievable requirements initially, and over time it
may incrementally increase requirements/structures/processes to deal with emerging
issues/problems and evidence regarding effectiveness in achieving outcomes for
consumers and other skaholders if and when required.

2. Accreditation requirements should be appropriate to cost, complexity and context (e.qg. risk)

a. I n keeping -twiutchh 't hmedeénianggphtihecseditation should
always be clear about its purpose (what prahbléas to be solved). Where the cost,
complexity and risk associated with AT provision is low, accreditation should be
relatively simple or not required. Conversely, highly complex AT provision would
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generally be undertaken by multidisciplinary teams incwgting T practitioners and
suppliers who can demonstrate the necessary competeaaeork in partnership with
consumers and their familieé\s noted by Eleasser and Bauer (2011), competence of
both individuals and the organisations is required,credentialed (individual)
practitioners and accredited organisations/businesses. At all level§ygtem should
ensure it does not create inappropriate barriers to highly skilled and experienced
individuals, including consumers as experts regarding theirAWneeds and what
works.

b.  Utilisation of a matrix structure for AT practitioners and suppliers based orslef/gkill
and areas of practice, for defining individual practitioner and supplier competency. In
keeping -wowdh* r pgih cixstrdctares,usudliynrecegnisema t r
professional qualifications in relevant fields (allied health, rehab engineering, etc.) along
with professional registration¢redentialng (for both registered and selégulated
professions) as appropriate and sufficiemtry-level requirements for assessing and/or
implementing basic AT, and require additional training/experience or other
demonstrations of competence for more complex AT (see for example the SWEP matrix
at
http://swep.bhs.org.au/sites/default/files/forms/SWEP%20Prescriber%20Registration%
20and%20Credentialing%20Framework%207%200ctober%2020).1. pdf

4

3. ThS {eadSvyqQa 3I2Frf 2F J22R ! ¢ LINRPGAaAA2Y LINI OGAO
enhancing consumer outcomes and participation, and improving economic efficiency

The $stem will only be of value to consumers, their families, funders and other stakehdiders
better outcomes for them are achieved through usargdentiakd practitioners and accredited
suppliers. Thus the System must incorporate elements known to be vital to this success:

a. collaborative practice between consumers, AT assessors and AT imp&ient
(including suppliers)

b. afoundation that is in keeping with tHedNCRPD and the |G#6th in terms of respect
for people with disability and recognition of the influence of environmental
barriers/facilitators on their participation, and also the breadthdomains that
constitute full human participation

C. specialist and complex AT requires the combined expertise of all parties (consumer and
family, practitioner(s) and supplier(s)), including multidisciplinary teams to address the
different risks and requaments inherent in an optimal solution

d. clear management of complex roleaciuding conflicts of interest):

i. AT practitioners working as assessors should not be unduly influenced to
promote particular products through a close association with a supplielyding
being employed by a supplier

ii. AT practitioners will in some instances be both the assessor and the supplier, as is
common in relation to seating specialists, orthotists and prosthetists, and
potential conflicts of inteests must be carefully managed
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iii. Rural/remote settings where a practitioner and/or supplier needs to work under
supervision/oversight of a more advanced practitioner/supplier (at a distance)
when deding with a complex AT solution

e.  recognition of the objective and subjective aspectsgdportinga consumer to select
the “right’ AT sol ut i oconsumerchdice inld eontwlénnt r a |
the selection process (as per Figdje

f. take into accountultural, environmental, social, family and contextual factors the
decisionmakingprocesses anth consideringputcomes.

Overall these principles were strongly supported during the consultation, and few problems,
suggestions or options stated. Significantly, several respondents identified a wide range of details
and issues that stemdm or relate to these principles that will need to be worked through in
establishing theredentialng and accreditation system, such as whether it will be sufficient to have
onecredentiakd person in an organisation or a tegable to sign off on a dedém. For example
situations such as junior rural/remote practitioners accessing higher level skills elsewhere, and the
complexities of responsibilities when there is no direct line management accountability between
junior and senior practitioners working separate organisations.
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Implementation fundamentals

The establishment of any system, agency or activity requires basic structural and governance
frameworks within which to operate, and the nature of these arrangements can have significant
impact on boththe costs and effectiveness of titeedentialng and accreditation system. The main
options that have been identified are outlined below.

Basis of authority and scope

Independent accreditation is deemed to have value because it is required either lfgtédutory),
and/or to do business (contractual), and/or to assist consumers to make more infateasions
(decisionmaking aid) Although makingredentiaing and accreditation a statutory requirement is
possible, it appears to be difficult and unnecagsforthe establisiment ofan effective scheme
given experiences elsewhere.

Particularly in the context ddisabilityCaré\ustralia, which is based on consumer choice and as
open a market of services as possible, a more appropriate option would bdise atedentialng
and accreditatiorprimarily as a decisiemaking andisk management aid. For example,
DisabilityCare Australia could endorse the establishment and utilisatioredéntialng and
accreditation as a decision aid for consumers, andhatsame time utiliseredentialng and
accreditation at a contractual level to support and manage the legislative requiremefffor
practitioners and supplier® be registered. Existing and future AT schemes (state/territory and
federal) that currently €ly on a matrix structure for prescribers and procurement programs, such as
supplier panels or tenders, could utiliseedentialng and accreditation in their contracts as part of
these systemsThis would increaseniformity and portability of requiremerstfor practitioners and
suppliers and thereby increaselarity efficiency, antharmonisationacross AT schemes (a leng
standing Council of Australian Governments goal)

In terms of the scope of the System, should it cover all of AT practice or jushceatagories, and

how broad are those categorietssues of scope are not dealt with in detail, as much of this will be
determined by different AT funding agencies (such as DisabilityCare). However, the range of AT in
relation to issues of complexity, riskd the concomitant competencies required is canvased broadly
in Table 2

Existing legislativand otherrequirements may need to be reviewed where they impose contrary
requirements such asestrictions instate governmentegislation limiting AT presiption to certain
professions, angotential impacts on individuals covered by industrial awards.

Claritywill also be required on how ACfedentialng and accreditation intersects with other

requirements (e.g. statutory registration for some professiaesf-regulation for others, ASIC rules

for companies, etc.). In particular, considerable work will need to be undertaken with relevant allied
health professional bodiedoth those regulatedy the Australian Health Practitioner Regulation
Agency(AHPRARN those that areselfregulated in relation to existing baskevel competency
requirements regarding AT, and more advanced levels of competency required when AT assessment
and implementation risks increase to higher levels (Eg#des2 and 4).

The bas of authority and scope was also well supported during the consultation, and several
suggested improvements are reflectalove. Severaksponseslsoemphasised that very simple
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AT such as modified cutlery should be outside of scope, and, in lineesfomsesbove There
were also comments on the intersection of existing professional credentials and AT.

