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1. 

2. 

3. 

QUARTERLY BOARD MEETING 

November 4-5, 2010 

Long Beach Memorial Medical Center 

Miller Children's Hospital 

Long Beach, CA 90806 


916-869-3377 

562-933-0102 


AGENDA 


Thursday, November 4,2010 

2:30 p.m. - 5:00 p.m. 


Friday, November 5, 2010 

9:00 a.m. - 2:30 p.m. 


November 5,2010 of 
meeting will be webcast. 

ORDER OF ITEMS IS SUBJECT TO CHANGE 

Action may be taken 
on any item listed 

on the agenda. 

Note: The Board may not discuss or take action on any matter raised during this public comment section, 
whether to matter on the agenda ofa fi/ture meeting. [Government Code Sections 11125.to 

11 7(a)] 

4. 

5. Mr. Heppler and Ms. Scuri 

6. Dr. Low 

The mission ofthe Medical Board oj'California is 10 protect health care consumers through the proper lice/Ising and regulation ofphysicians and 
surgeons and certain allied and the vigorous, objective enforcement ofthe Medical Practice Act, and to promote 

the Board's licensing and regulatory functiolis. 
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7. 	 Wellness Committee Update - Dr. Duruisseau 

8. 	 Licensing Committee Update - Dr. Salomonson 

9. 	 Physician Responsibility in the Supervision of Affiliated Health Care Professionals Advisory 

Committee Update and Consideration of Committee Recommendations - Dr. Moran 


10. 	 Physician Assistant Committee Update - Dr. Low 

11. 	 Federation of State Medical Boards Update - Ms. Chang 

12. 	 NominationCs) to Federation of State Medical Boards - Ms. Yaroslavsky 

13. 	 Telemedicine Pilot Program Status Report - Mr. Schunke 

14. 	 Licensing Outreach Report - Mr. Schunke 

15. 	 Presentation on and Tour of Miller Children's Hospital - Dr. Nicholas 

************************************************************************** 
Friday, November 5, 2010 

16. 	 Call to Order / RoB Call 

17. 	 Public Comment on Items not on the Agenda 
Note: The Board may not discuss or take action on any matter raised during this public comment section, except 
to decide whether to place the matter on the agenda ofa future meeting. [Government Code Sections IIIJ, 
I1l25.7(a)} 

18. 	 9:00 a.m. REGULATIONS - PUBLIC HEARING- Mr. Worden and Mr. Heppler 
Limited License Regulations: (CCR, Title 16, Division 13, Chapter 1, Article 4.5). This proposal 
establishes the procedures for the issuance of a limited physician's and surgeon's certificate, including 
the requirements for an independent clinical evaluation. 

19. 	 9:05 a.m. REGULATIONS - PUBLIC HEARING- Mr. Worden and Mr. Heppler 
Polysornnography Technologist Regulations: (CCR, Title 16, Division 13, Chapter 3.5 , Articles 1 
through 6). This proposal sets forth the requirements for the registration and supervision of 
polysornnographic technologists, technicians, and trainees as required by SB 132. 

20. 	 9:10 a.m. REGULATIONS - PUBLIC HEARING- Ms. Cady and Ms. Scuri 
Disciplinary Guidelines Regulations: (CCR, Title 16, Section 1316). This proposal amends the Manual 
of Model Disciplinary Orders and Disciplinary Guidelines to reflect changes in law, clarify existing 
language, and make technical changes to reflect the current probationary environment. 

21. 	 Board Member Communications with Interested Parties - Ms. Yaroslavsky 

22. 	 President's Report - Ms. Yaroslavsky 

23. 	 Health Care Reform Presentation - Mr. Schultz 
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24. 

B. 
e. 
D. 

2011 Update 
and Locations for 2011 

Dr. Salomonson, Mr. Frank 

Legislation 
A. 2010 
B. 1 

2011 

28. 

C. 
of Antigua - Mr. Worden 

Compliance Requirements 

Dr. 

29. 

30. 

for Probationary Licenses - Mr. Worden and Ms. Scuri 

31. Ms. Ehrlich 

B. 

Completion of Probation, Orders Issuing Public Letter 
Surrender During Probation 

Threadgill and Mr. 

34. -=-..:==-.:=.::..==:...:::.-======-=:.::.....::;::.=.=-==,;;;..:::;..-=-=-<-=== - Ms. Whitney 
A. Law 
B. 
e. 

35. Ms. Kirchmeyer 
Update 

roveCllon Enforcement Initiative (CPEI) 
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36. Agenda Items for January 27-28,2011 Meeting in San Francisco, CA 

37. Adjournment 

Meetings of the Medical Board ofCalifornia are open to the public except when specifically noticed otherwise in accordance with 
the Open Meetillgs Act. The audience will be given appropriate opportunities to comment on any issue presellted in open session 

before the Board, but the President may apportion available time among those who wish to speak. 

*********************************** 

For additional information call (916) 263-2389. 

NOTICE: The meeting is accessible to the physically disabled. A person who needs a disability-related accommodation or 
modifICation in order to partidpate in the meeting may make a request by contacting Cheryl Thompson at (916) 263-2389 or 

chervl.thompson(a)mbc.ca.gov or send a written request to Ms. Thompson. Providing your request at least five (5) business days 
before the meeting will help ensure availability of the requested accommodation. 
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AGENDA ITEM 4 
STATE AND CONSUMER SERVICES AGENCY - Department of Consumer Affairs Arnold Schwarzenegger. Governor 

MEDICAL BOARD OF CALIFORNIA 

Executive Office 


Medical Board of California 

Hearing Room 


2005 Evergreen Street 

Sacramento, CA 95815 


916-263-2389 


July 29-30, 2010 


MINUTES 


Agenda Item 1 Call to Order! Roll Call 
Ms. Yaroslavsky called the meeting of the Medical Board ofCali fomi a (Board) to order on July 29,2010 
at 8: 1a a.m. A quorum was present and notice had been sent to interested parties. 

Members Present: 
Barbara Yaroslavsky, President 
Hedy Chang, Secretary 
John Chin, M.D. 

Shelton Duruisseau, Ph.D. 

Eric Esrailian, M.D. 

Gary Gitnick, M.D. 

Sharon Levine, M.D. 

Mary Lynn Moran, M.D. 

Janet Salomonson, M.D. 

Gerrie Schipske, R.N.P., J.D. 


