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OFFICE OF INSPECTOR GENERAL

The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as
amended, is to protect the integrity of the Department of Health and Human Services’ (HHS)
programs as well as the health and welfare of beneficiaries served by those programs. This
statutory mission is carried out through a nationwide network of audits, investigations, and
inspections conducted by three OIG operating components: the Office of Audit Services, the
Office of Investigations, and the Office of Evaluation and Inspections. The OIG also informs

the Secretary of HHS of program and management problems and recommends courses to
correct them.

OFFICE OF AUDIT SERVICES

The OIG’s Office of Audit Services (OAS) provides all auditing services for HHS, either by
conducting audits with its own audit resources or by overseeing audit work done by others.

Audits examine the performance of HHS programs and/or its grantees and contractors in

carrying out their respective responsibilities and are intended to provide independent

assessments of HHS programs and operations in order to reduce waste, abuse, and -
mismanagement and to promote economy and efficiency throughout the Department.

OFFICE OF INVESTIGATIONS

The OIG’s Office of Investigations (OI) conducts criminal, civil, and administrative
investigations of allegations of wrongdoing in HHS programs or to HHS beneficiaries and of
unjust enrichment by providers. The investigative efforts of OI lead to criminal convictions,
administrative sanctions, or civil money penalties. The OI also oversees State Medicaid fraud
control units which investigate and prosecute fraud and patient abuse in the Medicaid program.

OFFICE OF EVALUATION AND INSPECTIONS

The OIG’s Office of Evaluation and Inspections (OEI) conducts short-term management and
program evaluations (called inspections) that focus on issues of concern to the Department,
the Congress, and the public. The findings and recommendations contained in these inspection
reports generate rapid, accurate, and up-to-date information on the efficiency, vulnerability,
and effectiveness of departmental programs.

This report was prepared under the direction of Mark R. Yessian, Ph.D., the Regional
Inspector General, and Martha B. Kvaal, Deputy Regional Inspector General, Boston Region,
Office of Evaiuation and Inspections. Participating in this project were the foilowing people:
Boston Region Headquarters

David Veroff, Project Leader Alan Levine

TN § d A L.

UdVlU Dbllfdg, L.eaa /i’llllybl

Toar addittanal camine AF thiy cnm~—t
AUl aUUIUIULIAL LIPS UL

(617) 565-1050.




Department of Health and Human Services

OFFICE OF
INSPECTOR GENERAL

STATE MEDICAL BOARDS AND
QUALITY-OF-CARE CASES:
PROMISING APPROACHES

FEBRUARY 1993  OEI-01-92-00050







PURPOSE

The purpose of this inspection is to help States address cases involving physicians who
provide poor-quality medical care. It describes promising approaches to such cases
that have been taken or being considered by medical boards.

BACKGROUND

Quality-of-care (QC) cases are among the most difficult types of cases for State
medical boards to address. In the course of our ongoing inquiry into the work of State
medical boards, it has become clear to us that many are beginning to devote greater
attention to QC cases. In this report, we focus on that experience with the intent of

ldgntlf\ru'Ig QpP(‘!ﬁ'r‘ apprcnnhcs thnt qpppar to b hn \unrfhu r\F fnrfhnr attent}enl hy br\ards

In determining what to characterize as a promising approach, we depended on (a) the
judgments of the State officials with whom we conversed (b) a review of their

Aanlin ithh ¢l ~rha Farmira grnize Aioriooian e +h +lan
UA!JVL,I\.-AIUUD in uuauus Wll.l,l lllCDC ayl.uuabuco, \b} a LU sxuuy umbuaaluu Wllll LLIC

executive directors of eight medical boards; and, drawing on our own years of
experience in reviewing medical and other health care boards, (d) our judgment of
whether an approach is sufficiently different and important to warrant the attention of
those in other States.

Our research consisted of field visits to nine States, telephone calls with agency
officials in nine States, informal discussions with knowledgeable parties, and a review
of available literature.

We organize the promising approaches according to the four phases of pursuing QC
cases: identification, investigation, negotiation/prosecution, and intervention. We also
include a section on the prevention of quality problems. The following briefly
describes all of the promising approaches included in the report.

IDENTIFICATION

How can State medical boards get complete and timely disclosure of quality-of-care
problems, particularly from reliable sources such as peers and government agencies?
(page 4)

Enforce practitioner reporting requirements

Increase awareness of reporting requirements

Improve reporting from Peer Review Organizations (PROs) and Medicaid agencies
Randomly audit pharmacy records

Get referrals from survey agencies

Require reporting from medical schools and residency programs.



How can State medical boards that receive a large number of complaints distinguish
significant, actionable quality problems from minor or nonmeritorious issues? (page 6)

e  Establish formal prioritization scoring
Use contract physicians or staff nurses to set priorities among complaints

e  Recruit local physicians to serve on advisory committees by offering them CME
credits

e  Gather a board panel ta screen complaints

e  Priontize investigation of malpractice claims

INVESTIGATION

How can State medical boards gather sufficient and credible evidence, particularly to
demonstrate multiple problems or incompetence? (page 8)

.

Conduct practice reviews in response to complainis
Review a large number of patient records -
Use information from hospitals

Get patient names from Medicaid

Have physicians take competency exams

Request information from PROs

Measure competence directly

How can State medical boards involve medically trained people in investigations?
(page 10)

Have physicians on staff

Use committees from the medical society to conduct investigations
Use nurses and physician assistants as investigators

Conduct intensive medical training for investigators

Pay consultants the going rate

Make an intensive recruiting effort to get medical experts

Involve PROs in investigations

How can State medical boards assure that the investigative process is timely? (page 12)

®  Require physicians to respond to requests in a timely manner
e  Establish legislative requirements for tumaround of investigations
e  Use paraprofessional staff to gather medical records

How can State medical boards assure that they are neither prosecuting cases that have no
merit nor dismissing important cases? (page 13)
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o  Gather review panels with medical, legal, and investigative expertise to dispose of
cases
e  Prepare a handbook to guide peer reviewers

NEGOTIATION/PROSECUTION

How can State medical boards get regular access to prosecuting attorneys and hearing
officers who have the knowledge and skills necessary to handle quality-of-care cases?