Governance

1. Structureg at least three options are possible

a. Auspiced by an existing registration agency (e.g. National Professional Engineering
Board, AHPRA, etc.)

i. Pro:Already have systems, staff and protocols to operate shet/stem
ii. Con:May create professional tensions

b.  As asukelement of a government/statutory agency (e.g. DisabilityCare Australia)
i. Pros:

- Many existing systems such as SWEP aatlE NSW are run by the AT
funder

- Provides strong links to available data on AT prescription/supply
- Limited cost overheadsgenerally very low cost
il. Cons:

- Appear to be effective for practitioners but tends to create adversarial
issues for suppliers

- Reaqiires a national agency (or mutual recognition) to achieve a single
overall national system

C. New agency established jointly by practitioners and suppliers, or separate organisations
for practitioners and suppliers

i. Pros:
- Broader engagement through eachbodg me mber shi p
- The advantage of an exclusive focus on AT

i. Cons:
- Higher cost to establish

- Requires consensus from founding bodies, including ARATA and ATSA, as
well as professional bodies such as Occupational Therapy Australia,
Physiotherapy Australia, SpdePathology Australia, Engineers Australia
and the Australian Orthotic and Prosthetic Association (and others)

iii.  Otherissues:
- Agreement needed on terms of reference and accountability requirements

- Ifjoint, need for clarity on the two different elements b@ created as being
complementary and to be developed in parallel
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2. Board-this may be an independent board(s) or a standards board/subcommittee of a
government or statutory agency, or other organisation, but irrespective of that, there are also
at least hiree options about the composition of the board

a. Skilsbased board delivering ‘good governance'’
(see extra requirements for theredentialng/accreditation oversight tasks below)

b. A ‘“represent at iituveat’bodieso(tais optiori carobeprablemasictif
members are not truly independent and committed to the best interest of the
accreditation scheme itself)

- consumers/families
- AT practitioners

- AT suppliers

- community

- funders

C. A combination of the two above appaches drawing together the strengths (and
protections) of eachwith a focus on skills and stakeholder input

In the consultation over 85% who responded to the question about appriapstaucture believed

that the §stem should be auspiced by (orrunby an exi sting body (either o
They noted that an existing body brought: experience, established systems and processes; skills in
managing a&redentialng/accreditation system; and the capacity to be more cost efficient.

However, peple were split on which body this should.tfame felt a statutory body (e.g.

DisabilityCare Australia or AHPRA) would have independence and authority; others suggested ATSA
and/or ARATA, or an existing allied health professional association such ast@liadasd others

opposed links to funding bodies (such as DisabilityCare), registration bodies, or peak bodies such as
ATSA because these risked being too restrictive in relation to professional disciplines and/or being

used as gatekeeping mechanismghte detriment of consumer access. Professional and sector

related organisations also face potential conflicts of interest and perceptions of a lack of

independence and credibility. Those in favour of a new agency emphasised the importance of
independencemad a dedi cated agency’'s complete focus on

It is notclear what the best way forward is regarding how to establish and implement additional
credentialng requirements in relation to the intersection between existing professional registration
and selfregulated professions (see Table 4 for an outline of proposed options for recognition of
existing ATrelated professional education and credentials). Some, but by no means all, options
include:

a. setting up a national accreditation agency (independent, or phgn existing organisation) to
establish and run aredentialng g/stem;

b. establishing a national working group to develop AT competency standards/requirements and
work with the registered and selfegulated professions to establish and manage their own
‘“‘advanced ceedentialmpragcams; c e
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C. a combination of (a) and (b) with a single national AT accreditation framework that
incorporates recognition of the advanced ér€dentialng done by the professions.

Nearly everyone favoured a single systemboth practitioners and suppliers, and most favoured a
skillsbased board (or a combination of skills and representation). Accountability to consumers was a
major issue in the literature, and several responses noted its importance in relation to board
composition and governance generally. Importantly, about 75% also indicated the board should
have good links to the sector, particularly to ensure appropriate expertise and knowledge informed
decisions. Several noted the importance of managing conflictaerfest, and differences between
suppliers and practitioners, and a few indicated that these sorts of problems are why suppliers and
practitioners should have separate boards and/or separate systems.

Financial sustainability

The fnancial sustainability dhe S/stem is essential. The basic proposal in the consultation paper

was that initial development and establishment costs (first 3 years) would be required to get the

System established. It will be difficult to s&ihd this stage of the process and ental funding

needs to be sourced. For instance a government (g
ATP, and implementation incentives significantly assisted the implementation of the Pharmacy

Guild' s accreditati on s fusdingsopportlinder theDisaldlityCatee p ot en
Australia transition process. It was also proposed that the System should Harsidfl after it is

established through accreditation amtledentialng fees. In the consultations there was almost

unanimous supportor selffunding, with many also noting the need for an injection of funds to build

and implement the System. See more detailed discussions on funding below.

Operational requirements and linkages

Basic operational requirements and relevant linkages t@ptirganisations and systems are briefly
outlined below. Note that like other aspects these will need more work and detail in the next stages
of development.

1. Development and validation afedentialng/accreditation standards and rules, based on the
aboveobjectives and principles, riglhouch framework and other research/evidence. The
scheme must engender positive behaviours, improved practice, and value add. Ongoing
evaluation of effectiveness will be essential to transparency, improvement over time and
effectiveness.

2. Encourage the establishment of related education/training/skills prograthgre are
essentially two options here: the System should do this, or it should be done separately
(previous work by the Productivity Commission (2005) on regulatadth professions argued
for separation of these functions)

3. Will require infrastructure and staff to implement
4.  Systems and protocols (or outsource) to:
a. administercredentialng/accreditation
b.  web systems, marketing and promotionthe System and members

(o} receive feedback, complaints and undertake investigation/enforcement role
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d. monitor and review all elements of the System and publish relevant data
5. Links to:
a. consumer and professional associations, suppliers and funders

b. potential to negotiate reduced costdiemnity and public liability insurance for
registered members. An opportunity to offer added value for those who gain
credential/accreditation.

During the consultation, other than some very si
touchregulaton , i n this instance to t eddentiaingithab account
incorporates basic AT competencies (and this issue is dealt with in detail elsewhere), there were few
comments made about this section. Of the few comments made in relatiovhb should establish

the related education/training programs, most were in favour of it being done separately from
practitionercredentialng and supplier accreditation.

Outcomes and process evaluation

Independent and ongoing work needs to be fundedHhry System to assess efficiency, effectiveness,
and sustainability, especially in relation to gradually improving outcomes for consumers. The
assessment must include-built/ongoing data collection processes, and the development and
monitoring of key peidrmance indicators. A clear, demonstrably effective and easily accessible
complaints and resolutions pathway is a critical part of the task. It is also a vital component of
transparency. Additionally, process and outcome evaluation will be important thmutghe
implementation stage, particularly to inform and resolve areas of uncertainty about the best options
for some elements of the System. Some of these areas for particular evaluation focus are noted
below in relation tocredentialng and accreditatio.

In the consultation few comments were made about this section, although parts of several
responses noted the need for and the importance of evaluation. Consequently evaluation
components have been strengthened here and elsewhere. The CATOR groughidierica has
expressed interest in engaging with the developing systems in Australia to continue working on
enhanced, consumeelevant feedback (outcome and participation) mechanisms, and to identify
systemic factors that enhance consumer outcomes. ifitésnational collaboration would offer a
swift way to build ongoing evaluation processes.
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AT practitioner credential

This section outlines the fundamental structures and processes for an AT practitioner credential, and
includes its purpose; whether it etild be a single credential or two (e.g. a separate credential for
those working in supplier settings); categories of practice; levels of credentials; eligibility;
credentialng requirements; and linkages.

Purpose

The primary purpose of the AT practitionsedentialisto provide a robust and clear evidence
based assessment of an AT practitioner’”s compete

The credential will be an invaluable guide for both consumers and planners within DisabilityCare

Australia (and others in individualised fundingesctes) to assist in selecting the appropriately
gualified AT practitioner. Such a guide i s essen
proposed processes, with a first stage involving an initial consweeired

assessment/planning/funding altation stage. The second stage appears to offer a mdoased

approach of consumer choice and control in meeting their needs to achieve their goals by selecting

and purchasing appropriate goods and services. For both planners and consumers it will be an

important decisioamaking aid when selecting appropriate sources for advice and services.

