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Confidentiality: Subject to Board-Level Non-Disclosure Agreements

Copyright Notice
© 2026 American Board for Clinical Reasoning. All Rights Reserved.

No part of this publication may be reproduced, stored in a retrieval system, or transmitted in
any form or by any means—electronic, mechanical, photocopying, recording, or otherwise —
without the prior written permission of the American Board for Clinical Reasoning. This
document, including its specific administrative frameworks, the Clinical Reasoning Criterion
(CRC™), and the IIAR™ reasoning loop, constitutes protected intellectual property.

Trademark Information

The "Clinical Reasoning Specialist," "CRS-BC™," "Clinical Reasoning Criterion," and "IIAR™" are
proprietary marks owned by the American Board for Clinical Reasoning and its designated
technology partners. Unauthorized use of these marks in any professional, clinical, or
commercial capacity is strictly prohibited and constitutes a violation of federal trademark law.

Confidentiality and Security Agreement

The information contained within this handbook is strictly confidential and is provided solely for
the use of candidates currently registered for the CRS-BC™ board certification process. As a
condition of access, all candidates are bound by a formal Non-Disclosure Agreement (NDA)
executed at the time of application.

This confidentiality extends to all assessment prompts, scoring axioms, benchmarking case
studies, and proprietary grading logic. Any attempt to reproduce, share, or discuss the specifics
of the assessment environment—including dictation prompts or the "No Ones" zero-tolerance
safety rule—with unauthorized parties will result in the immediate revocation of the credential
and potential legal action.
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Disclaimer of Liability

While the ABCR makes every effort to ensure the accuracy and reliability of the information
presented herein, the Board reserves the right to modify policies, fees, or assessment criteria
without prior notice to maintain compliance with evolving national accreditation standards.
Candidates are responsible for ensuring they are utilizing the most current version of the
handbook as identified in the document footer.
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ABCR Candidate Handbook: Introductory Framework

The American Board for Clinical Reasoning (ABCR) serves as a non-profit regulatory response to
the contemporary "Crisis in Competency" currently defining the healthcare landscape
(Kavanagh & Sharpnack, 2021). By prioritizing the objective validation of nursing cognition, the
Board actively mitigates the "Experience-Complexity Gap" that increasingly threatens the
delivery of safe, high-quality patient care (Rao et al., 2025). The Clinical Reasoning Specialist
(CRS-BC™) credential establishes a rigorous national standard for the practitioner-as-scientist,
rejecting the traditional "Practice Readiness Myth" in favor of a demonstrated, psychometric
mastery of clinical logic (Swan et al., 2024). This handbook constitutes the definitive regulatory
and procedural framework for candidates, outlining the evidence-based requirements
necessary to achieve and maintain professional board certification.
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Section 1: Mission, Vision, and Scientific Foundation

The American Board for Clinical Reasoning (ABCR) is a non-profit certifying body established to
mitigate the escalating "Crisis in Competency" and bridge the widening "Experience-Complexity
Gap" currently threatening global patient safety (Kavanagh & Sharpnack, 2021; Rao et al., 2025).
As healthcare environments undergo rapid digital transformation and accelerated knowledge
creation, data indicates a continuing decline in the initial preparedness of new nurses at a time
when clinical complexity is at its highest (Kavanagh & Sharpnack, 2021). The ABCR mission is to
validate the science of clinical reasoning by providing a rigorous, data-driven framework that
empowers healthcare providers to challenge the status quo, ensuring every patient is protected
by reliable, evidence-based cognitive standards.

The organizational vision is to establish clinical reasoning as a validated scientific discipline.
Current research suggests that the call for practice-ready graduates has never been louder, yet
new graduate nurses enter practice defined by high patient acuity, technological disruption, and
shifting sociocultural demands (LTL Fall 2025). The ABCR envisions a healthcare ecosystem
where clinical logic—rather than task-based checklists—serves as the primary indicator of
professional proficiency. By certifying the next generation of nurse-scientists and bioscience
innovators, the Board establishes a standardized benchmark for cognitive stewardship that
empowers practitioners to use data as a primary advocacy tool to lead, innovate, and save lives.

The American Board for Clinical Reasoning maintains a commitment to scientific validation
through the Clinical Reasoning Criterion (CRC). This foundation is supported by an operational
model of empowerment where a closed-loop partnership with technology and educational
vendors ensures that professional development is rigorously validated through independent
board certification. As a pioneering, women-led bioscience organization, the ABCR champions
inclusive innovation by elevating the clinicians and visionaries who are redefining the future of
global healthcare.
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Section 2: The CRS-BC™ Credential (Purpose and Scope)

The Clinical Reasoning Specialist (CRS-BC™) credential serves as the premier professional
validation for practitioners operating at the intersection of high-acuity care and bioscience
innovation. The primary purpose of this credential is to measure and validate nursing cognition,
specifically the ability to navigate complex clinical environments without the aid of traditional,
task-based checklists. Current leader perspectives indicate that the "Experience-Complexity
Gap" threatens the ability of nurses to deliver safe, high-quality care, necessitating a robust
understanding of clinical logic that transcends basic competency (Rao et al., 2025).