Members Absent: 
Jorge Carreon, M.D. 
Frank V. Zerunyan, J.D., Vice President 

Staff Present: 
Fayne Boyd, Licensing Manager 
Susan Cady, Enforcement Manager 
Candis Cohen, Public Information Officer 
Kurt Heppler, Legal Counsel 
Teri Hunley, Business Services Manager 
Ross Locke, Business Services Office 
Regina Rao, Business Services Office 
Anita Scuri, Department of Consumer Affairs, Supervising Legal Counsel 
Jennifer Simoes, Chief of Legislation 
Laura Sweet, Deputy Chief of Enforcement 
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Laura Sweet, Deputy 
Kathryn Taylor, Licensing 
Cheryl Thompson, 
Renee Threadgill, Chief of 
Linda Whitney, ~a'~~w· •• 

Paulette Romero, 
Valerie Moore, Discipline 
Letitia Robinson, .LJH,VU0U"f"> 

Arlene Kryzinski, 

Members of the Audience: 
Peter Bell, M.D., American 
Teri Boughton, California 
Claudia Breglia, California 
Yvonne Choong, California H."·....."".... n,.::..::n;'wUH1"'H 

Zennie Coughlin, Kaiser 
Frank Cuny, California 
Merv Dyrnally, Member of 
Karen Ehrlich, L.M., Midwifery 
Julie D'Angelo Fellmeth, 
Ben Frank, Benjamin 
Beth Grivett, P.A., 
Ruth Haskins, 
Alice Huffman, 
Kimberly 

Agenda Item 2 Introduction and Swearing in of New Board 
Ms. Yaroslavsky introduced Oath of Office to new Board 
Esrailian, a physician from UCLA was appointed by the Governor on 

CLOSED SESSION 

Agenda Item 3 	 Schlie, et ai. v. Medical Board o/California, et ai., Superior of 
California, County of Sacramento, Case No. 05AS03244 
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it current and useful. 

an applicant to prevent his or her application from being deemed abandoned by the Board. 
proposal would also require that applicants notify the Board of a change 

Ms. 

29-30,2010 

in recognition 
children. Dr. Pan 

and Physicians Together Program which teacnf~S 
about patients by understanding their 

in disadvantaged communities to prc)m()te 
consultant for the Sacramento City 
training to school nurses and 

public schools. 

award and thanked the Board for honoring work. 

5 Public Comment on Items Not on the "'J;:;.'IIOU""<I 

would consider and 

California for 
physicians' rights to .......""TU· .. 

motion rnr'YIP,{1_ 

to amlenO 
.,."',5"...." .. "T"" as described in the notice published in 

sent by mail to those on the 
was July 30,2010; the hearing began at 

Drc)Uc,sal would amend the regulation related to the abandonment of 
Specifically, this rulemaking will replace obsolete, 

with concise language that establishes what actions are necessary on 

address within 
noted a minor amendment to the lettering values within the regulation. 

comments were received by the July 26, 2010 deadline. No oral testimony was 
public hearing. Ms. Yaroslavsky closed the hearing. 

Dr. Levine made a motion to adopt the proposed changes to the regulations as amended; 

CA 95815-2389 (916) 263-2389 Fax (916) 263-2387 



the many years of 
was appointed to 

as the President of the 

as 

creation and support of the Program, which provides an 
economIC Incentive newly """,-,,,.,,",u pn'v:m;UU1S in underserved areas. Ms. 
Yaroslavsky presented Dr. Board members and staff as a token 
of gratitude for his many 

Dr. Gitnick thanked the Board and 
responsibilities and challenges 

suggestions for the future, 
legislative relations committee. 
for Board members, working more 
regular, objective audits of 
the Board to two years. 

Board has faced and accomplishments 

Medical Board of 
Meeting Minutes from July 29-30,2010 
Page 4 

Agenda Item 8 Board Member Communications with Interested Parties 
Ms. Yaroslavsky reported that City ofHope's medical director, 
chief executive officer and team regarding their move to a me,Q1C;al 
foundation model from their She met with Gil on 
Board's opposition to SB 1410, remove the limitation that an applicant 
licensure must pass Step III 
On July 13,2010 Ms. 
Stiger, his deputies, 
discussed included a 
DCA-sponsored 

calls will 

Agenda Item 9 President's 
Ms. Yaroslavsky reported the met on July 29, 2010. Four physician 
experts addressed ,",... '-' ...."'.11<;:" both public on 
hepatitis. All physician AV,,,,,,,,,tco 

will follow up to determine .,n,,,r"'..,M 

Ms. Yaroslavsky acknowledged LJ''-'UU"", 

newly revised and published 
physicians are mailed a 
the law. 

Information Analyst, for creating the 
Practi ce ". Newly 

......,,,'v... guide on how to 
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prl"{JUJ'f'V! slLevine. were 

Meeting 2010 
Page 5 

the Board 
Election of Officers 

at the July meeting to the date it holds 
the last of the year to its July meeting. Board 

also voted that the newly elected officers officially enter these positions at the conclusion the 
July 

Dr. Gitnick nominated Barbara Yaroslavsky for the ofPresident; slSalomonson. 
There were no other nominations. Yaroslavsky was elected as President ofthe Board by 
unanimous vote. 

Ms. Chang nominated Frank Zerunyan for the position President; slSalomonson. 
There were no other nominations. Mr. was PI#I'PTIf)'U as Viee President ofthe Board 
by unanimous vote. 

Dr. Salomonson nominated Hedy Chang for 
no other nominations. Ms. Chang was eleere'lI 

Itemll 

Budget Overview 
Ms. Whitney directed members to 
1 packets. FY 

of the 

Board VvU",,",,", on page 
a 

salaries. 
reserve 

Under eXIJenonure:s, Probation Monitoring 
the 

was asked to return with a proposed 
,",UI,UU.lI.UlU'L'" of the 

that was approved with no 

program; a has been 

Additional 

documents), 
help) order to 
Subcommittee to 
no proposal has 

licensing and 
"u,,-,.... n r'>."""O'" System/Scanning of 

(classified as temporary 
met with Budget 

aUlnnemaWDns will impact fund reserve, hence, 

B. 	 Staffing Update 
Whitney reported vacancy rate 

interviews has completed for 
expects to have the position filled by 
been filled or individuals 
Deputy Director position will remain vacant 

for hire. 
have 
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C. Plan: Consideration of 2011 Update 
Ms. Whitney reported she will provide a plan for the timing of Plan Update at 
the 2010 meeting. The Department has offered to developing 
the plan through its SOLID Division. Ms. Whitney will work with Ms. Yaroslavsky to establish 
a to on the update. 