One or two streams

The consultation paper proposed a singleesitompassing AT practitioner credential structure
based on a matrix structure of different levels operise and different areas of practice. The ambit
proposal was thatredentiakd individuals could practise anywhere in the supply chain:

1 providing specialised assessments;

9 assisting consumers and their families in determining their spe&ifineeds ahlikely
solutions,operationalising broad plans into specific requirements;

1  working within supplier organisations to provide specialist advice, fitiimgal training in using
the AT deviceand expert knowledge about available products and whakédylito be the best
match at a detailed | evel relative to the cons
and built).

It is important to understand that consumers may go directly to suppliers to operationalise their
broad plans into specific requie ment s (t hat is, combine el ements

There is also the additional issuecnédentialng in relationtos u p p | i efrhbuse stafd ¢ k
requiringspecialist technical skills required for building, modifying, programming, maintaining and
repairingATThi s i s not about professional rehabilitati
‘C above, but r atlemebqgualificdtions ssich fiscCerullste Riplomalleve r a d e
However, this specialist technical credential is aqart of this options paper, except to note that it

is needed (and has broad support of suppliers as noted in several consultation responses), and is

likely to be addressed using existing systems within the vocational training education and

credentialng systems. It should ultimately form part of the supplier accreditation framework.
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Consultation responses were split about whether two or three (primary, secondary and tertiary)
levels ofcredentialng were required. These comments are reflected in the otioutlined in Table
4. Whilehavingthree levels was seen as linking more closely with associated risks ieptecdies

of AT, and having two levels wssen as simpler and more cost effective to implement.

Responses from the consultation generally supg a single AT practitioner credential structure,
although there was also some interest and support for splitting this into two credentials. Thus, there
appear to be two main options for the structure of the AT practitioner credential(s):

1. AsingleATpat i ti oner credential that covers ' a’
covering different levels and areas of practice.

2. Two different AT practitioner credentials: one focused on specialised assessments and
operationalizing advice for consumergtensive and ongoing support and trainjirend one
focused on supplier staff/consultants.

Within the context of these two options it is useful to note that the RESNA ATP credential initially
had separate categoriesmilar tooption 2 above (assessment asdpply), but these were

eventually amalgamated into a single credential. In the consultation process, several respondents
noted that there are significant differences in the skill sets required for these two related and
overlapping roles. For example, ptiioners working within suppliers are expected to have
extensive and detééd product knowledge. There weather perceived differences, but these

appear to be quite variable in relation to individual practitioners, the particular type of AT, and the
sysems and organisatioria which they are workingParticular attention is also requiredgarding

the need for flexibility in rural and remote communities.

The major strengths of a orsream credential appear to be:

1 clarity and simplicity for consumers@d at an administrative level in running the System;
1 portability for practitioners who do move from setting to setting;

1 less complexity around provision of training/education and other support systems; and
1 potentially more economically sustainablat least initially.

The major strength of a twetream credential structure appears to be the greater specificity
regarding the different roles and some of the concomitant differences in competencies in relation to
working on the assessment or supplier sidéthe AT provision process. Determining whether one
stream or two streams is preferable, particularly in regards to feasibility and value might be more
obvious after (a)the details of actual competency requirements are more fully developedhéb)
econanic mocklling regarding theystemi m®inning costs andredentialng fees are undertaken;

and (c)the decisions regarding levedsd area®f credentialng and their related competenciesre
finalised.
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Areas of practice

The nature and structure of categes or areas of AT practice are not likely to vary significantly
whether a onestream or twastream option forcredentialng is pursued. Likely categories of
practice are listed below, and are based on the literature, including existing matrix systems, but
could be combined based on common practice linkages (e.g. mobility and seating).

It is proposed that practitioners would be required to show evidence to justify the categories of AT
in which they wish to beredentiakd as one or more of:

Communication

=

Sensory

Mobility

Posture, seating and lying (including tissue integrity management)
Prosthetics and orthotics

Activities of daily living

Built environment modification/adaption

Transport

Information and communication technology and environmental control

=A =4 =4 =4 4 4 4 -4 -4

Product expertise (this competency option may be particularly relevant if a single stream of
practitionercredentialng is selected, to provide specific focus on suigite competency for
practitioners and may need to be expanded to include other specifiplgigide

competencies).

Specialist categories could also be developed for: paediatrics, education; recreation; and workplace
adaption.

There was concern expressed in the consultation process that having to demonstrate competence

across multiple areas thatre often interrelated would be onerous, expensive and unrealistic.

Whether the System requires the detail in the above categories, or broader categories of specialised
practice willrequire further consideratioMhiswill need to be done in conjunctionithl decisions

about the appropriate number of levels foredentialng as outlined below. One option would be to

utilise selfassessment and sdlientification of areas of expertise (such as environmental control),

with the credentialng then focusingpma r i | ' y on establishing an indivi
demonstrated within those areas.

Credentialing multiple levels of competence

Throughout the consultation process, the issuemdentialng multiple levels of competence
generated the most corern and discussion, particularly in regards to the intersection with existing
professional credentials such as occupational therapy, physiotherapy, speech pathology,
rehabilitation engineering, and orthotics and prosthetics. Additionally, there were mamynents
about what might constitute the appropriate number of levels in a tieceztlentialng system.

National Credentialing & Accreditation of AT Practitioners & Suppliers Options Paper May 201Bage56



Utilising Table 2as a starting point, which outlined some of the issues in relation to different levels
of risk (in relation to potential for good/badutbcomes, complexity and costs), four levels are
identified regarding ATredentialng in Table 4.

Three differentcredentialng options are proposed in Table 4, and reflect different perspectives
presented in the consultation process. All three options thie same for Level 1 and Level 2 AT. Itis
proposed that no credential be required for Level 1. These routine anddsilow-risk AT

solutions would most likely be sedelected by consumers, or through advice sought from generalists
in clinical and adanced technical practice (with experience in AT). Such providers could include peer
advisors, pharmacy assistants, and others who had completed relatively straightforward training and
induction courses.

For Level 2 AT it is also proposed in all threeampstithat a relevant undergraduate degree and

credentialng evidenced through registration (where that exists) and/or good standing with the

relevant professional association is likely to be sufficient and appropaisge a ‘ pri mary’' cr
This proposhis in recognition that these professions and the associated education include some
requirements to be familiar with AT, and their codes of ethics/practice also expiaifiyre that
registrantsinembers not practice outside or beyond their areas of cetepce.

The major differencem the three optionsand the major challenges, arise in relation to levels 3 and
4:

1 Option 1 proposes that there are additional AT competency requirements, and therefore
additional (secondary) Adredentialng, only at the gry highest level of AT Level 4.

1 Option 2 is similar to Option 1, except that it identifies the need for additional competencies
and (secondary) Adredentialng that covers both levels 3 and 4.

1 Option 3 proposes that there are additional competenciguired at Level 3, and still more
at Level 4, with each of these requirinogedentiaing (secondary and then tertiary) to
demonstrate the achievement of those competencies.

These options as presented are not detailed nor do they fully reflect the inhecanplexities-this

is a broaebrush framework to provide an indication of the general nature of what is needed and
possible. Much work remains to be done, including defining specifics regarding competencies and
sorting out the boundaries between levaigrisk and related competencies and credentials.