(page 14)

e  Have attomeys and hearing officers on staff

Have attomevs doedicated tn modicnl board cocos
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o  Train hearing officers to hear medical board cases

How can State medical boards encourage and facilitate fair and effective consent

mowmnnmann maadnD fmemn TEY
uprecneriyd (purc 1J)

Settle minor cases before full investigation

Get board members, especially physicians, involved in settlement negotiations
Draw up consent agreements before meeting with respondents

Require mediated settlement conferences for certain cases

Establish the facts in advance of negotiating a sanction

Write detailed consent agreements and make them public

What can State medical boards do to ensure that their expert witnesses provide clear,
credible testimony at hearings? (page 17)

Get testimony from two physicians with different perspectives

Provide clear instructions for expert reviewers

Emphasize the potential duty to testify when soliciting expert opinions
Recruit highly respected experts by paying them well

How can State medical board prosecutors establish prevailine standards of ca
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addition to providing expert witness testimony? (page 18)

e Have a practitioner in the respondent’
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How can Siaie medical boards ensure iimeliness in hearings and decisions? (page 19)
e  Limit the number of board members required for hearings
e  Provide hearing committee members with advance background information
e Impose time limits on hearings and judgments
®  Raise objections to irrelevant arguments brought up by defense attorneys
e  Conduct pre-hearing conferences and adhere to timeframes

iii
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What can State medical boards do to express their concern about the quality of care
provided other than pursuing formal sanctions? (page 21)

e  Hold an off-the-record discussion between the physician and one or more board
members, physician staff members, or expert consultants
e  Write an educational letter to the physician explaining the board’s concern

How can State medical boards address educational interventions and monitoring
programs for physicians whom they have disciplined? (page 22)

®  Refer physicians to individually-tailored educational programs
e  Grant immunity to probation monitors
e  Use community hospitals as retraining sites

PREVENTION

What can State medical boards do to make physicians aware of boundaries of acceptable

care in certain areas of wufpmrpnrl or egreainuce nrohlomce? (naoos 73)
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o  Publish detailed, anonymous descriptions of important cases
e  Conduct educational programs
e Use newsletters to licensees to discuss important issues

How can State medical boards identify and address quality-of-care problems when
DPhysicians are isolated from the medical community or when they have undetected

deficiencies in their performance? (page 24)

e Conduct periodic reexamination of physicians

e  Audit the practices of isolated physicians
CONCLUSION
In closing, we must note that there are two factors that in all States are indispensable
to successful pursuit of QC cases. One is adequate funding. If boards are to handle
QC cases effectively, it is widely recognized that they must have access to a wide range
of medical, legal, and investigatory expertise and to computer and other resources.
The other factor, which may be the most important of all, is having sufficient will to
make a serious, ongoing commitment to QC cases. State legislators, executives, and
board members must recognize that a more activist board posture in addressing QC
cases will generate some controversy and some pressures to pull back. At such times,

they must provide boards with the support necessary to persevere in carrying out their
responsibilities to the public.
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PURPOSE

The purpose of this inspection is to help States address cases involving poor-quality
medical care. It describes nrnmmma annrnnrhec to such cases that have been taken
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or are being considered by mechcal boards.
BACKGROUND

State medical boards provide a vital front line of protection for the millions of people
who receive medical care including those in the Medicare and Medicaid programs.

They determine whether or not a physician meets the minimum necessary

qualifications to practice medicine. And through their enforcement of State medical
practice acts, they identify and take action against physicians responsibie for poor- e
quality care, unprofessional behavior, and other violations of these acts.

Because of the boards’ significance to quality medical care, we have since 1986 issued
many reports addressing their performance (see appendix A). In these reports, we
have made it quite clear that quality-of-care (QC) cases are among the most difficult
types of cases for boards to address. They tend to be complex, time-consuming,
expensive, and controversial. Accordingly, boards are often inclined to avoid or

downpiay such cases.

Many others who have reviewed the performance of boards have reached similar
conclusions. Illustratively, at a 1991 conference sponsored by the Agency for Health
Care Policy and Research in the Department of Health and Human Services, an
expert panel found boards to be severely lacking in how they address QC cases.?

They offered several suggestions, but made it clear that much remains to be learned in
this area.

In the course of our ongoing inquiry into the work of State medical boards, it has
become clear to us that many are beginning to devote greater attention to QC cases.
Their efforts are sometimes tentative and invariably incremental; no one board that
we are aware of serves as a comprehensive model for how to address QC cases from
beginning to end. Yet the boards, it seems to us, are gaining some valuable

IMark R Vaccian "State
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Bulletin, September 1992, pp. 126-135.

Heather Palmer, "Professional Review Sanctions,” in Agency for Health Care
Pnlu‘v and Recearch Iccuosce in Modicnl T inhilin- A Whrlina Cnanforonrs (Crimmar
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Report), Washington: Government Printing Office, 1991, pp. 51-56.
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experieénce which can be of enormous significance in iearning how to approach these
cases more efficiently and effectively.

In this report, we focus on that experience with the intent of identifying specific
approaches that appear to be worthy of further attention by State boards. We cannot
be sure that all of the approaches we describe have in fact been successful, as
objective evaluation criteria and hard data are almost always lacking. Indeed, some of
the approaches we describe have never been tested in any States. Furthermore, we
recognize that what appears to work in one State will not necessarily work in another,
given the great variations among the States.

Even with these limitations, however, we expect that a compendium of approaches
that we deem promising will be helpful to State legislators, executives, board officials,
and others as they consider ways in which they might improve a State’s capacity to
address QC cases. Our aim is to stimulate ideas and exploration, not to present a
blueprint for action.

We list many approaches, each in a succinct manner. State officials are likely to find
them to be most helpful if they consider them in the context of their own State’s
overall system for addressing QC cases.

To facilitate such consideration we organize the promising approaches by five major
sections and in each include statements of pertinent issues and questions. The first
four sections are sequential phases associated with the pursuit of QC cases:

e Idenitification -- learning about physicians who might be responsible for poor-
quality medical care and deciding which complaints merit further study.
e Investigation -- obtaining the pertinent facts and deciding whether to pursue
discipline or other actions.
e  Negotation/Prosecution -- using evidence and testimony, in either a formal or
informal setting, to establish that one or more violations of State law occurred.
e Intervenrion -- imposing an appropriate remedy in response to proven or
admitted violations.
The final section focuses on the prevention of quality problems and includes efforts to
educate and otherwise avert or minimize QC problems.

METHODOLOGY

In determining what to characterize as a promising approach, we depended on (a) the
judgments of the State officials with whom we conversed; (b) a review of their
experiences in dealing with these approaches; (c) a focus group discussion with the
executive directors of eight medical boards; and, drawing on our own years of
experience in reviewing medical and other health care boards, (d) our judgment of
whether an approach is sufficiently different and important to warrant the attention of



those in other States. These are certainly qualitative criteria. Their effectiveness will
depend on the reactions of those reading this report.

In selecting the States from which we identified promising approaches, we drew again
on our own experience, on a review of available literature, on information obtained
from many national conferences concerning health care quality assurance, and on word
of mouth. We did not seek to establish that these States were the "best" in handling
QC cases. We sought States having some specific procedures, laws, or styles that
might be instructive to a wider audience and that reflect some balance in terms of size
and geography. Given that orientation, we conducted the bulk of our research during
site visits to nine States: California, Maryland, Minnesota, New York, Ohio, Rhode
Island, Texas, Vermont, and Wisconsin. We also talked by telephone to agency
officials in the following nine States: Arizona, Arkansas, Florida, Massachusetts,
Michigan, Nevada, North Carolina, Oregon, and South Carolina (see appendix B for a
list of the boards’ telephone numbers and addresses).