D. Potential Board Meeting Dates for 2011 
Members to the 2011 located on 

forward suggestions on 
ass(eSSt~a at the November 2010 pX"""""""M 

Ms. Whitney provided a copy of the Executive Office to close state 
Medical Board, on the second, Friday of each month, 

O. 

invited guests to provide their presentations, the agenda items below are 
listed in 
**Due to 'tll'UU: 

they were presented. 

Initiative, delivered 
Education 

are three components 
MediCare 

The bill 

at same 

coverage to 32 million individuals by 19. In California, up to 
uninsured could be covered. The cost would dollars over 10 

reducing the federal deficit by $1 billion dollars. Ms. Boughton 
provided an overview of the provisions of the bill, including requirement that all Americans 

health (with limited exceptions), that health be created to 
provide options for the purchase of insurance and to administer subsidies, and that Medicaid 
(MediCal undergo major expansions. Effort requirements are 
imposed on states so that programs such as Healthy reduced; this adds to 

Increases in MediCal care providers are 
increase will be federally 201311 Insurers cannot 

challenges. 

condition requirements and are limited on rates they are allowed to 
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are also new 

subsidies and 

Medical Board of California 
Minutes from July 29-30,2010 

employers. 
are changes in 

may remain on their ...."''<'''nt'' 

tax to enforce 

how the 
uninsured individuals 

agreed this will present a 
being contemplated include using nrn,""1 nurse practitioners 
(with supervision) to perform some telemedicine, 
particularly in underserved ""'TIn'n," in 

the impact these 

Legislation 

Ms. Whitney directed Members to 
packets. noted the Disciplinary 

",h-",..,,,, set by law. 

the regulation packet 
Staff and legal counsel 

within 

Regulatory .............. 
150 of their 

concerns over some 
"'T!""I>" Law wanted 

on the regulations during 
August in order to ~l'If'1"P.'~(;l 

B. 
Ms. 

III 

III 

clarifYing amendments 
sunset date of the two 
years until January 1, 

are anticipated. 

Q"',"'M,nrn,"'M',,, that are technical 

III a 
education 
a neutral 

Chang's concerns over hepatitis 
education, Ms. Yaroslavsky reC:OITlm lencled that the Board not position to begin 
mandating continuing medical (CME) credit. She should 

participate in "getting out" on hepatitis diagnosis 
possibly through the Education or to Care Committee. 

behavior. 
that an issue has 

more thorough to create awareness 
patients and physicians more effective. 

changes 
sense of 

a broader and 
information on the 
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8 
Meeting 

• 

29-30,2010 

and carried. 

AB 2386 Armed 

or eOlJCanOnal Df()gr·am """'''ErL...".. 

agreement must 
provisions and 
neutral nA,,,tu," 

would allow non-

Ms. Chang made a motion to take a neutral position on motion was seconded 

state 
and underinsured Californians on a ", ...r,rr_T'''''''''''' a sponsonng 
entity that with specified T'f'fl,lln'Prrlf'n Practitioners required to 
register with the respective board Staff reCC)mlnen 
position of "neutral if amended" to 
entities 

that 

"' ....'....n'" Appropriations ",",va...,.. next 
a to an 
be authorized to practice without a 

more information, a fee for 
be set by board or 

authorization of proposed 

nlu.,.,,",.n,,"rp m. 

was no payment to the nr"f'ht"A'" 

interpreted. 

Various Members their opposition to bill. 

Dr. Levine a motion to oppose 2699; slSalomonson; motion ..,u-nPfI. 

• SB 294 DCA: Regulatory Boards - Sunset Dates 
This bill sunset review dates on various DCA regulatory bureaus, 
including Board. The Board's sunset date would change from 2013 to 2014" 
No position is 
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Low reported 
help understand the 

- ....~'O [m~se:l1tation on the 

and the investigation COlmJlion.enlts 
Probation 

Board of 
Meeting Minutes from July 2010 

Enforcement LO'mlnlttee and Consideration of Committee 
Recommendations 

Low reported the 
recommends that Full 

Committee 
the Enforcement 

Enforcement will act as an resource and body to members of 
the Medical Board its enforcement program educating board and the public 
on enforcement processes and by identifYing program improvements in order to enhance 
protection ofhealth care consumers. 

EnforcementLow made a motion the Board adopt 
Committee; slLevine. 

Yaroslavsky "''''f''F.''''''''''''U the word the statement. 

Dr. Low amended his motion to accept this Lru.,...",'&. slSalomonson; motion carried. 

Commi ttee also 
Davis Medical ;:SClt10()L . . 

IS prepanng an 
Low believes this 

Program to 
h ..1·n,~'",n the enforcement operations in the field 

next training presentation will focus on 
conditions of probation are 

"" ...r>rrr,,,,,,, audit. how 
reported the 

are comparable to 

and a program report. Dr. 
whether other clinical assessment programs 

Committee Update and Consideration of Committee 
Recommendations 

Salomonson ...",..,ArT"'''' 

that 
met on July 29, 10. 

a public hearing 
license. 

Committee voted 
November 5, 2010 

Dr. Salomonson made a motion to accept the Committee's recommendation and set the 
limited practice license matter for regulatory at the November 2010 meeting; 
slChang; motion carried. 

Committee also 
the November 201 0 meeting to 

a public hearing 
technologists. 
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of 

"'1"£'ctr,,,",, operational. 
in Sacramento on August 17, 

{'t>t'n'I'Ynn,p",.;, which can be used by 
OU'[COmf~S from this at the 

Medical Board California 
Meeting Minutes July 29-30, 10 

10 

Ms. Chang a motion to the Committee's recommendation and set the 
polysomnographic technologists matter for regulatory hearing at the November 2010 meeting; 
slLevine; motion carried. 

Other items Vl"''''Y,:>''''''V by the 
applications 
(BPR). 
Kathryn an update on 
Humphreys discussed the possibility 
Board's online physician profiles 
the regulatory regarding the 

Agenda Item 28 

Future include 
polysomnographic technologists. 

Wellness Lo,mlHUtee 

standards 
implemented, 
directly forwarded to 
actions, including denials, to the National 
Committee has the data bank or 

continuing 
Administrative 

arrest documents are now 
to report all 

CME every two or may maintain certification through 
Certification Physician Assistants. notice has been sent to 
posted on the web site regarding new requirements. 

Sacramento, CA 95815-2389 (916) 263-2389 Fax (916) 263-2387 



PAC 

may now 

approval 

Medical Board California 
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amending the Citation-and-Fine Program. 
which the Committee may issue a citation was ""","'."'"""'U 

for any violation of the Medical Practice Act. 

next 

Agenda Item 30 Federation of State Medical Boards Update 
Ms. Federation State Medical (FSMB) 

...,<A."UU.LVlLC>VH serves on the Education Committee, 
"""',,,..,,., on the Nominating Committee. Ms. 