Additionally, one major issue with th@edentialng options outlined in Table 4 is that the

foundation requirement some form of undergraduate education and professional stahdmg i mar y '
credential Thisrequirement is problematic, as there are some very capable and highly experienced

AT practitioners without these formal qualifications and professional standing. Consequently,
pathways for them intaredentialng will need to be considered and includedappears that most

of these people are working within suppliers, and this situation may be an additional argument for a
two-stream approach teredentialng as outlined above. The outline below regarding eligibility and
credentialng requirements incorpotas a pathway for these individuals, and an edeyel AT
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Table 4 Options for levels of AT credentials

Level
Option 1 Option 2 Option 3 of AT Desciption of type of ATmatchingthe level

risk
Requires Requires Requires AT devicesvhere:
addltlorc}al AT add't'ozal AT addl_tlonaLT - intrinsicallycomplexfeaturesor adjusmentsrequire
(secon _ary) (secon _ary) (temary_) expeatise (skil, qualifications}o fit or tailordeviceto
credentialng, credentialng, credentialng, the participant, taskandenvironment
above exiting above existing abov_e that - choiceandpersonalisatiorrequire thoroughclinical
entry-level entry-level required below | | aven assasment
undergraduate |undergraduate |for Level 3 AT where wrongchoicesexposethe participantto
education and | education and ) - c o
professional professional significantclinicalrisk(e.g.deformity, injury or death
credentialng credentialng
) . . . AT deviceswhere potential contraindicationgelatedto

Pr i mar y Requires Requires human variation of the participantlimit outcomesand
ugderg_raduatde addltlor;al At addltlogal At presentsome risk, for example:
€ ucatl_on an (secon _ary) (secon _ary) - bedequipment andlimited mobility/high posture
professional body| credentialng, credentialng, suppat required (riskof asphyxision)
credenti_alng (e.g.| above existing |above existing - mobility appliancesindalteredmuscletone /
occupational entry-level entry-level Level3 alteredvisualfield / impaired cognition
therapy; speech |undergraduate |undergraduate (reciprocaltone changessafetyconcans)
pathology, etc.) | education and | education and hoisthrenv'ronment o?usiand)(/:arer health

professional professional B , _ ) ’
credentiaing credentialing (manualhandlingconsderations
) ) ) AT where:

Primary|"Primary’®Pri mar - theclinicalriskrelatedto wrongchoicesislesscritical
undergraduate | undergraduate | undergraduate - wherethe rangeof AT that canbe consideedfor
education and | education and |education and the choiceis broad andvaried (sothere are
profess!onal bog profess!onal bod) professional different alternativewaysto build up the assistive
credentialng (e.g.| credentialng body soltion)
occupat_|onal (e.g. OCf:upatlone credentaling Level? - whereinstallation/configuationrequire technical
therapy; speech | therapy; speech | (.9. ratherthan clinicalcompetencies
pathology,etc) |pathologyetc) |occupational

therapy; speech
pathology, etc.)
) ) ) AT which:
No credential | No credential | No credential - augmentsdailylivingactivities,usuallyin the home
required required required - isoften* | -teehnolog’ lpw-costandincluding
everydaytechrologies/consunerproducts
- canbereadilyidentifiedandtrialled by AT user's, to
Levell ascetain their likelyvaluebased on dailyexpeience

Sourceright-hand columradaptedfrom Layton, 2013 andHammel & Angelo, 1996
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credential may also be needed to provide appropriate certification of their AT competencies at the
primary level (for Level 2 AT), in addition to secondary and tertiary credentials as indicated in the
Table 4. More constation and work will need to be done on this specific issue to determine what is
appropriate. For example, for prosthetists and orthotists AT is central to their training and practice,
whereas for speech pathologists it is one element in one of six aneasleéscribe their entryevel
‘“range of practice’

Irrespective of whether one or two streams of credentialing (i.e. one for assessors and one for

suppliers) are embarked upon, eligibility and other requirements are likely to be similar as outlined
belowNot e t hadtridam’ ‘dpywpr oach i s adopted, some pot
to be identified and worked through accordingly, such as a requirement for high level of specific

product knowledge for those working with suppliers.

Eligibilit y to apply

A person will be eligible to apply to loeedentiakd if that person has:

1. Professional qualifications (Graduate or subsequent) OR
Cert Il (with 2yrs experience in disability practice) OR

Experienced practitioners with a minimum of 3 yearsigglent fulltime practice

In the consultation several people noted that they did not believe that a Cert Il was adequate for
eligibility to apply, although fewer peopl e seen
eligibility avenue. Thissue will need to be worked through in future consultation and negotiation

processes, but it is important to note that this only denotes who is eligibégyto be

credentiakd, not who will becredentiakd. Additionally, the issue may shift if twoeims are

utilised, with the assessment stream requiring professional allied health qualifications as criteria for
application, and the supplier stream being more
eligibility criteria.

In keeping with preius discussions of minimising bottlenecks and gradually increasing
requirements, the consultation indicated support for an option to implement some additional
eligibility criteriaafter the credentialng system has running for three years, along the lofake
following:

2. Training/experience in assistive technology use and assessment (min. 20h training & 20hr
practical)

3.  Training in life sciences and pathology (incl. anatomy, physiology, common disabling
conditions)-min 30hr

4.  Training/experience in integrsonal communication with people with disability (min 14hr).
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Requirements for credential ing

Initial requirements
A person may becomeredentiakd if that person demonstrates:

Either:

1. Currency on a recognised AT practitioner system (e.g. RESNA ATPteautidIpoequivalents
in relation to ‘advanced AT practice’ i f thes
professional bodies such as Australian Physiotherapy Association); OR

2. Successful completion of pegtaduate qualifications in AT practice (miraGuate Certificate
level); OR

3. A portfolio of demonstrated AT practice competence in categories of interest (min 300hrs)
(includes competenchpased workshops/courses in AT, and up to 50hrs in disability
care/communication); OR

4.  Completion of an approved emanation (written). In the consultations this criterion was
generally supported, but concerns were raised by some about its adequacy to determine
competence. These concerns may be reduced in the context of: (a) additional proposed
requirements outlined bealw; (b) the quality and nature of theritten exam; and (c) a better
understanding posimplementationof the number of people who chose this optiand their
background/experience, and ability to deliver outcomes for consumers (that is, through
evaluationof the value andeffectiveness of this pathway).

And:

5. A structured interview with an expert AT consumer and advanced AT practitioner that
explores the candidate’s ethics, communicati o
and limitations iPAT practice. Importantly, responses in the consultation were divided on this
issue. Many if not most felt that this was important and valuable, but many of these same
people and others were concerned about costs and feasibility. Several responses qeobstion
the value and availability of evidence of the effectiess of this approach.

And:

6. Agreement by the candidate to abide by:

a. Professional/Association code(s) of conduct that may apply (including any sanctions
that may be imposed)

b.  Any limitations or supeigion requirements of their credential

C. Ongoing proactive partitéitpatmniesn irmqtuli & emems
System, or the development and implementation of other methods for promoting and
monitoring reflection as a key component of meetigrgdentialng requirements (see
more details below)

The abovecredentialng criteria incorporate a number of additions/changes/comments as a result of
the consultation. In the consultation there was broad support for these elements, although they will
need more refinement and developmerResponses from the USA noted that the RESNA ATP was a
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‘base dJdnehvaerlm’ dcoompetency framework, and is much
qualificationslmportantly, more detail needs to be developed to sit behind thieasic elements in

the next stage of development, and the material weled toincorporate the specification of

competencies required and evidence on the best ways to measure the achievement of these. The
details will also need to include specifics relatedhe matrix structure, and cover botevels of

competence ancreas of practice.

In relation to levels of competence awdedentialng, as flagged in Table 4, one option is to go

beyond t he Ctredentiaing récuirements dedcribed above aaldo to develop a
‘“tertiary’ AT credential. This |l evel will requir
set of eligibility andredentialng requirements to be developed and implemented.

An additional option amsy'ther edeé¢mtbil alshlmenel ofsae’
option comes the need to establish another set of eligibility aretientialng requirements.