During our site visits, we typically spoke with executive, investigative, medical, and
legal staff involved with QC cases. In some States, we spoke with board members and
State attorneys as well. We also examined laws, documents, and individual case
records. In each State, we sought a thorough understanding of the board’s procedures
for handling QC cases.

We conducted this study in accordance with the /nterim Standards for Inspections
issued by the President’s Council on Integrity and Efficiency.

w



IDENTIFICATION

ISSUE:

care problems. The bulk of complamts to boards come from consumers,

but reports from medical professionals may be more likely to indicate
violations of medical practice acts.

QUESTION: How can State medical boards get complete and timely disclosure of

quality-of-care problems, particularly from reliable sources such as peers
and government agencies?

State medical boards need to receive good information about quality-of-

PROMISING APPROACHES:
o ENFORCE PRACTITIONER
REPORTING REQUIREMENTS: ENFORCING A *SNITCH LAW"

Minnesota, like many other States,
has a law that requires health care
practitioners who have personal

In January 1987, the Minnesota Board of
Medical Examiners disciplined three
Physicians for failing to report to the board

knowiedge of vioiations of the a colleague who was "habituated to a drug
medical practice act to report these or intoxicant." The discipline included
incidents to the board. Unlike most reprimands and fines up to $7,500.

other States, Minnesota has shown a

willingness to enforce this law (see
box). Since 1987, according to the board, reporting from licensed health care
professionals has increased significantly.

INCREASE AWARENESS OF REPORTING REQUIREMENTS: Staff from
the Ohio medical board attend county medical society meetings, conferences,
and courses and make presentations to try to facilitate referrals. These
presentations include information about anonymity, immunity, and the amount
of documentation and narrative required for reports. Ohio officials are hoping
that this new program, by improving understanding of the law, will increase
reporting from physicians.

IMPROVE REPORTING FROM PEER REVIEW ORGANIZATIONS AND
MEDICAID AGENCIES: In both New York and Ohio, when the Peer Review
Organization (PRO) determines that a physician’s mismanagement has caused
significant adverse effects to a natlent the PROQO refers that case to the medical
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board.? In 1991, the New York PRO referred 100 cases to the board. Thirty-

*Our draft report entitled "The Peer Review Organt anons and State Medical
Boards: A Vital I..mk" (OEI-01-92-00530) recommends that all peer review

organizations submit this level of information to medical boards Most PROs
currently do not because they are concerned about confidentiality.



four of these spurred investigations. In Ohio, approximately 2 percent of the
1,654 complaints received in 1990 were from the PRO. In addition, these
States’ Medicaid agencies release to the boards information on overprescribing,
presumed overutilization, and excessive use of invasive testing and procedures.

RANDOMLY AUDIT PHARMACY RECORDS: North Carolina conducts
frequent random audits of pharmacy records. Pharmacies with computerized
systems are able to print out records, by physician, of prescriptions filled.
Although designed to detect illegal drug diversion and other misuse of
controlled substances, these audits can also indicate quality problems with
physicians. Because the audits need not be spurred by distinct complaints, they
represent a proactive and timely source of referrals.

GET REFERRALS FROM SURVEY AGENCIES: In New York, the medical
board is in the same division of the Department of Health as the hospital and

a N AT nF
nursing home survey agencies. These agencies occasionally become aware of

quahty-of-care problems for physicians. Because the agencies are in the same __
division, the board receives referrals for these problems quickly and can follow

up on them easily. In California, a proposed initiative would make it easier for

the State’s long term care ombudsmen throughout the State to report quality-

of-care problems to the medical board.

REQUIRE REPORTING FROM MEDICAL SCHOOLS AND RESIDENCY
PROGRAMS: The Nevada medical board, which requires medical residents to
have licenses, mandates that medical schools and residency programs report
disciplinary actions taken on students and residents. In one case, the board
revoked the license of a resident who had been placed on probation by a
program.



ISSUE:

QUESTION: How can State medical boards that receive a large number of complainss

In order to respond quickly and effectively to important complaints and

to not waste resources on groundless or unimportant cases, State
medical boards need to make wise decisions about which cases to

pursue.

distinguish significant, actionable quality problems from minor or

nonmeritorious issues?

PROMISING APPROACHES:

ESTABLISH FORMAL
PRIORITIZATION SCORING:

Wisconsin is testing a formal priority
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evaluation system for complaints
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contract physicians to screen quality-
of-care cases after staff members
gather tl i

. s_ .

PRIORITIZATION SYSTEM

Wisconsin’s draft prioritization system
assigns points as follows:
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«The conduct could result in:
Death or permanent impairment

limiting major life activity -- 30
Temporary impairment limiting major
life activity -- 20
Temporary impairment not limiting
major life activity -- 10
Minor impairment -- 5
Complaint involved:
Permanent impairment limiting major
life activity -- 10
Temporary impairment limiting major
life acnvity -- 5

eMisrepresentation or fraud:

ka1 NNAN

Death of patient -- 20

Relatively minor -- 5

«Violation of a specific prohibition in the
medical practice act such as divulging
privileged matters -- 10 each

«More than 3 previous complaints -- 10
«One 1o three previous complaints -- 5

QMQ'I'D than ono patient affected -- 10

< il UNT

*Alcohol or drug abus

255

impairment -- 5

r the medical records associated with the complaint. The contract

pnysicians write reports on the cases and recommend whether to dismiss or

(@,

estigate the cases. In Ohio, staff nurses review quality-of-care complaints to
provide safeguards against the premature closing of cases. New York has staff



nurses who review aii incoming complaints. The nurses, with advice from staff
physicians if necessary, identify which complaints involve legitimate quality
concerns.

RECRUIT LOCAL PHYSICIANS TO |
SERVE ON ADVISORY PRESCREENING SAVINGS
COMMITTEES BY OFFERING o, ) ) ,
THEM CME CREDITS: In Florida, Florida’s Medical Advisory Commirtee

omisne seenaems hes afaoiies saaoodeloce amooo
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the board and the Department of before they are reviewed by expert |
Professional Regulation recruit local consultants. The average cost of a MAC
physicians to serve on a medical review is $49, compared with $305 for an
advisory committee (MAC). The expert review.

committee meets over weekends to
evaluate complaints and make
recommendations about whether to investigate or drop them. The physicians
serving on this committee get continuing medical education credits in return for
their efforts. The board has found this an effective and low cost way to get ~ __
medical input prior to investigating a case (see box).