","<:'n...", (MOL) most important issue currently 
v"",,,v.:! to implementation: Phase I will ~v~.. ""..>u 

II will Of'lf'l'..t300 U"'v~,""'H 

Agenda Item 27 

California 

Assistants, 

.,.""",,,,,. ...1111 of Affiliated .L............... 
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Discussion was 

Medical Board of 
July 29-30,2010 

Page 12 

interests and opinions were all represented at the meeting. 
supervision to and education of physicians and the mid-level 

and more. This was primarily an 

Agenda Item 17 Update on Governor's Job Creation 
Ms. Whitney t1,,-."l"t,,t1 to summary of eXt)en'01t1 
Initiative In March 

deficiency. 
continue to drop with a goal ofhaving all 

her 

review 
goaL Pending mail 

within one week 
or sooner. 

19 Special Faculty Permit Appointment 
by 2168.1(c) of the B&P Code, a Special Review Committee 

was established by the Board to review and make applicants for a 
special faculty This permit is a special classification that allows California 
medical to recruit top ranked medical professionals that are eminent in their fields but 
that may not qualify for licensure in California; pennit physician to practice only at 
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motion rlU·"'~ja. 

Medical 
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the medical school. The physician can renew hislher permit just as 
state 

a 
are approximately 16 individuals in 
of two members of the Board (one physician 

one representative from each of the medical 
qualifications of the applicant. 

....r.fT1"'>rn Manager, reported the 
California has nominated Dr. 's 

{711·nU~·K made a motion to approve 's nOJmll'laljlOn to UV''''''~'~~ Faculty Permit 

mfJ'nU'R to n',u.....'''''' 

..,o1'...n""£O,,.,," to 
the Bastyr University Department ofMidwifery 

2010; slLevine. 

support for 

Ms. Yaroslavsky the motion carried. 

TheUio::>",a~.",o::>. 

develop information on best servIces 
health care information as bill required the 

Legislature with findings and one calendar year 
after commencement date of the pilot. Ms. Yaroslavsky to tab 15 in their 
packets for Annual Report to the Legislature. two Annual Reports will 

effectiveness of the pilot. The final report in summer of2012 will include a 
pilot and evidence-based rp(',('IIT'I"m 

evaluate 
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area of rural, underserved 
the importance of 

Manager Glee Van Loon, 

14 

Board of California 
Minutes from July 29-30, 10 

Nuovo, UC Davis, is principle investigator of the team guiding the project. 
Nuovo provided a summary of during the 

represents the 
Program, ,-/VA"V' Health Care Policy and 

pilot on a provision of modem 
self-management education and training classes with diabetes living in a 

in northern California. The pilot 
health coaching exacerbations of chronic 

and supporting lifestyle and behavior change. ...,,,,u,,,,,,.. issues were discussed by 

mana:gernel1t tools, initiating 
to be held 
credit is planned 

attending these sessions. 

Levich, MSN, Director 
advisor for the health 

teaching, 

Davis, serves as the 
eOll.lCfLtOlrs work with patients 

their chronic 
discussed their role 

Nuovo noted the pilot 
or not intervention is "'L.'~"''' 

would be used to 

Education Foundation to 

the impact of the intervention. 
for evaluating whether 

physician 
Nuovo 

He suggested 
Costs will be 

Webcasting might be 
network. He 

private industry could set and self-supporting. 
Dr. Nuovo indicated this would outcomes from the 
pilot. 

echoed Dr. Low's comments. noted the Center 
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order to accommodate the comments, feedback, and data that the school receives on the 
performance of their students. He concluded by stating he believes that AUA has demonstrated 
through the submitted material sufficient information from which the Board can conclude that no 
site visit is necessary. Nevertheless, AUA would welcome a visit by the Board to their campus 
and hospitals in order to ensure that they are fully qualified. 

Jagbir Nagra, Executive Dean, and Dr. Peter Bell, Executive Clinical Dean and Vice President of 
Academic Development, also offered public comment welcoming the Board to conduct a site 
visit of AUA. 

Dr. Low amended his motion to authorize the Executive Director and Medical Consultant to 
set up a fiscally responsible site visit, ifdeemed necessary, after the Medical Consultant's 
review ofall requested information so the Board can move forward with UA's application 
for recognition; slEsrailian; motion carried. 

Agenda Item 20 Discussion on Midwifery Barriers to Care 
Ruth Haskins, M.D., member of the Midwifery Council, provided an overview of 
barriers to care as reported by midwives that limit their ability to care for their clients. The 
obstacles include issues such as difficulty in securing diagnostic lab accounts, registering 
homebirths with the local County Registrar, obtaining syringes, IV equipment, oxygen, and 
necessary injectible medications, and more. The Committee requested permission from the 
Board to investigate these barriers and develop possible solutions. 

Dr. Levine made a motion to authorize the Midwifery Advisory Council to form a Task Force 
to review the various barriers to care and develop possible solutions; the motion was seconded 
and carried. 

Agenda Item 12 Board Evaluation Presentation and Discussion 
Ben Frank reported that in July 2009 Board authorized the Executive Director to undertake an 
evaluation of the Medical Board's programs. Mr. Frank's firm was contracted to conduct the 
assessment, which began in November 2009. A draft final report was delivered to Board 
management in 2010. The purpose of the study was to review the Board's organizational 
and management structures and core programs to identify strengths and weaknesses of current 
operations and develop recommendations for improvements. The scope of the project also 
encompassed a review and analysis of the sufficiency of fees, the value of services provided by 
external agencies and contractors, and identification of functions that could possibly be 
eliminated to enable redirection of resources to more critical functions. A survey was 
disseminated to Members to assess the Board's governing structure; however, a sufficient 
number of completed surveys were not returned by the end of June to enable development of any 
findings, conclusions, or recommendations in this area. 

With respect to the sufficiency of the Board's licensing fees and fund reserves, results show that 
within two to three years the Board's reserves are likely to decrease to a level equivalent to less 
than four months of operating expenditures. Consequently, an adjustment to fees is not 
supported at this time. 
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The staff in the Central Complaint Unit, although short staffed, stepped up and covered their unit 
with no loss in productivity. Ms. Threadgill made special mention of Ramona Carrasco, 
Sharlene Smith, Fred Holbrook, Mike Ginni, Keith DeGeorge and Christina Haydon for their 
efforts. 