The scope of the CRS-BC™ certification is specialty-agnostic, acknowledging that the
physiological "Worst-Case Scenario" (WCS) remains universal across all domains of professional
practice. The credential assesses the practitioner’s ability to shift from reactive tasking to a
proactive logic model grounded in the proprietary ldentify, Intervene, Assess, and Reassess
(HAR™) framework. By validating these core cognitive domains, the ABCR empowers the
clinician to act as a "Bedside Scientist," capable of synthesizing sensory data into actionable
interventions that prevent failure-to-rescue events and optimize patient outcomes.
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Section 3: Candidate Eligibility and Registration Lifecycle

The American Board for Clinical Reasoning (ABCR) maintains that while clinical environments
and specialty domains vary significantly, the physiological requirements for sustaining human
life remain constant and uncompromising. This universal biological reality necessitates a
specialty-agnostic approach to cognitive validation, ensuring that the Clinical Reasoning
Specialist (CRS-BC™) credential serves as a standardized measure of professional logic across the
entire healthcare continuum. By rejecting the "Practice Readiness Myth" and focusing on the
systemic requirements for safe practice, the ABCR provides a framework that holds across all
units, from critical care to medical-surgical environments (Swan et al., 2024; Rao et al., 2025).

Professional Licensure and Ethical Standing

To be eligible for board certification, candidates must possess an active, unencumbered license
as a Registered Nurse (RN) within their practicing jurisdiction. The requirement for successful
completion of the NCLEX-RN ensures that the candidate has met the national minimum
standard for entry-level safety before seeking the advanced cognitive validation of the CRS-BC™
credential. In alignment with ABCR Ethics and Disciplinary Policy (Section 2.0), candidates are
required to maintain an unencumbered license throughout the certification lifecycle; any
suspension or restriction of licensure by a state or national regulatory authority constitutes
grounds for immediate disqualification from the assessment process.

Clinical Environment and Specialty Scope

Certification is accessible to Registered Nurses across all clinical specialties, including but not
limited to Emergency, Intensive Care, Medical-Surgical, Pediatrics, and Oncology. This inclusive
scope is predicated on the "Experience-Complexity Gap," which demonstrates that the need for
robust clinical logic is a universal requirement regardless of the specific patient population (Rao
et al., 2025). The primary eligibility constraint is functional rather than specialty-based:
candidates must have consistent access to a clinical environment that permits the execution of
live-capture dictations via the WildeCare™ platform. This access is necessary to facilitate the
Retrospective Performance Analysis (RPA) required for the objective appraisal of the IIAR™
reasoning loop.

Registration Window and Submission Lifecycle

Upon the formal verification of eligibility and completion of registration, candidates are granted
a defined six-month (180-day) window to fulfill all clinical requirements and submit their full
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portfolio for psychometric appraisal. This timeframe is established to ensure that the clinical
data remains current and reflective of the candidate’s contemporary practice. Candidates who
are unable to complete the five-shift portfolio requirement within this window may apply for a
one-time 90-day extension, subject to a non-refundable administrative fee. Failure to submit
the portfolio before the expiration of the registration window results in the forfeiture of the
application, requiring the candidate to re-register and establish a new clinical dataset to ensure
the integrity of the board-certification record (ABCR P&P Manual, Page 3).
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Section 4: The Portfolio Blueprint (Clinical Reasoning Criterion)
The Identification Domains: Priority and Accuracy

The foundational phase of the Clinical Reasoning Criterion involves the synthesis of sensory data
and the recognition of "Sentinel Indicators"—subtle clinical triggers that precede catastrophic
deterioration. Grounded in the validated constructs of Lasater’s (2007) Clinical Judgment Rubric,
the Priority domain measures the practitioner’s ability to dynamically reorganize their mental
board to address the most immediate physiological threats within a multi-patient assignment.
An "Elite" candidate demonstrates the ability to delegate lower-acuity tasks while personally
managing unstable patients, whereas a "Critical Failure" is triggered if the practitioner fails to
recognize an immediate life-threatening condition such as sepsis or a tension pneumothorax.

The Accuracy domain evaluates cognitive flexibility through the formulation of the "Worst-Case
Scenario" (WCS). Rather than providing a broad list of symptoms, candidates must identify the
specific "Worst-Case Killer Thought" (WCKT) that informs their prioritization. For example, a
candidate assessing a patient with a "ripping" abdominal sensation earns an elite score by
explicitly identifying an abdominal aortic aneurism rupture with dissection as the primary
differential. This ensures that the practitioner is not merely reacting to symptoms but is actively
anticipating physiological end-states.