GATHER A BOARD PANEL TO SCREEN COMPLAINTS: Maryland :
convenes weekly a review panel composed of medical board members and staff
to screen pending complaints. By combining medical, legal, and investigative

expertise, the panel makes immediate decisions about whether to investigate

tha raomnlainte
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PRIORITIZE INVESTIGATION OF MALPRACTICE CLAIMS: States that
receive reports of all malpractice claims generally do not launch full

Texas board uses a scoring system much like Wisconsin’s (see page 6). Points
are awarded to each report based on the number of recent claims against the
physician involved, amounts of payments, physician specialty, and practice
setting (urban vs. rurai). The point totai determines whether a full investigation
is launched and the priority given to any such investigation.



ISSUE: When investigating QC cases, boards often need to gather evidence that
demonstrates multiple acts of negligence or incompetence. Obstacles
include difficulty selecting records of patients other than the
complainant, reluctance by physicians to cooperate in investigations, and
the limitations of relying solely on medical records to determine

judgment.

e REVIEW A LARGE NUMBER OF

quality-of-care cases often depends
on broadening the scope of
investigation beyond the original

Key statutory language in New York allows
the State to conduct record reviews:

complaint. New York board staff «Section 230.10(iv) of the Public Health
have the explicit legislative authority Law specifies: "The director, in addition to
to conduct reviews of thSiCianSi the authonity set forth in this section, shall
— . —~ ho authawend tn snmdunst 4 comnrohoncive
records (See bOX). Boards 1n Oregon ve l:uuuuu.(.cu. L0 CONiGuls :.uruy.rwu.u.un,
review of patient records of the licensee

and Minnesota can issue subpoenas
for patient records without naming
the patients in advance. Investigators

are related to said determination.”

can request that physicians turn over
any number of cases that meet
certain criteria.

e USE INFORMATION FROM HOSPITALS: The New York board identifies
patients for record reviews by using the Statewide hospital discharge database
(SPARCS). This database contains clinical and financial information for each
hospital stay in the State and identifies the hospital, patient, and physician
involved. From this database, the investigative staff can get preliminary
information about all of the respondent physician’s cases that are similar (in
terms of diagnosis or procedure) to the complaint. The State can then gather
and examine specific patient records from a sample of these discharges. Also,

o0



the State mandates reporting of all incidents in hospitals which result in
unexpected death or injury. Because many incidents do not involve
substandard care, these reports are not often used to start investigations.
However, they frequently provide evidence that supports the complaint.

GET PATIENT NAMES FROM MEDICAID: In California, investigators
cannot subpoena records without having patient names. They can, however,
use Medicaid patient records to generate a sample of cases that might
demonstrate a pattern of poor quality care. The State has legal access to
medical records of Medicaid patients without getting their consent through
incorporation in the State Medicaid agency’s quality assurance plan.

DISCIPLINE LICENSEES IF
THEY DO NOT COMPLY WITH
BOARD ORDERS: In Oregon,
the board has disciplined
licensees for not complying with
board orders to take competency
exams, to be interviewed, or to
submit medical records (see box).
By virtue of the fact it enforced
the rule, it is getting much more
frequent and rapid compliance
with requests and orders.

REQUEST INFORMATION
FROM PROs: In South Carolina,
board staff regularly request

COMPLIANCE WITH BOARD ORDERS

Oregon statute requires licensees to comply with
board orders and requests:

«Section 677.190 of the Oregon Regulatory
Statute specifies: "The Board of Medical
Examiners for the State of Oregon may refuse
to grant, or may suspend or revoke a license to
practice issued under this chapter for any of the
following reasons: . . . (18) Willfully violating
any provision of this chapter or any rule
adopted by the board, board order, or failing to
comply with a board request pursuant to ORS
677.320. . . . (23) Refusing an invitation for an
informal interview with the board requested
under ORS 677.415. . .."

information on physicians the
board is investigating for QC

problems. The PRO, after a 30-day waiting period, must respond to the
board’s request and provide whatever material they have on that physician.

HAVE PHYSICIANS TAKE COMPETENCY EXAMS: California regularly asks
or demands physicians to take competency exams, particularly when the board
feels a physician’s competence is lacking but does not have enough evidence to
support such an accusation. The exams and scoring criteria are written by a
panel of physicians who are familiar with the complaints and investigation on
the respondent physician. This panel then conducts the exam orally and grades
it. If the physician passes the exam, the board must drop the case. If the
physician fails the exam, the board has a valuable piece of evidence in its case
or can take immediate action to reeducate the physician. Oregon also
frequently requires competency exams.



ISSUE: States need access to medical expertise in the investigation process in
order to conduct complete and informed inquiries on quality-of-care
cases.

QUESTION: How can State medical boards involve medically trained people in
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SE NURSES AND PHYSICIAN ASSISTANTS AS INVESTIGATORS: The
Texas board has special classifications for its investigative staff which allow it to

recruit nurses and physician assistants as investigators. These investigators are
able to dig deep into medical matters.

]

CONDUCT INTENSIVE MEDICAL TRAINING FOR INVESTIGATORS:
California has its own two week training academy for investigators which it

See "Sunset Review: State Board of Physician Quality Assurance: An Evaluation
Report Prepared Pursuant to the Maryland Program Evaluation Act," Department of
Fiscal Services, State of Maryland, October 1991. According to this report, the
delegation of investigative authority has limited the board’s flexibility and control over
cases. Furthermore, the report notes that required medical society control has raised

public concerns that investigations are overly protective or biased to the point where
b

oard’s credibility has been affected.
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RESPONSE TO REQUESTS

The Arizona board’s policy requires physicians
to respond to a notification of complaint within

N

RIS &

20 days. Physicians’ responses must include

e

An

respond within 20 days, the staff notifies the

I3

board (who can initiate disciplinary action) and
subpoenas the information from the physician.
The physician has 10 days to respond to the

subpoena before further legal action is taken.

safety of the public and the rights of the respondent.
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State medical board investigations must be timely to protect both the
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ISSUE: State medical boards’ decisions about whether to dismiss or pursue cases
further after investigation are crucial to their credibility and success in
prosecuting cases.

QUESTION: How can State medical boards assure that they are neither prosecuting
cases that have no merit nor dismissing important cases?

MISING APPROACHES:

sician who is an expert in the
1 a practice similar to the
ake recommendations on its
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Maryland, in its peer review handbook, includes
a sample practice review report. This sample is
an example of what the State expects its peer

x5, ). V. [y gy A
, Maryland and

3
a
-
[74]
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S SIS SUNUPIUIE SIS | . . Ce s s .
greater Consistency In reviews diiu reviewers to complete and inciudes sections on
that all important information is information gathered, reasons for referral,
covered. Topics covered in New biographical information, background

information, quarterly review notes, discussion

and conclusions, recommendations, and case by
case descriptions.