The Discipline Coordination Unit processed 95 pleadings and 91 Decisions and Orders during 
the past quarter. The Operation Safe Medicine Unit (OSM) and the former Diamond Bar Office 
have relocated to the San Dimas Office location. OSM recently seized more than $100,000 of 
contraband contact lenses and participated in the arrest of nine unlicensed individuals who were 
illegally selling them. All of the cases were filed with the District Attorney or City Attorney. 
This was a significant coup for public protection in light of the growing fad stemming from a 
"Lady Gaga" video. 

The Office of Standards and Training (OST) is currently working on a variety of projects that 
will benefit the district investigative staff, including a statewide investigator training conference 
planned for October 2010. In addition, a new evidence policy and database for tracking evidence 
is almost complete and background investigations are being completed in record time. 

The "Aged Case Council" concept continues to be effective. Since implementing this concept 
the overall case age average has been reduced by 25 days. 

There was an overwhelming response to the recent advertisement for Medical Consultants that 
appeared in our Newsletter. Ms. Threadgill expects an abundant number of well-qualified 
physicians for the vacancies in Tustin, Fresno, and San Jose. 

The Department has obtained a biological fluid testing contract that is in addition to the testing 
contract the Board has obtained. This affords the maximum amount of flexibility for the 
probationers who are subject to this condition ofprobation. 

D. Consumer Protection Enforcement Initiative (CPEI) 
The Consumer Protection Enforcement Initiative (CPEI) is sponsored by the Department. As a 
result of this initiative, it is likely that the Board will gain 22 additional, non-sworn enforcement 
positions to assist in reducing the time it takes from receipt of a complaint through the 
prosecution. 

Ms. Kirchmeyer, Deputy Director of Board Relations, Department of Consumer Affairs, 
reported the Department has obtained approval for 140 CP EI posi tions overall for all of the 
healing arts boards. The Department is asking the boards to begin the recruitment process for 
filling these positions. DCA has begun to gather information and statistics on performance 
measurements including cycle time, volume of complaints, costs, customer service and probation 
monitoring. These measurements will be posted on each board's web site beginning in October 
2010. The BCP for the BreEZe Project was approved and is moving forward. Ms. Kirchmeyer 
noted SB 1111, the legislation that carried many of the changes the Department was hoping to 
make in the enforcement process, was defeated. The Department is asking the boards to move 
forward with regulations to implement any of the provisions from SB 1111 that they can. Since 
many of the proposals in the bill were based on the Medical Board's existing practices, there are 
a limited number that the Board will need to address. 
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Ms. Yaroslavsky asked for an update on Cooperative Personnel Service's review of the 

Department's Human Resources section. Ms. Kirchmeyer indicated the Department is 

undergoing a contracted review of its human resources area and its personnel staff in order to 

address problems that have been identified. Evaluations are currently being collected from the 

various boards. Ms. Kirchmeyer said she would check on the status and report back to the 

Board. 


Agenda Item 32 Agenda Items for November 4-5, 2010 Meeting in Long Beach, CA 

Dr. Moran requested a discussion on the void created by the termination of the Diversion 

Program, in that, currently, there is no way to ensure rehabilitation of physicians and 

simultaneously protect the public. 


Ms. Yaroslavsky thanked staff for their hard work on the Board's behalf and in service to the 

people of California. 


Agenda Item 22 Adjournment 

There being no further business, the meeting was adjourned at 2:00 p.m. 


Barbara Yaroslavsky, President 

Hedy Chang, Secretary 

Linda K. Whitney, Executive Director 
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State of Califomia 
Medical Board of Califomia 
2005 Evergreen Street, Suite 1200 
Sacramento, Ca 95815 
www.mbc.ca.gov 

Memorandum 

Date: October 12, 2010 

To: Board Members 

From: Kevin A. Schunke 

Subject: Update on UCDIMBC Joint Telemedicine Pilot Program 

In 2007, AB 329 (Nakanishi) authorized the Medical Board of California (Board) to establish 
a pilot program to expand the practice of telemedicine in California. The purpose of the pilot 
is to develop methods, using telemedicine, to deliver health care to persons with a chronic 
disease. The pilot also shall develop information on the best practices for chronic disease 
management services and techniques and other health care information as deemed 
appropriate. 

On July 1, 2009, the Board entered into a contract with the University of California, Davis 
(UCD), of which the UCD Health System (UCDHS) is a major partner. The UCDHS Chronic 
Disease Management Program (CMD), in collaboration with the UC Davis Center for 
HealthCare Policy and Research (CHPR) and UCDHS Center for Health and Technology 
(CHT), was to develop a telemedicine model for the provision of modern diabetes self
management education and training classes for patients with diabetes living in a 33-county 
area of rural, underserved communities in northern and central California. 

At the July 2010 Board meeting, a presentation was made by Dr. Jim Nuovo, the team's 
principle investigator, and several of his team members, presenting the first annual report 
and an update of current activities. 

Since that meeting, the following activities can be reported from the participating health care 
clinics. The UCD team has set a goal of having 18 sites participating in the pilot. 

Sites committed to participating in the pilot and started the process: 
1. Sierra Family (Nevada City, CAl has completed 8 classes. There were 68 
recruited and 33 attended classes; this no-show rate is similar to that of diabetes 
education classes at UCD. Follow-up surveys have been sent to a majority of the 
participants. 
2. Western Sierra Family (Downieville, CAl held their second class mid-October. 
The follow-up surveys have been sent to the participants of the first class and the 
second class will receive theirs shortly. An unexpected issue was identified with 
regards to participants' mailing addresses versus their home addresses: some 
participants used a mailing address, others provided a home but indicated that there 
was no mail delivery to that address (some rural address do not have mail delivered 
by the US Postal Service and those residents must use a PO box). This new 
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information required discussion for the need to collect both addresses for reporting 
outcomes related to the participants' location relative to the clinic and would require 
an adjustment to the survey questionnaires and the master database. 
3. Eastern Plumas (Portola, CAl has had numerous issues including telemedicine 
equipment relocation, securing the telemed -line using VPN, the site "champion" being 
unavailable, etc. Recent discussions confirmed they want to move forward with their 
participation but will designate a new site champion. They need a bit of time to work 
through their logistics then they will move forward. 
4. Karuk Indian Health (Yreka, CAl willi have their first class in late-October; they 
still are working to determine the kick-off date. Like staff at numerous small clinics, 
the site champion only works a part-time schedule. 
5. Lassen Medical Group (Red Bluff, CAl will have a kick off meeting soon-they 
have postponed two previously-set dates as they work through internal logistics. 
They likely will kick off by early November 