The Execution Domains: Intervention and TITO

Intervention proficiency is measured by the practitioner’s ability to independently mobilize
resources and initiate life-saving protocols without external prompting. This domain evaluates
the "psychomotor transition"—the point where clinical logic becomes a definitive action. The
Board requires that interventions align with evidence-based protocols and successfully navigate
competing clinical risks.

The efficiency of these interventions is measured by TITO (Time-In/Time-Out), which calculates
the execution velocity between symptom recognition and definitive action. The ABCR utilizes a
dynamic variance model to ensure fairness across specialties; while an "Elite" score requires
completion in £85% of the historical mean time, a "Safe" score is maintained as long as the
execution remains within a 20% variance of the target. This ensures that efficiency is prioritized
without compromising clinical safety (TITO Logic Build, 2026).

The Evaluation Domains: Assess and Reassess
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The Assess domain requires the continuous evaluation of the patient's physiological response to
administered interventions. Safe practice is defined by the verbalization of objective data—such
as a shift in mean arterial pressure (MAP) following a fluid bolus—to verify the efficacy of the
care plan.

The reasoning loop is completed through the Reassess domain, which measures the formulation
of autonomous escalation triggers. "Elite" reasoning is characterized by the use of "If/Then"
logic and definitive disposition planning. For instance, a candidate providing a 3-level response
will state, "If the MAP remains below 65 following this bolus, | will alert the provider for
vasopressor initiation," rather than simply stating they will "continue to monitor" (ABCR SME
Training Examples, 2026).

The Integration Domains: Metacognition and Environment

Metacognition serves as the explicit verbalization of "thinking about thinking," where the
practitioner describes their internal sensory data processing. This domain validates that the
clinician is processing cues from all five senses to inform their logic, rather than relying on
automated responses.

Finally, the Environment variable acts as a critical modifier that accounts for systemic friction.
This domain acknowledges the impact of external burdens, such as unsafe staffing ratios or
workplace violence, on the practitioner's cognitive load. By incorporating the environment into
the scoring math, the Board ensures that candidates are not penalized for cognitive delays
caused by systemic stressors, provided their underlying clinical logic remains safe and accurate
(ABCR Policy 12.5).

Section 4.1: Operational Definition of Clinical Reasoning

The American Board for Clinical Reasoning defines clinical reasoning as the high-stakes cognitive
synthesis of sensory data used to detect, prioritize, and mitigate physiological risk in real-time.
Within the ABCR framework, this construct is operationalized as a practitioner’s proficiency in
identifying subtle "Sentinel Indicators" to formulate an accurate physiological Worst-Case
Scenario (WCS), followed by the execution of life-saving interventions with measurable velocity
(TITO). This reasoning process is characterized by a continuous, closed-loop evaluation system
(IIAR™) that accounts for metacognitive processing and environmental modifiers, ultimately
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moving beyond task-based competency to ensure patient safety in complex, high-acuity
environments (Policy 9.1; Policy 12.5).
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Section 5: Portfolio Administration (Live-Capture Methodology)
Preparation and Educational Foundation

Prior to beginning the formal board-certification assessment, candidates undergo an intensive
training phase facilitated by approved WildeCare™ educational partners. This preparatory
component is designed to calibrate the candidate’s clinical logic to the IIAR™ (Identify,
Intervene, Assess, Reassess) framework and ensure technical proficiency with the mobile
capture interface. During this phase, candidates are encouraged to engage in "low-stakes"
practice shifts to refine their dictation clarity and metacognitive verbalization without impacting
their formal board-certification record.

Candidate Autonomy and Shift Selection

To achieve board certification, candidates must document their reasoning across five (5)
complete clinical shifts (defined as the duration from clock-in to clock-out). The ABCR grants
candidates full professional autonomy in selecting the data that constitutes their final portfolio.
Candidates may record and evaluate an unlimited number of practice shifts; however, they must
ultimately select and submit their five most representative clinical datasets for formal
psychometric appraisal. This "Freedom to Select" ensures that the final portfolio serves as a
definitive showcase of the candidate’s advanced clinical reasoning skills and cognitive resilience
during periods of high acuity (Policy 9.1).