Although most AT practitioners will already meet this primary level requirement through their
undergraduate edaation and professional registration/standing (and no additiamatientialng

should be required for these individuals), there may be a need for this option if there are sufficient

numbers of existing very experienced and competent practitioners (induekpert AT users)

without relevant professional qualifications. It may be that existing highly competent AT
practitioners without a professional qualificati
credentialng levels, and there will be litlneed for a primary credential level for them. Also,

whether or not this option is needed, and what it should contain will also in part be determined by

whether or not a singleor two-streamcredentialng system is created (e.g. a separate stream for

practitioners working in supplier settings).

Ongoing ‘insightful practitioner’ requirements

Reflective practice is increasingly being identified as an essential element of best practice in
professional practic€Cross, Liles, Conduit, & Price, 20@Pdterson & Chapman, 201Roberts,

2002 Vachon, Durand, & LeBlanc, 2010 can contribute to improving consumer outcomes,
managing risks, and incrementally and affordably improving AT practice. Central to achieving such
benefits is supporting practitioners to ddeg insight into their strengths and limitations, and
proactively utilise training, mentoring and other tools to enhance their AT competence.

Development/support could include:

1. Requiring practitioners to routinely collect anonymous client feedback (prefgthrough a
web-based or other portal}- quality assurance.

2. The practitioner to undertake an annual sasessment review of their AT practice with
feedback from at least one peer, an agency which they undertake work for and/or their
employer. Followingn from this seHassessment, the practitioner would prepare a tpage
‘“Professional Strategic Plan’ that identifies

a. Strengths, weaknesses (and rates them in importaréegluding progress in
implementation of the previous strategic plan

b.  Their dojectives in their AT practice for 1yr & 5yrs
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C. Their strategies to deliver on their objectives, including continuing professional
development/education and other tools (e.g. mentoring/exchanges), timelines for
implementation and a means of evaluating thpiogress/success.

3. Atintervals to be determined, undertake a formal interview (or group session with other AT
peers) with an Accredited Facilitator to present and critique their proposed Professional
Strategic Plan. At the end of the formal review, theradited Facilitator would rate the
practitioner as:

a. insightful and sound B years before a further formal review is required)

b.  developing insight (repeat the process aftereay and phone followup on the
progress of the Plan at 6mths)

C. limited insight(recommendation for mentoring support to address weaknesses)

d.  suspension (credential suspended/downgraded until competence is demonstrated.
Training and mentoring facilitated while practitioner works under supervision of a
nominated AT Professional or Sgaisit).

During the consultation people were divided on the value and feasibility of the insightful practice
requirement. Some believed quite strongly that it was an important element of strengthening
practice, lifting competence, and improving outcomesdonsumers, while others questioned

whether there was evidence to demonstrate the value of such a reseunteasive and costly
requirement. Importantly a number of responses identified the role of employers and workplaces to
monitor and support practitioars, and noted that in some workplaces these processes were
regularly utilised; they felt that attempting to incorporate this aspect iatedentialng was

therefore unnecessary. Some professional standards and codes of practice also identify reflection as
essential, but typically provide no processes to support or monitor it. Its presence in standards and
codes would appear to validate the importance of reflection as a critical part of professional
practice, but there is uncertainty about providing thegegesses in workplaces where they are not
the norm, and for independent practitioners.

Other suggestions included the use of gelNiew/selfaudit; journal clubs; and case discussion
groups to support insightful practice.

More consultation and work willeed to be done on the best way to support and monitor
reflection/insightful practice for AT practitioners. Additionally given this is a relatively new
development in relation to professional practice, evaluation of some ssgale methods of doing
developng and supporting insightful practice will help to identify the best way to minimise
compliance and monitoring costs, while at the same time maximising the impact on practitioners
and consumers.

Typical cost
In the consultation paper a range of possibjgions for fees was outlined:
i initial registration: $200750

1 “insightful pr a&@i ti oner’ revi ew: $150
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1

T

annual registration entitling access to a
$150650

reduced public indemnity and public liability imance negotiated.

Feedback from the consultation identified some key issues.

T

Most respondents were keen for costs to be at the lower end, and in particular often cited
existing costs already associated with their professional registration and relat¢idog
education and other compliance costs.

Most acknowledged the tension between the need to fund the System adequately, and the
need to keep costs as low as possible.

Several comments indicated that there was support to try to areglentialng to reduce
insurance costs, but also queried whether this was realistic or possible.

Finally, it was noted by several people that it vaas possible or appropriate to comment on

what the fees should be in the absence of cost modelling for operating the S{sbsm

modelling is listed as essential work in future stages of the establishment process after there is
more clarity and certainty about how the System would actually operate).

Linkages

The Register of AT Practitioners would be publicly available viagbeawith location and practice
category search capacity.

The feedback system would facilitate input from AT funding agencies relating to outcomes
performance for each practitioner.
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AT supplier accreditation

The basic elements of AT supplier accreditatiom outlined below and include: purposaigibility,
requirements for accreditation including ongoing requirement, possible typical costs and linkages.

Purpose

The primary purpose of accrediting suppliers is to provide consumers with a clear indicatibitlof
suppliers have the skills and reliability to meet their particular AT needs, especially in relation to
more complex AT.

Supplier accreditation will also be vital to ensuring efficiency within DisabilityCare Australia in

identifying appropriate sugpi er s t o be ‘registered providers’,
adopted by other funders beyond DisabilityCare. It will also help to manage risks and improve
outcomes for consumers.

Eligibility to apply

1 An organisation will be eligible to applyrfaccreditation providing iis an Australian
registered business or trust tha trading in AT provision in Australia and wants to be a
quality recognisesgupplier,

1 meets basic Australian Securities & Investments Commission (ASIC) or AustraliansGimatitie
Not-for-profits Commission (ACNC) requirements for operation in their location.

1 empl oys sufficient staff with experience/ expe
implementation requirements, and train new staff.

Note that suppliers who are rdady registered through an existing accreditation agency (such as the
Pharmacy Guild) would be eligible to apply, but should not be required to have AT supplier
accreditation. Their existing accreditation must include relevant components relating to the
provision of AT, and more work will need to be done to match the appropriate level okgisting
accreditation to the evels of AT-44 as described in Table 4.

In the consultation the purpose and the eligibility criteria were broadly supported, and mfear
changes have been made to reflect some suggestions that were made. However, some concerns
were raised about what the accreditation would mean for consumers who wanted to purchase AT
from overseas sources, including items such as iPad applicateonglleas broader concerns
regarding restricting choices for consumers. As with other aspects of this System more consultation
and investigation will need to be undertaken. It would appear that supplier accreditation will have
some inevitable limitationsiiits reach and what is appropriately covered (for instance suppliers of
low-cost/low-risk items at Level 1 would not be expected or required to be accredited). It is also
important that accreditation is not used to restrict consumer choice but insteadtimms as a
decisionmaking aid and risknanagement tool for consumeend others regarding whbasthe

skills, experience, capacity and appropriate business model to assist them in implementing their
preferred AT solutions.

Also in relation to eligibilitythe consultation raised concerns that any accreditation system put into
place must not be overly restrictive and prevent or discourage new entrants into the marketplace
nor should it be a barrier to smaller operators with specialist, proven expertisinhited resources
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It is essential not to curtail development and expansion, and, as with all other elements of the
System, the openness of the market should be covered in ongoingagiadactivities to ensure the
System is not simply a means of protexgy current suppliers from competitioor promoting only
larger, more sophisticated organisations

Requirements for accreditation

Initial requirements

An organisation may be accredited providing it meets established minimum expectations relating to:

1. Presace of a physical address in Australia

a.

Appropriate clinic space to ensure privacy during consultations and storage of product
(or suitable alternative). It was observed in the consultation process that not all AT
products require consultation (e.g. someftsaare), and consideration should be given

to making it possible to waive this requirement when it is not necessary.