York’s peer review handbook
inciude immunity, confidentiality,
investigations and hearings, stages

of expert review, the opinion, and
reimbursement. Maryland’s
covers simiiar topics and inciudes guidelines for practice review and sampie
worksheets, letters, reports, and subpoenas (see box).
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ISSUE: To represent cases effectively against respondents’ attorneys who are
often very experienced malpractice litigators, States need prosecutors
who are familiar with medical practice and terminology to handle QC
cases. They also need hearing officers who can follow the arguments of
both sides and make fair rulings.

mand Lacedee Af o . 2 n
urna nearury vjjieery wi [{ C o
e llae S miren mmoao 2

quaiily-oj-care cases:

important for boards to have hearing officers who are knowi
experienced in the iaw of medical discipline and r avai
hearing officers are hired by the '
the Department of Regulation and Licensing, which includes the medica
e HAVE ATTORNEYS DEDICATED TO MEDICAL BOARD CASES: If the
board cannot hire attorneys on its own, it can stiil obtain full-time prosecutors.
The New York board is located administratively within a large Department, and
teams of lawyers are assigned only medical board cases. In Maryland and
California, where the medical boards must rely on their Attorneys Gener
prosecute cases, there are Assistant Attorneys General devoted fuli-time to
medical board affairs.

=2
-
(@]

e TRAIN HEARING OFFICERS TO HEAR MEDICAL BOARD CASES:
Attorneys in Maryland stressed the importance of holding hearings on QC cases
issues. A senior ALJ there brought to the job her experience hearing medical
cases for CHAMPUS, the military’s health insurance plan. She believes that
ALJs without extensive medical backgrounds can handle quality-of-care cases
well, but only with proper training on terminology and the reliability of medical
texts. She has compiled a manual for ALJs new to medical board cases that
covers these and other topics.
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ffice believes it often starts both sides

Even when this conference does not resuit in a
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the parties have to meet for a settlement conference. An ALJ list
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sides’ arguments, presents proposed solutions, and mediates to try to get a

ornia, every time a hearing is sia

boards can conserve resources if they reach desirable outcomes through
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consent agreements instead. Boards must not, however, allow public
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settlement, the Attorney General’

thinking about settlements and induces them to settie at a later point prior to

the hearing.

o~

consent asreements?

medical boards encourage and facilitate fair and effective
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safetv to be compromised by weak settlements.
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O

settlement on the case.
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Quality-of-care cases are time-consuming and costly to litigate. Medical

o

ESTABLISH THE FACTS IN ADVAN

Virtually all quality-of-care cases in Minnesota are resolved after conterences

involving respondents and Complaint Review Committees (CRC), which include
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d of the allegations against him or her a month before t

two physician board members and one consumer member. Each respondent is

he conference and

, the respondent agrees with

ortunity to respond. If, in conference
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truth of the allegations, a stipulation can then proceed. In
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case and admitting the allegation. A sanction is then

(=4

esp
of the
nt

the
a,
f
as

on
0
t
ut

am £
s ¥5~8§383
W 3,5:58%
o8 L. N
%) 2HES W.W,m .
2 28 sg 9
S s=S8S8S_o3E
&} Kl ua,lce-al
m w SASESESS
Mm OBguI8sel
. [; L] a-lAr
%) T8 .m.mWM,hS
m Sy SSE X v BT «
na./.ﬂ.u..\_f.mnw.
© Sssfssied
.mf.ammmd,w.ma,
| ]
S 58533584
m SEeT o3y
o sg§wagafyg
O ESEERT 4Ry
eemu.n.d.w/ea.c
< Q TR v =8
2 o Q I
PSS 8YESSS
S 3 v
A.Mamrmmwua».._w.
! O ke
M,.. S o %] I}
- 8 3 5 Q o3 s
. @ nm =D «3 o vy =
- ety
Mo pw¥Ye v oW
X o O £ wv QO WV «w g e T
F,.F,_ 9o, B O Q9 s
IO @ v ad EQE%¥ L5 5
qu _ +- (] nU
> - O = QW v o
ZIPBEL0R5 88 By
N 4 o gy ot - 17
mw v lm.m. mm 0 wm o .4 mm mm 5] o_"m
Qe X2H oW dand
- O O S A R I I =]
Q2P aIEHEEL QR
" "
<& E S ARz 8 L a FZo)
NS85 EEEE § &
<o espgouv s8og
3 - 53 Q Mu‘nu o3 2 2 = Q o
Mo O gRgE5—°a,
oS . 829828 ,8%8
e o .9 Bl v
QAL 2ATECETYEEg
E K30 mBes ok 8.4 2
e ESHET o= AE .S
A REEMETEEE g E S
-t =] = =1
RYA S BEESdatEsol

\O

i



ISSUE: Medical board members and staff generally agree that the strongest
evidence at hearings is convincing and consistent testimony from a
credible expert witness.

QUESTION: What can State medical boards do to ensure that their expert witnesses
provide clear, credible testimony at hearings?

PROMISING APPROACHES:

e GET TESTIMONY FROM TWO PHYSICIANS WITH DIFFERENT
PERSPECTIVES: Establishing the standard of care solely through the
testimony of experts who practice in settings quite different from respondents
may not be appropriate. For example, using physicians who practice at major
teaching hospitals to comment on the care provided by community-based
respondents may not adequately account for issues in community practice. In
California, in every quality-of-care hearing, two physicians testify -- one whose
practice is very similar to the respondent’s and one who is an academic expert.

e PROVIDE CLEAR
INSTRUCTIONS FOR EXCERPTS FROM NEW YORK'S "GUIDELINES FOR
EXPERTS: The strength EXPERT OPINIONS™
of an expert’s testimony

gy 1 . «Your opinion should be expressed "to a reasonable
will likely be determined p "

medical certainty,” if possible.

to a great extent by the «Make your opinion readily understandable to lay people.
strength of the expert’s «Avoid using vague language such as "inadequate" or "it
review and written would have been helpful if ...."
opinion. The instructions «You should not use the terms negligence or

: . incompetence. These are legal conclusions based on
that medical boards give specific legal definitions.

on conducting an expert
review can help experts

craft their opinions so as
to be useful at hearings. New York has prepared helpful instructions (see box).

e EMPHASIZE THE POTENTIAL DUTY TO TESTIFY WHEN SOLICITING
EXPERT OPINIONS: At one time, the Minnesota medical board found that it
was investing time and money in having expert consultants review cases and
form strong opinions, only to have the experts refuse to testify at hearings
about those cases. It now makes clear before contracting with an expert that
testimony, when necessary, is an essential part of the expert’s obligation.

e RECRUIT HIGHLY RESPECTED EXPERTS BY PAYING THEM WELL.
Reputation of experts often has great significance to the credibility of
testimony, particularly in appeals. Minnesota has found that paying physicians
their going rates (up to $350 per hour) makes recruiting renowned experts
easier.
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ISSUE: Medical board prosecutors must, before arguing that a respondent
provided substandard care, establish the relevant prevailing standard of
care. Because hearing panels include nonphysicians or physicians
unfamiliar with the specialty involved and expert witnesses representing
the board and the respondent often present conflicting testimony,
establishing standards is difficult.