The 5-Shift Portfolio Requirement and Real-Time Capture

The five-shift requirement is intentionally designed to capture cognitive performance across a
longitudinal timeframe, providing evidence of the candidate’s ability to maintain safety
standards during high-fatigue periods, such as shift handoffs. Each submitted shift must include
a minimum of two (2) distinct patient interactions. To maintain the integrity of the assessment,
all clinical data must be captured in "Real-Time" using the WildeCare™ mobile interface. The
ABCR utilizes a "Zero-Tolerance" policy regarding retrospective data entry; any evidence of data
uploaded post-hoc or reconstructed from memory will result in the immediate disqualification
of the shift from the portfolio (ABCR P&P Manual, Page 13).

The IIAR™ Live-Capture Protocol

For every patient interaction within the portfolio, candidates must execute a live-capture
dictation following the IIAR™ loop. The Identify phase requires the candidate to verbalize their
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"Across-the-Room" assessment, the Sentinel Indicators detected, and the formulated Worst-
Case Scenario (WCS). This is immediately followed by the Intervene phase, where the candidate
describes the specific resources mobilized or protocols initiated. The reasoning loop concludes
with the Assess phase, dictating the immediate physiological response of the patient, and the
Reassess phase, which defines the continued monitoring plan, objective stopping points, or
definitive escalation triggers. This closed-loop methodology provides the raw data necessary for
the Retrospective Performance Analysis (RPA) used by the Board to validate clinical proficiency
(Policy 12.5; TITO Logic Build, 2026).

To achieve certification, candidates must document their clinical reasoning across five (5)
complete clinical shifts (clock-in to clock-out). This requirement ensures the assessment
captures cognitive resilience during high-fatigue periods, such as shift handoffs. Portfolios must
include a minimum of two (2) patients per shift, with all data captured in "Real-Time" using the
WildeCare™ mobile interface. Retrospective entries are strictly prohibited.
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Section 6: The Clinical Metacognition Synthesis (Scholarly Reflection)

The terminal component of the CRS-BC™ portfolio is the Clinical Metacognition Synthesis, a
comprehensive scholarly analysis designed to evaluate the candidate’s transition from reactive
task-execution to a proactive, logic-driven framework. Within the ABCR framework,
metacognition is operationalized as "thinking about thinking" —the conscious monitoring of
one's own cognitive processes, sensory data synthesis, and cue recognition (Policy 12.5). This
synthesis serves as a qualitative bridge, providing the Board with empirical evidence of how the
IIAR™ (Identify, Intervene, Assess, Reassess) methodology has been internalized to mitigate the
cognitive load imposed by the contemporary "Experience-Complexity Gap" (Rao et al., 2025).

Structural Requirements and Prompt Selection

To satisfy the psychometric requirements of this capstone, candidates must submit a formal
synthesis totaling a minimum of 1,500 words. This volume is subdivided into three distinct
thematic analyses (approximately 500 words each) based on prompts selected from the ABCR
Candidate Portal. These reflections must be rigorously grounded in the real-world clinical
encounters documented within the candidate's five-shift portfolio. A successful synthesis avoids
generalities, instead focusing on specific instances where the candidate identified "Sentinel
Indicators" or formulated a "Worst-Case Scenario" (WCS) to prevent a "Failure to Rescue" event
(Policy 9.1).

Integration of Feedback and Practice Logic

The synthesis must explicitly incorporate insights and feedback received during the initial
WildeCare™ educational and practice phases. Candidates are expected to demonstrate how
their clinical logic evolved through the "Maximum Performance" practice period, moving
beyond a checklist-driven workflow toward an autonomous, bioscience-driven model of care. By
verbalizing the internal processing of sensory data—such as the recognition of subtle
physiological triggers that preceded a shift in patient acuity—the candidate validates their
mastery of the metacognitive stewardship required for board certification.

Evaluation of Cognitive Shift

The primary objective of the synthesis is to demonstrate a quantifiable shift in the candidate's
professional identity from a task-oriented practitioner to a "Bedside Scientist." This involves a
critical evaluation of how the [IAR™ reasoning loop has optimized their execution velocity (TITO)
and increased their diagnostic accuracy within high-stakes clinical environments. This final piece
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of the portfolio provides the Board with the qualitative context necessary to ratify the
guantitative performance data captured by the mobile interface, ensuring a holistic and fair
appraisal of the candidate's reasoning proficiency (Policy 12.5; Swan et al., 2024).

Submission Requirements:
e Length: Minimum of 1,500 words (approximately 500 words per selected prompt).

e Selection: Candidates must address a minimum of three (3) specific reflection prompts
provided in the WildeCare Portal.

e Focus: Reflections must be grounded in real-world clinical experiences and/or feedback
received during practice simulations.
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Section 7: Evaluation, Scoring, and Results

Candidates are evaluated according to a standardized Quarterly Grading Cycle which concludes
on March 31, June 30, September 30, and December 31. During each cycle, portfolios are
batched for double-blind appraisal by calibrated peer reviewers to ensure maximum objectivity
and eliminate individual appraiser bias. This rigorous evaluation process ensures that every
portfolio is measured against the same psychometric benchmarks. Following the conclusion of
the grading window, official results are reported to the candidate through the secure ABCR
Portal within 24-48 business hours.