Australian contact details (postal, email, telephone and mobile phone). Simdar * a
above, some concerns were raised about this requiaatnin relation to restricting
consumer choice, particularly for internet and overseas purchases. Given that within
DisabilityCare consumers are likely to be able to purchase AT from sources other than
accreditedAT prescriberthis requirement should prent no substantive problems, but

it will be important for consumers to be aware that overseas purchases are not covered

by Australian consumer protection laws.

2.  Systems in place to:

a.

b.

adequately record and document client requirements
offer current and adequely detailed information about AT products supplied

have formal agreements with distributors for products, and/or formal agreements with
manufacturers/overseas suppliers who have the documentation necessary to fulfil all
TGA requirements as a sponsor

administer and monitor the AT provision procesiom first interview with the
consumer, through the assessment, trialling, delivery and training, and folfow

3.  Sufficient capacity and insurance to:

a.

b.

protect consumer and funder interests, including deposits

ensure adequate stock, with delivery timeframes (including on repairs/spare parts) that
are clearly presented to customers and funders prior to purchase of a solution

comply with any requirements of distributor/ACCC/TGA with regard to product safety
(including recalls; and custommade device requirements via TGA), and voluntarily
ensure that where possible and appropriate, all sigghlAT meets current
Australian/internationajproduct requirement standards.

ensure that maintenance and repair is availabledbleast the nominal service life of
the AT being sold, at a reasonable cost given the location afdhsumer
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4, Employment of appropriately qualified people for the level ofri&K andcomplexity being
provided and:

a. ensure that all staff have knowled@nd skills in communicating with and assisting the

organi sation’s typical <clients (and their f
requirements, including evidence of ongoing training in new products sold by the
supplier

b.  for basic AT (Level,lgnsure that staff have appropriaexperience, knowledge and
qualifications including a sound knowledge of dealing with people with disability and of
the products being offered.

c.  for suppliers of ATevels2—4, the organisation must ensure that:

i. there iscapacity to provide or source (via consultants or contractors)
appropriatelycredentiabd AT practitioners in relation to the AT being offered by
the organisation

ii. staff (or consultants/contractors) have the verifiedmpetenciesiecessary as
indicated by he credentiakd AT practitioner structure outlined above (or ready
access to such) to appropriately advise on and deliver the ATptwvideto
consumers. Staff (or consultants/contractors) must have the credentials
appropriate to the level of the AT seion they are implementing.

In the consultation significant concerns were raised by some in relation to the
requirement to have appropriatelgredentiabd AT practitioners available as
outlined above. It was felt that this requirement was unrealisticrfamy

suppliers, and although some will be able to comply, many will not. It was seen as
reducing consumer choice and the number of available suppliers, and posing
particular challenges in rural and remote communities. This criterion will need
more investigtion and negotiation, and some of the issues and options for
consideration are outlined here. As described above, suppliers need only to have
access to an appropriatetyedentiabd AT practitionerthat practitioner does

not have to be on staff (and gelehealth/internet and options are possible). And,
depending on which option is chosen overall for the competency requirements
and level ottredentialng for AT practitioners relative to different levels of AT

risk, it is not yet clear what level credeait{primary, secondary or tertiary) will be
required for which ATcredentiacng’' asometept ab
create a twestream AT practitionecredentialng process, with different
requirements for those working in supplier settingsworking through these

issues, it is important to remember that within DisabilityCare consumers are not
likely to be restricted in where they can purchase their AT.

iii. it can provide (directly or by a contracted service) basic instructions on the use of
the AT being sold to the consumer.

The initial proposal in the consultation paper included a requirement for suppliers
to provide ongoing training and support. Some responses indidhtadhis

ongoing requirementd inappropriate, while others believe itessential.

Responses indicate that suppliers do take responsibility for and provide basic
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instructions on how to use the AT they sell. However, when more intensive and
ongoing supports are required, the responsibility for providing them currently
rests wit the therapist/practitioner in most Australian gesnmentfunded AT
schemes. Within DisabilityCare there will be increased opporturfities
consumers to go directly to suppliefBherefore, thedevelopment of clearer
funding and cost structures for mometensive and/or ongoing support and
training will be requiredThe need to clarify responsibilities and funding for
intensive and ongoing support/training also has relevance for other funding
programs utilising individualised funding structures.

iv. it has saff with or access to technical knowledge on options that may enhance
the AT being offered, or integrate it with other AT used by the consumer. And it
has the capacity over time to look to developing/supporting technical staff
involved in repair/maintenare/construction of AT to becomeredentiakd
through courses such as ti@ertificate Il in Engineering Mechanical Trade
(maintenance) (MEM30205FT) and the Certificate 1V in Rehabilitation and
Assistive Technology (HLT43606).

5. Adherencetoacodeofconducts uch as the ATSA Code of Practi
selling’” and instead relies on ensuring the ¢
their requirements, even if that requires referral to another supplier.

6. Effective customer followup/feedback system that includes complaints management that
facilitates continuous quality improvement.

Accreditation requirements received broad support, and some particular issues/concerns are noted
above. In addition to the notes above about consultatiesults, several responses outlined a series
of important issues and details that will need to be considered in the next stage where more
specificity regarding compliance and monitoring will need to be established. For instance, how will
suppliers determinavhat is the reasonable life expectancy and maintenance of a product; what are
reasonable timeframes for repairs and supply of spares; and so forth.

Ongoing requirements

As with AT practitioners, fulfilment of the proposed objectives and principles wilirea set of

ongoing activities to ensure good consumer outcomes are being achieved, and opportunities to
incrementally increase the skills and capacities of suppliers are utilised. One possible option for this
is outlined here.

Accredited suppliers shddibe subject to regular audits against the accreditation requirements.
Following the initial audit, accreditation may be for a period between 1 and 3 years (depending on
risk and any concerns).

The accreditation agency should:

1. be able to receive concernsdmplaints from consumers or funders about any member and
have a means to seek further information, investigate, audit and take remedial action as
needed;
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2. encourage and publicise innovative approaches to enhance service delivery and outcomes for
consumersand AT funders;

3. protect and promote the accreditation descriptor/trademark and search portal;

4, monitor and liaise with its members, funders (particularly national funders), professional
bodies and other agencies on aspects of the accreditation systemrbat a

a. unnecessarily complex or restrictive,
b. no longer of relevance to achieving the objective of the accreditation, or

c.  failing to address emerging issues or concerns to consumer/funder outcomes caused by
ATpractitioners

In the consultation these ongoingageirements were generally supported. However, it was noted
that it will be essential to link these requirements with existing quality assurance systems that are
already in place with many suppliers, such as ISO 9001:2008. More consultation and development
will need to be done to find the best means of incorporating/linking AT accreditation with existing
business and quality accreditation systems already in use.

Typical cost

As withcredentialng a range of fee options were outlined in the consultation papad these are

presented below. The consultation paper also noted that it would also be necessary to develop some

kind of tiered structure or sliding scale that takes into account the scale and complexity of the
suppliers’ busi nes’ss. eonrt reex afnoprl eMei dni ctahree UaSnAd Me d
structure for AT funded through Medicare, one of the independent accreditation agencies has a set

rate, and then an additional amount for each additional site.

1 initial registration: $5001500 plus accredition audit $10064000
i routine reaccreditation audit; $562000

q annual registration: $26a.000

1 reduced public liability insurance negotiated.