Sites committed but not yet operational 
1. Miners Family Health (Grass Valley, CAl 
2. Adventist Health Community Care (Hanford, Home Garden, CAl 
3. Tahoe Forest (Incline Village, CAl 

In discussion for potential participation or to seek other leads: 
1. Mountain Valleys (Tulelake, CAl 
2. Redwoods Rural Health Center (Redway, CAl 
3. Northeastern Health Center (Susanville, CAl 

New outreach efforts and follow up to be made: 
1. Dr. Sylvia Diego (Member, Medical Board of California and Chief Medical 
Officer at Golden Valley Health Centers) 
2. California Primary Care Association 
3. Health Alliance of Northern California 
4. California Telehealth Network 
5. Tulare County Medical Director of Primary Care 
6. Dr. Alan Nakanishi, author of the legislation which created the pilot 

Miscellaneous issues: 
1. Trying to solidify placement of a medical student from the UCD Rural Prime 
program who will work on the pilot as an intern 
2. Database is completed and data is being input. Need to address some 
issues as they arise when surveys are returned. 
3. Team is working on "exit interviews" to be given to site champions. 

This summary is current as of the last team meeting held during the last week of 
September. If I can provide further input before the meeting, please contact me at (916) 
263-2368 or via email : Kevin.schunke@mbc.ca.gov. Otherwise, I look forward to your 
questions in a few weeks. 
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STATE AND CONSUMER SERVICES AGENCY - f)PJ111rlll'l£nt 	 Arnold 

MEDICAL BOARD OF CA-LIFORNIA 
Executive Office 

AGENDA 

LIC NSING OUTREACH AND 

INFORMATIONAL MEETINGS 


Tuesday, November 16, 2010 Wednesday, November 1 2010 
Permanente Northern California Kaiser Permanente Orange County 

1950 Franklin St, Conf. Room E, 2nd Floor 3460 LaPalma Conf. 3-4 
Oakland, CA 94612 Anaheim, CA 92806 

(for tel: (510) 625-4762) (for directions, tel: (714) 381-5312) 

AGENDA 

10:30 am to 1 :00 pm 


(or until completion of business) 


1. 	 Welcome and Introductions 

2. Meeting Objectives 

and Timelines 


I-'n)O()SElO Improvements to and 


3. 	 Current 

5. 	 Common Licensing Pitfalls Delaying Licensure 

6. 	 Teaching Hospitals' Residents' Expectations 


Medical Board's 
 and Commitments 

8. 	 Questions Answers 

Meeting.v Act. The audience will be appropriate opportunities to comment on any issue before the Board, but the 
available time amon those who wish to 6 eak For additional in ormatioll, call 9J6 263-2389. 


NOTICE: The is accessible to the phy.5ically disabled. A person who Ileeds disability-related accommodations or modifications in 

order to participate in the make a request to the Board no later than five days before the by contaclrlnp 


Kevin A. Schunke at (9J6) 263-2368 or sending a written reqlu'st to Mr .Schunke at the address below. 

Re ues/s or urther in ormation should be directed to the same address and tele hone numher. 
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Arnold Schwancne2ger, GovernorSTATE AND CONSUMER SERVICES AGENCY - Department a/Consumer Affair~' 

MEDICAL BOARD OF CALIFORNIA 

Executive Office 


October 21,2010 

To All California GME Deans and Directors: 

The Medical Board of California (Board) is continuing this year with another outreach to 
the Graduate Medical Education staff at California's teaching hospitals. We invite you to 
attend an informative meeting and discussion regarding the Board's Licensing Program 
and processes. We welcome your input and suggestions as we are continually seeking 
ways to improve the Licensing Program. 

The dates and locations for the two scheduled meetings are as follows : 

Tuesday, November 16,2010 

10:30 am to 1 :00 pm 


Kaiser Permanente Northern California 

1950 Franklin St., Conf. Room E, 2nd Floor 


Oakland, CA 94612 

(for assistance with directions, tel: (510) 625-4762) 


Wednesday, November 17,2010 

10:30 am to 1 :00 pm 


Kaiser Permanente Orange County 

3460 E. LaPalma, Conf. Rooms 3-4 


Anaheim, CA 92806 

(for assistance with directions. tel: (714) 381-5312) 


The licensing of physicians and surgeons is one of the Board's core mandates. Last 
year, when we held the first of these GME outreach meetings, it was obvious that we 
were not meeting your expectations - nor ours - to get applicants licensed in a timely 
manner. However, with input from those who attended the 2009 GME meetings, and 
with the implementation of new technologies and other internal process changes, we 
are proud to have made significant improvements in our customer service. 

As of last week, applications filed by US and Canadian medical' schooll graduates were 
being reviewed just 36 calendar days after receipt; applications submitted by 
international medical school graduates were being reviewed within 49 calendar days. 
This is a significant improvement from last year, when the initial review of applications 
was being conducted more than five months after receipt! 
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Nevertheless, there are areas in which we are sure we can continue to improve. We 
recently have begun the process of revising our application for physicians and surgeons 
to make it more user-friendly. Soon we wi!'! be requesting the names of your residents 
and feUows who need licensure by next summer (our annual matrix). And we continue 
to develop and implement internal changes to streamline the process. Yet we hope 
that you, the GME Deans and Directors with whom we work hand-in-hand as your 
residents apply for licensure, can offer more insight and suggestions as to what we can 
accomplish as we move forward with enhancements. 

To receive your feedback, address your concerns, and answer your questions, I will be 
attending these meetings. Other Board staff attending the meetings will be Curt 
Worden, Chief of Licensing; Breanne Humphreys and Letitia Robinson, Licensing 
Managers; and Kevin A. Schunke, Licensing Outreach Manager. 

We hope you or your representative(s) will attend to engage in a dialogue as we strive 
to meet mutual expectations. We can accommodate up to two representatives per 
teaching hospital. To ensure we have adequate space, please RSVP by November 9, 
2010 indicating who wiH be representing your hospital and which meeting they will 
attend: please contact Mr. Schunke at kschunke@mbc.ca.gov to send your RSVP. 

If you have questions about the meetings, you may contact Mr. Schunke via his email 
or at (916) 263-2368 or Mr. Worden at curt.worden@mbc.ca.gov or at (916) 274-2986. 

We look forward to seeing you at one of these meetings. 