QUESTION: How can State medical board prosecutors establish prevailing standards of
care in addition to providing expert witness testimony?

PROMISING APPROACHES:

e HAVE A PRACTITIONER IN THE RESPONDENT’S SPECIALTY ON THE
1g panels in New York consist of two physician

members and one consumer member. In quality-of-care cases, one of the

B
ugz

physician members is usually a practitioner in the respondent’s specialty. (The
board’s large size makes this possible.) This physician’s training and experience __

y of experts to determine

(4]
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Q
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e REFER TO WRITTEN
PRACTICE PARAMETERS AS ADMINISTRATIVE RULES
THEY BECOME AVAILABLE: . ,
Weitt tandard ¢ 1 Oregon has an administrative rule that specifies
Written standards have potential . . ; ;
L. . ] acceptable use of amphetamines for obese |
for alleviating the difficulties le. Physici ho violate this rule are !
: S v peopie. Physicians who vioiate this ruie are :
medical boards face in ciihicet to discinlinar action  The hoard has ‘
~oaal SUYUJECL 10 anlidiiy ululrn.  Liic vovwa nus
prosecuting quality-of-care cases. communicated clearly and very specifically to
Some medical boards and medical Pphysicians what the boundaries of care are for
iati ; . een a !
societies are working together on this type of treatment. There has b A |
Aeanticg maramatare thot if dramatic reduction in amphetamine use since
Pla\vll\«b Palﬂlllbtblo tilciy 11 the n‘[e was established_ bt
: |
followed, can constitute defenses ‘
against malpractice claims
Specialty societies and the
Federal government are also active in developing practice guidelines. Many
smmndianl hAaned earmbhare and otn avoira at writtan ctandarde
iedical board members and staff argue that written standards are not well
msctnlllioliad acmmccnle fon cavnod Amano A ranla~ca avea- Antiee e ettty
established enough in most areas to replace expert testimony. Written
ctnemdaeds smmialas Lacooacaa = lan smeanion A arnrnantard amarsies ~ a alemtizl 1n
standards might, however, be precise and accepted enough to be helpful in
e avrene smeals Ao o —aa Ainnl wanned Lacmsems mracneilias AF AAntr~lla
some areas including medical record keeping, prescribing of controlled
PR R and armscotbaocia [ @ Y-y Lno aotalhlichad cérintd mavrameatas o I ATIe
substances, and anesthesia. Uregon nas €staoiisnea strict parameters in one
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ISSUE: Cases that go to hearing can be a huge drain on resources and can be

very difficuit to schedule. Boards owe both the public and respondents
timely hearings and decisions.

QUESTION: How can State medical boards ensure timeliness in hearings and decisions?

PROMISING APPROACHES:

LIMIT THE NUMBER OF BOARD MEMBERS REQUIRED FOR HEARINGS:
New York, which has 169 board members spread across the State, uses only
three board members at each hearing. The full board never hears or votes on
individual cases. While limiting the number of board members involved is a
necessity for New York, it can be helpful in much smaller States. Vermont,
which has 14 board members, recently changed its policies to allow as few as
two board members to hear each case. In contrast to New York, though, cases
in Vermont are ultimately voted on by larger panels. Some boards have
removed board members from hearing rooms entirely. In many States,
administrative law judges hear cases and render opinions, which are subject to
approval by the board. The Florida medical board, which rules on cases only
after all relevant facts have been agreed to or determined by a hearing officer,
can issue final rulings on 40 to 50 cases in one two-day board meeting.
PROVIDE BOARD MEMBERS WITH ADVANCE BACKGROUND
INFORMATION: Board members in New York used to go into hearings with
es involved. Now they are provided with a statement

advance. This can speed

IMPOSE TIME LIMITS ON HEARINGS AND JUUDGM. NTS: Pronosed
. L > NSV LA AAdd AANAL VNI £ AL VAT T ol NFAVR Bdd V ANy - Lul-luuv\-
legislation in ichioan would reauire hearing examiners to conduct a hearing
6‘“‘““\“. AAR *"‘Vlllsull AAA YA T AT lvﬂ“llv ‘lvul“‘e WAAMLMALLAMAAN A W W/ WwUIALGABAWE LA Ll\lul“lb
within 45 davs of receivino a referral. The board would then have 60 davs to
JL’ WL iAW 'llls A AdWwiNvid il A LiW UNJGAA NG YYUUNIANE VALWAL LMY W UV ou [ A4
conduct a hearine in which thev review the findings of fact and conclusions of
AdWwirl “‘5 AL VYV ALliwil l‘lU] AN VINVYY CAAW L‘ll“‘.“s" ANJA AGAWSES BAlNW WAJALWIANAIANI AN NJA
tha law that the aaring nfficer nracented aw orlk and Vermont reanire
LAAW AQAVY LIIGAWV MlLW ll\!ulllls JiliwAwd Hl\dh’\llll\lul A YW VY A VAiDh QlLiNa V \wA ARANJALL l\l\iul‘\-‘
thair haaring cammitteac tn rannrt thair racammendatinne within A0 dave nf the
aCII fiCaring COomIniCes 10 report il réCommeniaticns wilillll Sy days UL Uic
haarinage’ conclucion  In Califarnia the haoard muct malke a final decicion within
ncarnngs condiusion. in Laididrnia, uic oCard Must Maxe a ilfia: GCCiSion Wikl
aN dave Af raraiving a nranncad dercicinan fram thae AT T fthav are allnwed nne
Zu Gays O1 reCCivinig a proposea GECISIon 110 i Auw (unly ar aulwel Onc
30-day continuance).
NAINTIAT DDE LT ADIN Y I"NACEDIEDANALDTC AND ANLIECDLE TN
CUIVLDUCUL T NNL-TILEANIINSG CUIND LLINLIVNOLLO AAIND ADINTILLINLG [V
TIAMALLED AAMMEC. Miamaferncns oot 1m mra haneime nnmfaramnras Arnem lismass ¢tlan
1IN AIILD. 1 HLIICLIIAlLICS STl 111 lJl C=11Caili ls CUILICICTILICCY Lall 111t Lo
mmaailaillic. AL A oLhmnn mddmmemacios Aemnmaieme et dlaa cemnmnce lonAdier ¢4 o lhansies
puablUUI y Ul UCICIINC dllUchyb uldggl lg Uutl LLcC PlULCbb 1CdUlll tU a licalllg.
Yoo Wicnmoaio dha AT T mcoiood o tho ~nce mreacidae mgear o mra bkancima
1 YWIBCLIIL, UIC ALY dbblg 1CU LU LIIT CadC Plcblucb vCl d plc-ucauus
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INTERVENTION

ISSUE: State medical boards sometimes receive complaints involving poor-
quality care that do not compel them to pursue formal sanctions.
Reasons for these decisions might include a) the evidence is not
sufficient to sustain formal charges, b) the poor-quality care seems to
have resulted from a single lapse in judgment or technical skill, or c) the
maximum sanction would not be worth the resources necessary to secure
it.