The Passing Standard for the CRS-BC™ credential is based on a three-point ordinal scale (3:
Elite, 2: Safe, 1: Critical Failure) utilized across the eight domains of clinical reasoning. To achieve
board certification, a candidate must earn a minimum cumulative score of 16 points out of a
total possible 24. This threshold was established through the standard-setting calibration of the
Subject Matter Expert (SME) panel, identifying the 16-point mark as the definitive indicator of
consistent, safe practice in high-acuity environments (Policy 12.5).

Central to the Board’s commitment to patient safety is the "No Ones" Rule, which mandates
that a score of 1 (Critical Failure) in any of the four core cognitive domains—Identify, Intervene,
Assess, or Reassess—results in an automatic failure of the entire portfolio. This zero-tolerance
mandate is non-negotiable; regardless of the cumulative point total, a critical failure in
recognizing "Sentinel Indicators" or identifying a physiological "Worst-Case Scenario" represents
a significant gap in clinical safety that requires remediation. This "safety kill-switch" is the
primary mechanism by which the ABCR protects the public and validates the scientific rigor of
the credential.

To ensure the highest levels of fairness and reliability, every portfolio undergoes an independent
review by a minimum of two calibrated appraisers in a double-blind format. In instances where
the scores of the primary appraisers are divergent—specifically if one appraiser triggers the "No
Ones" rule while another identifies the performance as safe—the portfolio is automatically
escalated to a senior appraiser or the SME Review Committee for a definitive tie-breaking
evaluation to achieve final consensus (Policy 9.1-9.4). This multi-layered oversight ensures that
all adverse decisions are supported by objective behavioral anchors and verified by clinical
experts.

Candidates who do not achieve the passing standard receive a Mapped Performance Report,
which provides a qualitative breakdown of performance across the core clinical domains. This
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report identifies the specific behavioral anchors that led to the scoring outcome, serving as a
roadmap for professional development. This feedback loop is essential for the remediation
pathway, allowing candidates to target their learning toward the specific cognitive areas
requiring improvement prior to re-submission.
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Section 8: Performance Feedback, Appeals, and Remediation Protocols

Unsuccessful candidates receive a Mapped Performance Report providing a qualitative
breakdown of performance across the Identify, Intervene, Assess, and Reassess domains.

8.1 The Mapped Performance Report (MPR)

Candidates who do not achieve the 16-point threshold or who trigger a "Critical Failure" under
the "No Ones" zero-tolerance safety rule receive a formal Mapped Performance Report (MPR).
The MPR serves as a diagnostic instrument designed to objectively identify specific cognitive or
psychomotor gaps in the candidate’s clinical logic. Unlike traditional pass/fail notifications, the
MPR provides a qualitative breakdown of performance across the core clinical domains: Identify,
Intervene, Assess, and Reassess. Each domain is mapped back to the specific behavioral anchors
of the Clinical Reasoning Criterion (CRC), providing candidates with clear evidence of where
their reasoning deviated from safe clinical benchmarks or where their execution velocity (TITO)
indicated a failure-to-rescue risk (ABCR P&P Manual, Page 12; Policy 12.5).

8.2 Formal Appeals Process

The American Board for Clinical Reasoning maintains a rigorous and impartial appeals process to
ensure the integrity and fairness of all certification decisions. In accordance with ABCR Policy
15.3, any candidate who receives an adverse decision—defined as the denial or revocation of
the CRS-BC™ credential—possesses the right to file a formal appeal through the
ABCRNursing.org/appeals or by emailing appeals@abcrnursing.org . The request for appeal
must be submitted in writing via the secure ABCR Portal within thirty (30) calendar days of the

initial notification.

Upon receipt of a formal request, the Board convenes an impartial Appeals Review Committee.
To maintain strict objectivity and eliminate potential bias, no member of the original appraisal
team or the primary Psychometric Committee may serve on the Appeals Review Committee for
the case in question. The committee performs a comprehensive de novo review of the portfolio
data, the original appraiser justifications, and the candidate’s submission history. A final, binding
determination is issued within forty-five (45) calendar days of the appeal filing. All appeal
outcomes and resolutions are recorded in the ABCR Action Resolution logs to inform future
Continuous Quality Improvement (CQl) initiatives (ABCR P&P Manual, Page 9).

8.3 Remediation and Re-submission Pathway
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Candidates who do not meet the passing standard are provided with a remediation pathway to
achieve certification. This process acknowledges that clinical reasoning is a developmental skill
that can be refined through intentional practice, feedback, and recalibration (Swan et al., 2024).
Candidates possess a sixty (60) day window from the date of their initial results to submit a
revised clinical portfolio for psychometric appraisal.