Sincerely, 

Linda K. Whitney 
Executive / tor 
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AGENDA ITEM 18 


TITLE 16. Medical Board of California 

NOTICE IS HEREBY GIVEN that the Medical Board of California (hereinafter referred to 
as the "Board") is proposing to take the action described in the Informative Digest. Any person 
interested may present statements or arguments orally or in writing relevant to the action 
proposed at a hearing to be held at Long Beach Memorial Hospital Miller Children's Hospital, 
2801 Atlantic Avenue, Long Beach, California 90806, at 9:00 a.m., November 5,2010. Written 
comments, including those sent by mail, facsimile, or e-mail to the addresses listed under 
Contact Person in this Notice, must be received by the Board at its office not later than 5:00 p.m. 
on October 25, 2010 or must be received at the hearing. The Board, upon its own motion or at 
the instance of any interested party, may thereafter adopt the proposals substantially as 
described below or may modify such proposals if such modifications are sufficiently related to the 
original text With the exception of technical or grammatical changes, the full text of any modified 
proposal will be available for 15 days prior to its adoption from the person designated in this 
Notice as contact person and will be mailed to those persons who submit written or oral 
testimony related to this proposal or who have requested notification of any changes to the 
proposal. 

Authority and Reference: Pursuant to the authority vested by Section 2018 of the 
Business and Professions Code, and to implement, interpret or make specific Sections 2088 
and 2441 of said Code, the Board is considering changes to Division 13 of Title 16 of the 
California Code of Regulations as follows: 

INFORMATIVE DIGEST/POLICY STATEMENT OVERVIEW 

Adopt Sections 1315.50,1315.53, and 1315.55 in Article 4.5 in Chapter 1 of Division 13 of 
Title 16, Cal. Code Regs, relating to the Limited Practice License. 

The Limited Practice License does not exist in current regulation. 

This proposal sets forth the requirements and criteria for the limited practice license. 
Legislation, AB 501, effective January 1, 2010, authorizes the Licensing Program to issue a 
limited practice license to an applicant for licensure who is otherwise eligible for a medical 
license in California but is unable to practice all aspects of medicine safely due to a disability. 
Parallel language was also prepared to ensure the limited pract'ice license issuance criteria is 
consistent with the criteria for the current disabled status. 

FISCAL IMPACT ESTIMATES 

Fiscal Impact on Public Agencies Including Costs or Savings to State Agencies or 
Costs/Savings in Federal Funding to the State: None 

Nondiscretionary Costs/Savings to Local Agencies: None 

Local Mandate: None 

Cost to Any Local Agency or School District for Which Government Code Section 17500
17630 Require Reimbursement: None 
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Business Impact: The Board has made an initial determination that the proposed 
regulatory action would have no significant statewide adverse economic impact directly 
affecting business, including the ability of California businesses to compete with 
businesses in other states. 

Impact on Jobs/New Businesses: 

The Board has determined that this regulatory proposal will have a small 
impact on the creation of jobs given that it will allow a physician who may not be 
eligible for a full and unrestricted physician's and surgeon's medical license due 
to a disability the opportunity to apply for a limited practice license and practice 
medicine in California. 

The Board has determined that this regulatory proposal will not have any impact 
on the creation of new businesses or the elirnination of jobs or existing 
businesses or the expansion of businesses in the State of California. 

Cost Impact on Representative Private Person or Business: 

The Board is not aware of any cost impacts that a representative private person 
or business would necessarily incur in reasonable compliance with the proposed 
action. 

Effect on Housing Costs: None 

EFFECT ON SMALL BUSINESS 

The Board has determined that the proposed regulations would not affect small businesses. 
The Board does not license businesses, the Board licenses individuals; therefore, there is no 
impact on small businesses or any business. 

CONSIDERATION OF ALTERNATIVES 

The Board must determine that no reasonable alternative it considered to the regulation or that 
has otherwise been identified and brought to its attention would either be more effective in 
carrying out the purpose for which the action is proposed or would be as effective and less 
burdensome to affected private persons than the proposal described in this Notice. Any 
interested person may present statements or arguments orally or in writing relevant to the above 
determinations at the above-mentioned hearing. 

INITIAL STATEMENT OF REASONS AND INFORMATION 

The Board has prepared an initial statement of the reasons for the proposed action and has 
available all the information upon which the proposal is based. Copies of the initial statement of 
reasons and all of the information upon which the proposal is based may be obtained from the 
person designated in the Notice under Contact Person or by accessing the Board's website: 
http://medbd.ca.gov/laws/regulationsproposed.html;. 
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TEXT OF PROPOSAL 

Copies of the exact language of the proposed regulations and of the initial statement of reasons, 
and all of the information upon which the proposal is based, may be obtained at the hearing or 
prior to the hearing upon request from the person designated in this Notice under Contact 
Person or by accessing the Board's website: 
http://www.medbd.ca.gov/laws/regulationsproposed.html. 

AVAILABILITY AND LOCATION OF THE FINAL STATEMENT OF REASONS AND 
RULEMAKING FILE 

All the information upon which the proposed regulations are based is contained in the 
rulemaking file which is available for public inspection by contacting the person named below. 

You may obtain a copy of the final statement of reasons once it has been prepared, by making a 
written request to the contact person named below, or by accessing the Board's website: 
http://www.medbd.ca.gov/laws/regulations_proposed.html. 

CONTACT PERSON 

Inquiries or comments concerning the proposed rulemaking action may be addressed to: 

Name: Fayne Boyd, Licensing Manager 
Medical Board of California 

Address: 2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 

Telephone No.: (916) 274-5983 
Fax No.: (916) 263-2487 
E-Mail Address: regulations@mbc.ca.gov 

The backup contact person is: 

Name: Kevin A. Schunke 
Medical Board of California 

Address: 2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 

Telephone No.: (916) 263-2389 
Fax No.: (916) 263-2387 
E-Mail Address: regulations@mbc.ca.gov 

Website Access: Materials regarding this proposal can be found at: 
http://www.medbd.ca.gov/laws/regulations_proposed.html. 
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MEDICAL BOARD OF CALIFORNIA 

INITIAL STATEMENT OF REASONS 

Hearing Date: November 5, 2010 

Subject Matter of Proposed Regulations: Limited Practice License 

Sections Affected: Adopt Sections 1315.50, 1315.53, and 1315.55 in Article 4.5, of Chapter 1, 
Division 13, of Title 16. 