Feedback during the consultation again supported the notion of keeping the fees as low as possible,
but recognisig the need to make the System sklhding and sustainabl&everal responses from
practitioners and suppliers noted that many AT retailwese already struggling to meet their

existing costs, and imposition of additional costs must be carefaltgideedto ensure their

ongoing viabilitylt was again observed by several people that without cost modelling for the System
it is difficult to determine appropriate fees, and noted that it was important to build a lean System to
keep costs low. There was somebate about whether fees should be tiered in relation to

complexity and risk levels of the AT being supplied, as higher fees for higher level AT could deter
businesses from entering the complex end of the AT market. A few suggested fees should be linked
to turnover or status (e.g. commercial, Afatr-profit, etc.).
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Linkages

The register would be publicly available via the web with locations served and AT product category
search. Random feedback questionnaires would be sent to customers of accredited ,membe

The feedback system would also facilitate confidential input from AT funding agencies relating to
outcomes performance for eagiractitioner.
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Establishing the System

This section outlines a series of stages for the further development and establisbfreenational
ATcredentialng and accreditation system.

Importantly, this options paper is only the first small step towards establishing a system, and much
more detailed work, consultation and negation must be undertaken before a credible and
effedive system can be put in place.

There are three stages of work to be undertaal dates refer to the financial year July to June
1. Development and establishment (from now to 2016)

2. Early operations (from 2016 ®018: ongoing evaluation and modificatias required)

3. Ongoing operations (July 2018 onwards: regular evaluation and occasional changes as

required)

The first stage- Development and Establishmenis outlined below over the course of three
years.Working backwards from the need to have a seffichumber of AT practitionersredentiakd
and AT suppliers accredited before July 2016 when DisabilityCare Australia is expected to begin
rolling out beyond the current launch sites, some key tasks/milestones are described below.

Stage 1 timeline
Year 1:Foundations (201814)

2013 Secure funding to set up group/agency to undertake further development and
undertake initial implementation stepsdeally there will be a commitment of
sufficient resources for three years to do this work, with funding tieddbieving
key milestones

2013 Establish a governance structure for Stage 1 (this might be a single board for
independent agency or separate/combined Standards Boards if auspiced by
existing body)

201314 Establish a workforce for Stage 1

2013-14 Commitment by Disability Launch Transition Authority to support and promote
practitionercredentialng and supplier accreditation (likely to be part of process
securing funding)

Year 2: Development resources for a &fedentiaing and Accreditation Syem (2014;,15)

201415 Agreedcredentialng requirements for AT Practitioners and accreditation
requirements for suppliers

201415 Development (2014), testing (2015) and implementation (2016) of processes t
credential practitioners and accredit supplieesid means to measure related
outcomes

201415 Establish links and agreements with education/training sources to underpin
credentialng of AT practitioners
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2014-15 Develop website for communication and delivery of system, with ongoing work
the §stemprogresses

201415 Develop and implement marketing to ensure engagement and uptake by
practitioners and suppliers, and information to consumers, funders and broade
community

201415 Encourage other AT funding schemes to adopt the Nation&rAdlentiaing and
Accreditation System

Year 3: Manage transition to full implementation (20¢%6)

201516 Do economic modelling regarding fee structures and estimated ongoing
operational costs to ensure sedtifficiency and financial sustainability for Stage :
and put that fee structure in place in July 2016 to create independent revenue
stream as soon as possible

2015-16 Review and planning for Stage 2, including formal independent evaluation for
Phase 2

201516 Finalise governance arrangements for stages 23and

Costs for stage 1

Costs for the Development and Establishment stage will need to be secured, with the expectation
that the System will become financially ssiffficient as DisabilityCare Australia becomes fully
implemented.

Determining costs for Stagl will require more detailed consideration of the work required and
relevant costs for this work. Costs are uncertain as they are very dependent on decisions that need
more investigation and negotiation. For instance if it is decided to proceed thraugliating
organisation already involved aredentialng, costs may be substantially lower to establish the
scheme than if a new independent organisation is established. Costs for the first year to work
through the immediate requirements are likely to lethe order of $150,000 to $200,000his

would enable an equivalent of approximately 1 to 1.5-fule consultants to begin the negotiations
and move the project forward, including consumer, carer, professional and supplier engagement.

During the consthtion most people and organisations that commented on this part of the proposal
indicated that the overall outline of work was
the timeline and the costs. However, others indicated that the timelinespntentially the funding

were optimistic and that it would probably take more time and resources.

Several responses indicated that given that there are already existagntialng and accreditation
systems and organisations, and quality assurance systnd organisations, there should be

capacity to work with and/or leverage off these to make the ambitious timelines achievidbewill

be an important aspect of negotiations and decisions around the intersection of existing professional
credentials ad ATcredentialng.

The importance of building in evaluation meassignd processes throughout thgssem was also
emphasised, as was time and cost of doing this.
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Appendices

Appendix A: Consultation

The project team undertook numerous interviews and email conversations with many people in the
course of this project. Initial discussions were held with key stakeholders (AT funding agencies,
practitioners, professionajroups, suppliers and researchers) that proved invaluable in forming up
the initial consultation draft paper, and these conversations continued until the end of the project.

Over 65 people and organisations provided feedback on the consultation pageidition around
100 people attended briefing sessions at the ATSA Daily Living Expos in Sydney and Brisbane in May
2013 following the closure of the formal consultation period.

We have listed all the organisations who responded to the consultation papkprvided
feedback. In some cases this was through an interview process, for others it was a formal email or
submission.

Individuals who provided feedback have not been identified below as some were doing so
informally, and others specifically noted thifeir comments were their own, and not endorsed by
their organisation. To ensure no inferences are drawn, we have thus summarised individual
respondents in relation to their profession or status, and their location demographic (when this
information was asilable).

Organisation Location

Australian Federation of Disability Organisations

National
Australia Rehabilitation & Assistive Technology Association
(ARATA) National
Assistive Technology Suppliers Australasia (ATSA) National
Australian PhysiotherapAssociation National
Australian Orthotic Prosthetic Association National
ConsumersHealth Forum National
Independent Living Centres (WA & ACT) WA & ACT

MND VictorigMotor neurone disease) Vic/National links

Novita Children's Services South Austrak

Occupational Therapy Australia National
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The Pharmacy Guild of Australia National
Rehabilitation Engineering & Assistive Technology Society of N

America (RESNA) North America
Speech Pathology Australia National
Spinal Injuries Association Queensand
Vision Australia National

WA Country Health Western Australia
Suppliers & related organisations Location
Ability Technology NSW
AidaCare National
Chemtronics Biomedical Engineering National
Home Safety & Comfort NSW

Invacare National
Magic Mdoility Victoria
Mobility Matters NSW

Tunstall Healthcare Queensland
Walk on Wheels Qld NSw,

Individual Respondents and Contributors (n=63), this does not include approximately 100
participants in the ATSA Daily Living Expo Briefings in May

DisciplinéRole Work Environment Location

Consumer 5 Government 10 Metro 29
ACT/NSW/Vic

Occupational Therapist 26 | AT supplier 14 Rural 4

Physiotherapist 3 | NGO 6 | QI/SAIWA/ | Metro 18
Tas

Speech Therapist 7 University/Research| 6 (0 from NT) Rural 5

Technical (Dgigner/

! (_ g 7 Private practice 4 International 7
Rehab Engineer)
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Appendix B: Project Advisory Group

Over the life of the project, the Advisory Group met three times to provide advice and input.
Additionally, many members met with and/or spoke to the projisam in detail about various
aspects of the project. This group influenced the direction and content of the report.