Remediation requires the submission of a new clinical dataset for every shift that failed to meet
the passing standard (e.g. 3 failures require 3 additional shifts for the remediation submission)
to ensure the candidate’s contemporary practice meets the Board’s safety standards. This re-
submission is subject to a non-refundable $150 remediation fee, which covers the
administrative and psychometric costs of the secondary double-blind appraisal. During the
remediation period, candidates are encouraged to utilize the qualitative feedback within their
Mapped Performance Report to recalibrate their reasoning loops toward the "Elite" (Score 3) or
"Safe" (Score 2) behavioral benchmarks (ABCR P&P Manual, Page 12).
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Section 9: Credential Maintenance (Recertification)

The Clinical Reasoning Specialist (CRS-BC™) credential is valid for a period of three (3) years. To
maintain active board-certified status, certificants must demonstrate continued mastery of the
IIAR™ methodology and cognitive stewardship. The recertification process is designed to
validate that the practitioner has kept pace with the evolving clinical landscape and the
"Experience-Complexity Gap" (Rao et al., 2025).

To satisfy the requirements for recertification, certificants must submit a simplified maintenance
portfolio or provide evidence of advanced leadership in clinical reasoning research, such as
peer-reviewed publications or significant contributions to the ABCR psychometric dataset.
Certification status is updated in real-time and remains verifiable 24/7 via the ABCR Public
Registry. Certificants who fail to complete the maintenance requirements prior to their
expiration date will be moved to "Inactive" status and must complete a full initial application to
regain board-certified standing.
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Section 10: Ethics, Security, and Confidentiality

The ABCR and WildeCare™ utilize military-grade encryption for all dictations. Candidates are
strictly prohibited from including protected health information (PHI) in their portfolios. All
candidates must sign a binding Non-Disclosure Agreement (NDA) to protect the security of the
Clinical Reasoning Criterion (CRC) and proprietary benchmarking cases. Violation of these
policies may lead to immediate revocation of the credential and permanent disqualification.

Data Integrity and Encryption

The ABCR and its technology partners utilize military-grade encryption for all dictations and
clinical datasets. Candidates are strictly prohibited from including Protected Health Information
(PHI) in their portfolios, as per the ABCR HIPAA Compliance Policy. All identifying patient data
must be de-identified at the point of capture to ensure the anonymity of the clinical population
and the security of the healthcare institution.

Intellectual Property and Non-Disclosure

Achieving the CRS-BC™ credential requires access to proprietary scientific instruments, including
the Clinical Reasoning Criterion (CRC) and specific benchmarking case scenarios. All candidates
are required to sign a binding Non-Disclosure Agreement (NDA) as a condition of application.
This agreement prohibits the unauthorized reproduction, distribution, or discussion of ABCR
assessment logic and IIAR™ proprietary frameworks.

Disciplinary Actions

Violation of ABCR ethical standards, including plagiarism, data fabrication, or the unauthorized
use of the CRS-BC™ mark, constitutes grounds for immediate disciplinary action. In accordance
with the ABCR Ethics and Disciplinary Policy, sanctions may include the permanent revocation of
the credential and reports of fraudulent conduct to State Boards of Nursing or other regulatory
authorities (ABCR P&P Manual, Page 6).
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Appendix A: Comprehensive Fee Schedule

Service Item Fee Amount||Policy Reference

Initial Application & Portfolio Review|[$2500.00 ||Section 2.0

180-Day Registration Extension $75.00 Section 3.0

Remediation $150.00 Section 8.3

Formal Appeal Filing $100.00 Section 8.2

Late Recertification Surcharge $50.00 Section 9.0
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Appendix B: Sample Mapped Performance Report

The Mapped Performance Report (MPR) is the primary diagnostic instrument provided to
candidates who do not achieve the passing standard or who trigger the "No Ones" zero-
tolerance safety rule. The following sample represents a performance analysis for a candidate in
the Emergency Department (Case B2) whose portfolio was batched for quarterly appraisal.

I. Candidate Performance Analytics: Case B2 (Emergency)

This report identifies a critical safety gap within the clinical reasoning loop. While the candidate
demonstrated proficiency in identifying priorities and initiating medical orders, a catastrophic
failure was identified in the longitudinal evaluation of high-alert interventions.