QUESTION: What can State medical boards do to express their concern about the
quality of care provided other than pursuing formal sanctions?

PROMISING APPROACHES:

e HOLD AN OFF-THE-RECORD DISCUSSION BETWEEN THE PHYSICIAN
AND ONE OR MORE BOARD MEMBERS, PHYSICIAN STAFF MEMBERS,
OR EXPERT CONSULTANTS: Research has shown that face-to-face
discussion is the most effective method of changing physicians’ behavior.’
When a board is concerned about the care provided by a particular physician
but chooses not to press formal charges, it can use the physicians at its disposal
to explain its concern to the physician who provided questionable care.
Vermont uses physician board members for this purpose. New York uses
board members, staff medical consultants, or independent expert consultants.
California uses medical quality review committees which are regionally
organized groups made up of 60 percent practicing physicians and 40 percent
lay people (all are nominated by the medical schools, the board, or medical
societies).

e WRITE AN EDUCATIONAL LETTER TO THE PHYSICIAN EXPLAINING
THE BOARD’S CONCERN: In conjunction with or instead of the discussions
described above, boards can put their concerns in writing and send them to
physicians. These letters need not become public records, although they are
usually added to physicians’ permanent files. New York, Maryland, and
California are among the States using this approach. In California, recipients
of these letters must respond to the board’s concerns in writing. These letters
can serve as warning signals should further complaints be lodged against the
physicians involved. With identifying information removed they also could be
used as a preventive measure, educating all physicians about practice patterns
that the board considers questionable.

SKathleen N. Lohr (ed.), Medicare: A Strategy for Quality Assurance (Volume I),
Washington: National Academy Press, 1990, p. 292.
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ISSUE: Physicians who boards find in violation of the medical practice act may

have poor knowledge and skills in their fields. They need further
education if they are to continue or resume practice. But not all medical
schools are equipped for or receptive to training physicians who have
been identified as substandard. Traditional continuing medical education
is often perceived as ineffective for these physicians.

TION: How can State medical boards address educational interventions and

monitoring programs for physicians whom they have disciplined?

REFER PHYSICIANS TO INDIVIDUALLY-TAILORED EDUCATIONAL

PROGRAMS: An aspec; common to educational programs that board staff

intervention to physicians who have been disciplined, these programs diagnose
the physicians’ practice and personal problems and design a course of action to
meet their specific needs. Examples of individually-tailored programs include
the Remedial Continuing Medical Education Program in Madison, Wisconsin;
the Physician Prescribed Educational Program in Syracuse, New York; and a
course in pharmacology taught by a professor at the University of Minnesota.
R TAAAATINTTY T
NJANCRLANVN A A2iY24VI /LA VA1 1 2 A\
IMMUNITY
PROBATION MONITORS: In J FOR PROBATION MONITORS
some States, physicians are
: ’ . "Any health care provider..., hospital..., or
hesitant to accept assignments to : L .
. s N medical school that participates in a

b2 2TlaSabidatihal EICIAIANOS N TIPrY etalatel " N ' - Iy s
111U111VUL Pll Sivialis Uil le vuatiuvil, monitoring r remedianon Program ljor the
fearing lawsuits against them medical board] shall not be liable for the
stemming from the actions of the negligence of the monitored licensee in
probationers. The New York providing medical care pursuant to a
lagiclatiire addreccad thic canearn monitoring program.” (New York Public
nglD.ldlulC AUUl CodCU LD LUILILCLI i g
oo Tomey Lo Toces cometa Health Law 230)
(S€€ DOX). 1ine€ iaw granis
immunity to monitors and
requires physicians being
e e S . S SO ol | NNN s+ svvnleomemnntina tmorrrans~a
monitored to carry a minimum of $2,000,000 in malpractice insurance.
USE COMMUNITY HOSPITALS AS RETRAINING SITES: A peer reviewer

PR | - 1 3 3 1 [ o d al . 2 rmede mem svemnlals o £
at the Maryland medical society suggested that if boards are unable to find
N 1. N 11 . . P it ma e mmm AL b oY e
teaching centers willing to accept physwlans 1IN neea o1 oversignt anda retrainimng,
i1 Y 3 R IR SR ] . . e e em oo .U PR U - S G |
they should establish monitoring programs at community hospitals instead.

Keys to improvement in practice, this physician said, include not only forma

peers. Community hospitals can provide this interaction.
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of acceptable care in certain areas of widespread or egregious problems

e PUBLISH DETA
ANONYMOUS Db.SCRI ONS
OF IMPORTANT CASES: ln the
Netherlands, the courts publish
very detailed descriptions of
important cases in medical
journals (see box). If medical
boards published cases in this
manner, they could make clear
boards’ positions on certain types
of problems and discourage
physicians from continuing
inappropriate practices. Texas
uses this approach in a limited

fashion. It prints short summaries of complaints in a newsletter column titled

"Tllustrative Disciplinary Cases."

I R, RS Ry, a nrahlameo

find ways {0 reauce tnese pnub}c

312 S .21 .l mmleerncierneo
pluiinyg uidaiviu puoysiiain.

QUESTION: What can State medical boards do to make priyszcza‘m aware of boundaries

—— e Lt

t\o

Included in the articles that the Netherlands’
courts publish are detailed descriptions of:
«The incident leading to a complaint of poor
medical care;

ewhat the complaint was;

othe reasonmg of the person compmmmg;

> rencnnine nf oirrase vbha e

oihe reasoning oj the yuyou,uu‘i Wno IS accusea

of noor nrnrnrp

sand the reasoning of the court and its final
decision.

e CONDUCT EDUCATIONAL PROGRAMS: In 1984, the Oregon medical

board helped create an educational and research foundation. The foundation
conducts programs, workshops, and courses and produces audio cassettes and

reports on board-identified issues including prescribing of anti-anxiety
medication and chronic pain management. In 1989, Minnesota conducted
seven seminars on prescribing issues. There was a minimal registration fee for
attendees and all attendees received continuing medical education credits.
Attendance was very high at these sessions.

e USE NEWSLETTERS TO LICENSEES TO DISCUSS IMPORTANT ISSUES:

Minnesota and California use periodic newsletters and other publications to
communicate about key quality-of-care issues. For example, Minnesota has
produced articles on controlling cancer pain and prescribing controlled

substances.