Structured interests
represented

OrganisationRepresenting

Person

Role

Consumers

Spinal Cord Injury Australia (SCIA

Greg Killeen

SeniorPolicy &
Advocacy Advisor for
SCIA, and AT user

Carers

Carers Australia

Elena Katrakis

CEO, Carers NSW

Victorian State

Gonsumers, carers, AT AGOSCI (complex communicatio| Charlene Representative for
practitioners, AT suppliers | needs) Cullen AGOSEspeeh
therapist
" Australian Rehabilitation & .
Consume'rs, AT practitioners Assistive Technology Association Desleigh De Board member ARATA
AT suppliers Jonge

(ARATA)

AT suppliers

Assistive Technology Suppliers
Australasia (ATSA)

Chris Sparks

EO, ATSA, and ASeu

Allied Health Professionals

Board member of
AHPA, and EO,

AT practitioners Australia (AHPA) Leigh Clarke Australian Orthotic

Prosthetic Association
. Occupational Therapy Australia | Desleigh De Memper of OTAD|g|taI

AT practitioners (OTA) Jonge Transiton Project
Officer, LifeTec, QLD
Representative and
member of APASenior

AT practitioners Australian Physiotherapy Yvonne Clinician & Education

Association (APA) Duncan Goordinator

Independentliving, at
YoorallaVIC
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Appendix C: A Short history of accreditation and
credentialing of AT professionals

In 1998, the Rehabilitation Engineering and Assistive Technology Association of North America

(RESNA) issued the first credentials for AT prescribers (ATP) and suppliers (ATS). Over time the ATP
credentd became ‘' Assistive Technology Professional,
that in 2008. Additionally, funding to establisht
through a grant from the USA goewxarcgnandnt ' s Nati on
Rehabilitation and the '‘assistive technology con
certifications includes wheeled mobility, seating, computer access, work site accommodation,

augmentative and alternative communication (AAC), and environad@antrol units (also known as

El ectronic Aids to Daily Living, or EADLs)’ (Len
credentials (Seating & Mobility Specialist; Rehabilitation Engineering Technologist) since that time,

and since 2010 the ATP haselm a recognised requirement for prescribers under the Medicaid and

Medicare funding systems in the USA.

Foundations for RESNA's work in this area began
Centers (established through the 1960s), which was\ah by the formation of a professional

association (RESNA) and its associated conferences and professional development opportunities,

and finally the launch of a peer reviewed journal (Assistive Technology in 1989). This professional
development activityvas mirrored in Europe by Association for the Advancement of Assistive

Technology in Europe and its journal Technology and Disability in 1992.

In most other jurisdictions there has not been consensus on an assistive technology credential, and

no statutoryrequirements outside of individual discipline registration (where required for relevant

allied health professionals). This has resulted in most AT funding schemes specifying particular allied
health disciplines as eligible to prescribe/authorise the scheme f unded AT product s.
simply require ongoing evidence of registration with the relevant professional association or Board

(e.g. Ontario, Alberta) but increasingly this is only the entry point, and further evaluation, experience
requirements o training modules are required to be fully approved (and often with tiers of authority
resulting, see for example SWEP requirements in Victoria:
http://swep.bhs.org.au/sites/default/files/forms/SWEP%20Prescriber%20Registration%20and%20Cr
edentialing%20Fraework%207%200ctober%202011. pdf ).

Also, in the USA there have been substantial developments in the last 10 years around the supply of
AT in relation to federally funded programs (driven by several major scandals), particularly new
regulations regarding Mgicare funding of DMEPOS (Durable Medical Equipment
Orthotics/Prosthetics and Supplies). As a consequence extensive accreditation requirements for
suppliers are gradually being rolled out there, with 10 independent accreditation agencies
empowered in 20060 undertake accreditation and ensuring standards are met. Full accreditation

has not yet rolled out nationally, and copies of the standards and other information can be found at
http://www.cms.gov/Medicare/ProvideiEnrolimentand
Certification/MedicarePreiderSupEnroll/DMEPOSAccreditation.html.
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In other jurisdictions there are often voluntary supplier codes of conduct (such as in the UK and
Australia), and some voluntary accreditation such as CEDAB in the UK. Regarding the purchase of AT
with public funds the supply side requirements are often managed through procurement

contracting arrangements. Tenders or Expressions of Interest documents are prepared that stipulate
normal business and ethics requirements, and with varying levels, the standards, ostanche

monitoring that are to be met or will form the basis of evaluation of the competitive bidding

process. In general this primarily applies to the supply of products, but the recent release of Clinical
Standards for several Specialist Services undeNtH8 Commissioning Board has extended the
approach to complex AT service delivery.
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Appendix D: Summary of international AT
accreditation/credentialing schemes

Australia/NZ¢ Major publicly funded AT programsSWEP (VIC), Enable (NSW), MASS (QLD),
EnabléNZ- certify prescribers utilising a matrix structure (levels of expertise & areas of practice)
based on background, qualifications, and ongoing monitoring. Suppliers are covered through
procurement processes. For example in SWEP system there has bdestantial reduction in

errors since introduction, with monitoring of performance critical to identifying those in need of
assistance and utilisation of advisory panel (of currently practicing senior professionals) to assist
prescribers. LTCSA/Enabl8W hae developed the "Guidelines for the prescription of a seated
wheelchair or scooter for people with a traumatic brain injury or spinal cord injury" with a
supplement that includes "standing wheelchairs" to inform and set the benchmark for practitioner
pradice. Qld MASS runs semiregular AT practitioner seminars on topics relevant to AT practice.

USA-Medicare & Medicaid (the two major national public funding programs that include AT)

require both prescribers andNIE (durable medical equipmentgrdors to ke accredited through

one of several private/ NFP agencies (e.g. RESNA
AT and these codings are linked to authorization levels of both prescriber and vendor. CMS (Centers

for Medicare & Medicaid Servisgdetermine which organisations will be authorised to do

accreditation, and also require special provisions for complex AT, prosthetics that require extra

credentiakd staff (including technical) forvendoB.r o posed ReGampTex h Act’
(http:/vww.access2crt.org) is before Congress seeking
tendering.’ The bill stipulates several key requ

Canada-generally operates using an approved list of categories of approVe&udnding hinges on

a scheme approved ' authorizer (who requires acc
and vendors are required to be registered with key requirements. Have detailed conflict of interest

rules, and some complex AT is redd to certain specialist centres (who may get funding from

other sources) and/or is covered by guidelines (sometimes very extensive). Some centres are

themselves accredited.

Nordic Countries-mix of approaches. All require an approved authorizer (thaggyreral trialling or
introduced free choice’” for expert consumer s) .
negotiated pricing in each region), others have accredited suppliers or an reduced amount for

vouchers at nofraccredited suppliers (consumeraibe).

UK-Has been in a constant state of flux for a few years with several schemes being developed and
changing at a rapid pace, with takg@ and impact difficult to pin dowrkor low cost items under

£100 (Social Services funded) the governmentcetatea ‘ nat i onal Il i st”’ (TCES)
them through retail outlets- pharmacies/shop fronts (previously everything was provided through

NHS and council authoritiegjhey have struggled to transition to the retail model, and this is all still

in processThe retail model initially intended to use a single national system for retailer

accreditation (CEDAB), but that was abandoned and now each council authority is responsible for
enforcing an agreed national set of minimum requiremeNBLS hagny Qualified Provider (AQP)

an ongoing development to set up the requirements for suppliers for mostTCERT items
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(though still list based under the NHSYher systems for accrediting suppliers are also available

and/or being developed (such as CERAB alsdBHTAOffice of Fair Trading (OFT) approved Code of
Practice) More available at www.pmguk.co.uk/agp.html (note it is wheeled mobility focused), and

see alsavww.cedonline.org.ukThere continues to bdiscussions onredentialng practitioners,

and we believe BHTA through its AT Society is pl
by the Professional Standards Authority (PSA) as an Accreditddegeifating System.
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