Clinical Reasoning Domain||Score||Performance Outcome

Priority 3 Elite (Pass)
Accuracy (WCKT) 2 Safe (Pass)
Metacognition 2 Safe (Pass)
Intervention 3 Elite (Pass)

TITO (Execution Velocity) (|2 Safe (Pass)

Assess 1 Critical Failure
Reassess 2 Safe (Pass)
Environment 3 Elite (Multiplier)

Final Portfolio Status: FAIL (Triggered "No Ones" Zero-Tolerance Safety Rule)
Il. Evaluator Logic & Synthesis
Domain Failure: Assess (Score: 1)

The candidate initially presented as a proficient practitioner, correctly identifying a high-risk
syncope patient with hypotension as the primary priority across a high-acuity pod. However, the
portfolio triggered an automatic failure under the "No Ones" Rule due to a critical breach in the
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Assess domain. Specifically, after independently mobilizing resources to administer a fluid bolus,
the candidate failed to dictate or assess the immediate physiological response to that
intervention. In a high-acuity environment, the failure to evaluate the effectiveness of a life-
saving intervention constitutes a significant "Failure to Rescue" risk, as it prevents the initiation
of secondary measures (e.g., vasopressor support) if the primary intervention is unsuccessful.

Domain Proficiency: Priority & Environment (Score: 3)

The candidate demonstrated elite cognitive resilience by successfully navigating extreme
systemic friction, including significant staffing shortages and a non-functional laboratory
transport system. Despite these environmental stressors, the candidate correctly reorganized
their mental board to prioritize the most unstable patient.

lll. Targeted Remediation Roadmap

To achieve board certification, the candidate must enter the remediation pathway. This requires
the submission of one (1) new clinical shift focusing on the closure of the reasoning loop. The
candidate is directed to focus specifically on the Assess domain, ensuring that every
intervention is followed by an objective physiological evaluation (e.g., "Re-evaluating MAP post-
bolus") to satisfy the safety requirements of the Clinical Reasoning Specialist (CRS-BC™)
credential.
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Appendix C: The IIAR™ Reasoning Loop Reference Guide

The IIAR™ framework is a closed-loop cognitive model designed to minimize the "Experience-
Complexity Gap." Candidates are expected to verbalize their internal reasoning process
following these four distinct phases.

1. Identify (The Detection Phase)

e Goal: Detect "Sentinel Indicators" (subtle cues) and formulate a "Worst-Case Scenario"
(WCS).

e Target Dictation Example (Case K10): "Upon an across-the-room assessment, the patient
in Room 1 with flank pain has unstable vital signs (BP 70/40). Based on the ripping,
tearing sensation in his abdomen, worst case is an AAA rupture with dissection."

e SME Insight: Elite candidates don't just state symptoms; they synthesize them into a
definitive physiological end-state to drive prioritization.

2. Intervene (The Execution Phase)

e Goal: Independently mobilize resources and initiate life-saving protocols with high
velocity (TITO).

o Target Dictation Example (Case A5): "I have recycled the vital signs, ensured two large-
bore IVs, and initiated a 1L fluid bolus. | have contacted the physician to the bedside and
ordered a STAT lactate and CBC."

¢ SME Insight: Safety is measured by the autonomous initiation of care before being
prompted by a physician or checklist.

3. Assess (The Evaluation Phase)
¢ Goal: Objectively evaluate the patient's physiological response to the intervention.

e Target Dictation Example (Case A5): "Re-evaluating Bed 2 after the 1L fluid bolus: Blood
pressure has improved to 100/55. The patient is no longer mottled, and mental status is
returning to baseline."

e SME Insight: This is the most common point of failure. Failure to assess the response to
an intervention is a "No Ones" zero-tolerance safety violation.

4. Reassess (The Disposition Phase)
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e Goal: Formulate "If/Then" logic and definitive escalation triggers.

o Target Dictation Example (Case B3): "/ will continue to monitor the patient's MAP every
15 minutes. If the MAP falls below 65 despite the current fluid resuscitation, | will
immediately alert the provider to initiate vasopressor support.”

e SME Insight: Safe practice is defined by knowing your stopping points and the next level
of escalation.
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Appendix D: Glossary of Clinical Reasoning Terms

Behaviorally Anchored Rating Scale (BARS) A psychometric scoring system that utilizes specific
behavioral examples (anchors) to grade performance.

e Clinical Application: Grading a candidate as "Elite" (3) because they used "If/Then" logic
in their reassessment, rather than "Safe" (2) for a general monitoring statement.

Clinical Reasoning Criterion (CRC™) The proprietary, 8-domain rubric used by the ABCR to
measure the safety and accuracy of nursing cognition.

o Clinical Application: The standardized tool used by double-blind appraisers to evaluate
the five-shift portfolio.

Environmental Modifier A mathematical multiplier that accounts for systemic friction (staffing
ratios, workplace violence, equipment failure) without penalizing the candidate's cognitive
score.

e Clinical Application: Adjusting a TITO score for a nurse managing a crashing patient
during a "1:2" ratio in an overcrowded ICU.