California has a quarterly newsletter that usually addresses

important patient management topics. A recent newsletter discussed

combatting breast cancer.
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ISSUE: Many physicians are isolated from peer review because they do not
practice in hospitals, clinics, or other situations where informal and
formal peer review occur. These physicians can have quality-of-care
problems that go undetected until a severe incident happens that causes
a referral to the medical board or a malpractice suit. Even physicians
who are subject to regular peer review may have particular deficiencies
in their knowledge or ability that go undetected for long periods of time.

QUESTION: How can State medical boards identify and address quality-of-care
problems when physicians are isolated from the medical community or
when they have undetected deficiencies in their performance?

e CONDUCT PERIODIC REEXAMINATION OF PHYSICIANS: The New York
State Advisory Committee on Physician Recredentialing is finalizing a report
that recommends legislation requiring reexamination of all licensees every nine
years and reexamination of licensees 70 years old and older every three years.
Although there are different issues in specialty board certification than in e
licensure, it is interesting to note that the American Board of Internal Medicine
established a policy of periodic reexamination in 1990. This certification board
requires all persons certified in 1990 or thereafter to be reexamined every 10
years.

e AUDIT THE PRACTICES OF ISOLATED PHYSICIANS: The Canadian
provinces of the British Columbia and Ontario conduct random practice audits
of physicians, focusing particular attention on elderly and isolated physicians.
Physician consultants conduct detailed reviews of office procedures, facilities,
and patient care and then meet with the physician to go over minor
deficiencies. If the assessors find major problems, a peer assessment committee
may interview the physician also. Physicians often change their practices as a
result of this face-to-face interaction. Written reviews are forwarded to the
medical colleges (the equivalent of our medical boards). Although the colleges
regard their programs as non-punitive, physicians with QC problems are
referred to retraining programs. Often deficient physicians will voluntarily
retire or limit their practices after the reviews.
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the introduction, it is important to consider each approach we

in the context of a State’s own environment. What works well in one State
or at all in another. Yet, in closing, we must note that there are
States are indispensable to successful pursuit of QC cases.

One is adequate funding. If boards are to handle QC cases effectively, it is widely -
recognized that they must have access to a wide range of medical, legal, and

investigatory expertise and to computer and other resources. These are costly. State
medicai boards can use physician licensure and registration fees to raise the needed
funds, but their State governments must be willing to allow boards to set the fees they
need and to allow the revenue from the fees to be passed on to the boards. As we

have noted in other reports, that is often not the case.

The other factor, which may be the most important of all, is having sufficient will to
make a serious, ongoing commitment to QC cases. State legislators, executives, and
board members themselves must remain firmly rooted in the conviction that the
boards are responsible for protecting the interests of the public, not the physician
community. They must recognize that a more activist board posture in addressing QC
cases will generate some controversy and some pressures to pull back. At such times,
they must provide boards with the support necessary to persevere in carrying out their
responsibilities to the public.
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Assessed disciplinary practices by, among other things, examining key
changes taking place and impediments to improved performance.
"State Medical Boards and Medical Discipline: A State-By-State R

2~ —— P e Y ate 2

August 1990 (OEI-01-89-00562)

Profiled, State-by-State, the authorities and policies relating to discipline.

"Quality Assurance Activities of Medical Licensure Authorities in the United

States and Canada,” February 1991 (OEI-01-89-00561)

Provided an overview of the extent and type of quality assurance
activities being undertaken in the United States and Canada.

"Performance Indicators, Annual Reports, and State Medical Discipline: A

State-By-State Review," July 1991 (OEI-01-89-00563)

Profiled on a State-by-State basis the use and content of annual reports,
focusing on performance indicators relating to discipline.

*The Peer Review Organizations and State Medical Boards: A Vital Link
(Draft)," August 1992 (OEI-01-92-00530)

Reviewed the status of PROs’ efforts to provide boards with information
about substandard medical care.

"National Practitioner Data Bank: Usefulness and Impact of Reports to State
Licensing Boards (Draft)," October 1992 (OEI-01-90-00523)

Assessed the utility of National Practitioner Data Bank reports to State
licensing boards.






APPENDIX B

MEDICAL BOAF

Arizona State Board of Medical Examiners
2001 West Camelback Road, #300
Phoenix, Arizona 85015

(602) 255-3751

Arkansas State Medical Board
2100 Riverfront Drive, Suite 200

Lu.uc I.\Ubh, NMlDdb ILLUL

(501) 324-9410

Medical Board of California

1426 Howe Avenue, Suite 54
Sacramento, California 95825-3236
(916) 920-6393

Florida Board of Medicine

Mnmtan

1‘ ot mwuuu CLCHUC, FDU

1940 North Monroe
Tallahassee, Flarida 32399-0750

(904) 488-0595

Maryland Board of Physician Quality Assurance
P.O. Box 2571

Baltimore, Maryland 21215

(410) 764-4777

Massachusetts Board of Registration in
Medicine

Ten West Street, 3rd Floor

Boston, Massachusetts 02111

(617) 727-3086

Michigan Board of Medicine
P.O. Box 30192
Lansing, Michigan 48909

(517) 373-6650

Minnesota Board of Medical Exam
2700 University Avenue West, Sune 106
St. Paul, Minnesota 55114-1080

(612) 642-0538

Nevada State Board of Medical Examiners
P.O. Box 7238

awmda QQS1IN
l.\CllU, ucvaua o701V

(702) 688-2559

DS MENTT

TIONED IN THIS REPORT
New York State Board of Professional Medical
Conduct

Room 438, Corning Tower Building
Albany, New York 12237-0614
(518) 474-8357

North Carolina Board of Medical Examiners

~roas

Raleigh, North Carolina 27611-6808
(919) 828-1212

(S22 0 00 VAV

Ohio State Medical Board

77 South High Street, 17th Floor
Columbus, Ohio 43266-0315
(614) 466-3934

Oregon Board of Medical Examiners
620 Crown Plaza, 1500 SW First Avenue

1)
Portland, Oregon 97201-5826

(503) 229-5770

Rhode Island Board of Licensure and
Discipline

3 Capitol Hill, Cannon Room 205
Providence, Rhode Island 02908-5097
(401) 277-3855

: £ Al 1
South Carclina State Board of Medica
Examiners

P.O. Box 12245
Columbia, South Carolina 29211
(803) 734-8901

Texas State Board of Medical Examiners
P.O. Box 45805
Ausiin, Texas 78714-

(512) 834-7728

9134

Vermont Board of Medical Practice
109 State Street

Montpelier, Vermont 05609-1106
(802) 828-2673

Wisconsin Medical Examining Board

P.O. Box 8935

Madison, Wisconsin 53708
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