Experience-Complexity Gap The documented phenomenon where increasing patient acuity
intersects with a workforce possessing lower levels of clinical experience (Rao et al., 2025).

e Clinical Application: The primary scientific justification for the existence of the CRS-BC™
credential.

Metacognition The explicit verbalization of internal thought processes ("thinking about
thinking") to ensure sensory data is being processed accurately.

e Clinical Application: A nurse stating, "I am noticing the patient is using accessory muscles
to breathe, which makes me think they are approaching respiratory failure."

Sentinel Indicator A subtle, often non-vital sign based cue that precedes a catastrophic clinical
event.

o Clinical Application: Mottling of the skin, a "ripping" sensation, or a subtle change in
pupillary response.

TITO (Time-In/Time-Out) The empirical measurement of execution velocity—the chronological
distance between symptom recognition and definitive intervention.
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e Clinical Application: Calculating that a nurse initiated a sepsis bundle within 12 minutes
of detecting a temp of 103.1°F and a MAP of 60.

Worst-Case Scenario (WCS) The most lethal physiological outcome a practitioner identifies to
drive their prioritization and interventions.

e Clinical Application: Identifying "Tension Pneumothorax" as the WCS for a patient with
sudden onset SOB and tracheal deviation.
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Appendix E: Candidate Non-Disclosure and Confidentiality Agreement (NDA)
Subject: Clinical Reasoning Specialist (CRS-BC™) Certification Assessment

Parties: The American Board for Clinical Reasoning (ABCR) and the Registered Candidate

1.0 Acknowledgment of Proprietary Assets

Candidates formally acknowledge that while the ABCR owns the Clinical Reasoning Criterion
(CRC™) and the CRS-BC™ credential, the IAR™ framework and the TITO velocity metrics are the
proprietary assets of WildeCare, utilized by the board under a reciprocal licensing agreement.
These instruments represent a novel scientific methodology for the measurement of nursing
cognition and are protected under international copyright and trademark laws. Access to these
materials is granted solely for the purpose of professional board certification and does not
constitute a transfer of ownership or a license for external use.

2.0 Prohibition of Unauthorized Disclosure

The reproduction, distribution, or digital transmission of any assessment materials is strictly
prohibited. This restriction encompasses, but is not limited to:

e All live-capture dictation prompts and benchmarking case scenarios provided within the
WildeCare™ interface.

e Specific scoring axioms, behavioral anchors, and the "No Ones" zero-tolerance safety
logic defined in the Clinical Reasoning Criterion.

e Qualitative feedback, performance analytics, and the internal structure of the Mapped
Performance Report (MPR).

e Any proprietary algorithms or technical manuals shared during the educational or
preparatory phases of the certification lifecycle.

3.0 Protection of Candidate and Patient Privacy

In alignment with the ABCR HIPAA Compliance Policy, candidates agree to maintain the absolute
anonymity of the clinical environment during the live-capture process. The inclusion of
Protected Health Information (PHI) within a portfolio submission constitutes a breach of this
agreement and a violation of federal privacy regulations. Candidates are responsible for
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ensuring that all dictations are de-identified at the point of capture, focusing strictly on
physiological data and clinical reasoning logic rather than individual identifiers.

4.0 Standard of Conduct and Academic Integrity

Candidates affirm that all data submitted within their five-shift portfolio is an original, real-time
representation of their own clinical practice. The use of generative artificial intelligence to draft
the Clinical Metacognition Synthesis, the fabrication of clinical data, or the retrospective entry
of "practice" shifts into the formal board record is considered fraudulent conduct. The ABCR
reserves the right to utilize forensic psychometric analysis to verify the authenticity of all
submitted dictations and TITO timestamps.

5.0 Administrative Sanctions and Legal Remedies

Violation of any provision within this agreement will result in immediate administrative action
by the ABCR Ethics and Disciplinary Committee. Sanctions include, but are not limited to:

e The immediate and permanent revocation of the Clinical Reasoning Specialist (CRS-BC™)
credential.

e A permanent ban from seeking future certification with the American Board for Clinical
Reasoning.

¢ Formal notification of fraudulent conduct and intellectual property theft to the
candidate’s State Board of Nursing and current employer.

o Civil litigation for damages resulting from the compromise of the Board’s high-stakes
assessment integrity.

6.0 Term of Agreement

The obligations of confidentiality regarding ABCR proprietary frameworks and assessment logic
remain in effect indefinitely, extending beyond the completion of the certification process or the
expiration of the credential.

Attestation: By proceeding with the registration and submission of clinical data, | certify that |
have read, understood, and agreed to the terms of this Non-Disclosure Agreement. | recognize
that the integrity of the CRS-BC™ credential relies upon my professional commitment to these
security protocols.
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