Introduction 

Legislation, AB 501, effective January 1, 2010, authorizes the Licensing Program to issue a 
limited practice license to an applicant who is otherwise eligible for a medical license in 
California, but is unable to practice all aspects of medicine safely due to a disability. Regulatory 
proposal sets forth the requirements and criteria for a limited practice license. In preparing the 
regulatory language, staff also considered current licensees who wish to go into this status due 
to a disability affecting their ability to practice some aspects of medicine safely. Parallel 
language was also prepared to ensure the limited practice license is consistent with the criteria 
for the current disability license. 

On May 26, 2010, the Medical Board of California (Board) held an Interested Parties Meeting to 
review and discuss the proposed regulatory language. Based on feedback received at the 
meeting and in writing, suggestions were incorporated into the revised limited practice license 
proposed regulations. 

Specific Purpose of each adoption: 

Adopt Section 1315.50 - This section defines the requirement for an independent clinical 
evaluation. 

Factual Basis/Rationale: 

• 	 This section establishes the requirements for an applicant seeking a limited practice 

license and a current licensee who seeks a disabled license. 


• 	 The applicant is aware of his/her limitations and is choosing to apply for the limited 

practice license. 


• 	 Consumer protection is the highest priority of the Board; therefore, an independent 

clinical evaluation is necessary to ensure that an applicant is eligible for a limited 

practice license and can practice medicine safely under that license. 


• 	 The report submitted to the Board will allow the tailoring of the license to the specific 

circumstances of the applicant or licensee. 


Adopt Section 1315.53 - This section defines the criteria for the reviewing physician conducting 
an independent clinical evaluation. 
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It The Board determined that the independent clinical evaluation should be performed by a 
physician who specializes in the diagnosis and/or treatment of the disability of the same 
nature as that of the applicant. This benefits the applicants by allowing them to research 
and choose a physician that specializes in the area of their disability. In addition, the 
Board is assured that the physician conducting the evaluation is specialized in the area 
of the disability and the recommendations made regarding the limits of practice are most 
appropriate for the applicant's needs. 

It The Board is relying on an outside independent evaluation from a qualified California 
physician. To ensure an impartial review, the Board requires that the independent 
clinical evaluation be performed by a physician who has no personal, professional, or 
social relationship with the applicant. 

It The Board determined that the physician who completes the independent clinical 
evaluation shall possess a current California license with no history of discipline. To 
ensure public protection, the independent clinical evaluation shall be conducted by a 
physician that has met all of the requirements to practice medicine in California and is 
free from any limitations. 

Amend Section 1315.55 - This section defines the required contents of the independent clinical 
evaluation report. 

Factual Basis/Rationale: 

It The Board determined that in order to issue a limited practice license, the independent 
clinical evaluation would need to include sufficient information to allow the Board to 
make a determination of the applicant's ability to practice medicine safely. This section 
describes the contents of the report to be prepared by the evaluating physician and 
submitted by the applicant. By requiring that the evaluation be on the evaluating 
physician's letterhead and signed under penalty of perjury will provide the Board with 
confidence that the evaluation is bona fide. The required assessment of the applicant's 
or licensee's disability, his or her treatment protocols, and the suggested practice 
limitations will provide the Board with a mechanism to tailor the limitations of the license 
to the particular situation of the applicant or licensee. Finally, the sixty-day time limit 
ensures that the evaluation is recent enough to provide the Board with current 
information. 

Underlying Data: 

Technical, theoretical or empirical studies or reports relied upon (if any): None 

Business Impact: 

This regulation will not have a significant adverse economic impact on businesses. This initial 
determination is based on the following facts or evidence/documents/testimony: 

This regulation only impacts persons applying to the Medical Board for a limited practice 
license. 
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The Board does not license businesses, the Board licenses individuals; therefore, the proposed 
regulation has no business or economic impact. 

Specific Technologies or Equipment 

This regulation does not mandate the use of specific technologies or equipment. 

Consideration of Alternatives 

No reasonable alternative to the regulation would be either more effective in carrying out the 
purpose for which the action is proposed or would be as effective and less burdensome to 
affected private persons than the proposed regulation. 

Set forth are the alternatives which were considered and the reasons each alternative was 
rejected: 

" 	 If the Board does not have a regulation allowing an applicant to apply for a limited 
practice license, applicants with disabilities that impact their ability to practice some 
aspect of medicine safely might continue to be ineligible for licensure in California, as the 
Board issues only a full and unrestricted medical license. 

Applicants who have previously applied were unable to be licensed due to our lack of a 
limited practice license. Therefore, they were unable to be employed as a physician to 
provide care to patients, or work in underserved areas, or provide voluntary services in 
California. 
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(1) Add Article 4.5 in Chapter 1 Division 13 of Title 16, Cal.Code Regs, to as 
follows: 

1315.50. Requirement for Independent Clinical Evaluation 

seek a limited practice license pursuant to Section 2441 of the code. 

requirements of this Article regarding the applicant's ability to practice medicine safely. 

specializes in the diagnosis and/or treatment of disabilities of the same nature as that of 
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1315.55. Required Contents of Report. 

(a) A report submitted pursuant to this Article'shall: 

(1) Be on the reviewing physician's letterhead, dated, and signed under penalty 

of perjury, and shall contain the original signature of the reviewing physician. 

(2) Describe how the reviewer meets the criteria set forth in section 1315.53. 

(3) Include the applicant's name and the diagnosis or description of the 

applicant's disability. 

(4) Describe all recommended practice limitations and how those limitations 

permit the applicant to practice medicine safely. 

(5) Provide suggested intervals between evaluations, if the disability is caused by 

a disease that will progress or fluctuate in severity. 

(6) Indicate whether the evaluation included a review of the applicant's medical 

records related to the disability. 

(7) Describe the current treatment protocol and the applicant's compliance with 

that treatment protocol, if appropriate for the type of disability. 

(b) The evaluation shall have occurred not more than sixty (60) days from the 

date on which the application was filed with the board. 

NOTE: Authority cited: Sections 2018. Business and Professions Code. 
Reference: Sections 2088 and 2441! Business and Professions Code. 
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State of California AGENDA ITEM 18 
Medical Board of California 
2005 Evergreen Suite 1200 
Sacramento, Ca 95815 
www.mbc.ca.gov 

Memorandum 

Date: October 28,2010 

Members 

Boyd, Licensing From: 

on Proposed Regulations Hearings July 29,2010 Subject: 

At the Board on July 0, a hearing has been scheduled to consider 
proposed regulations. The public comment period for hearing closed 5:00 pm 
on October 25,201 

Limited Practice License, Agenda Item 18: No public comments were 

http:www.mbc.ca.gov


ITEM 19 


16. Medical Board California 

NOTICE IS GIVEN the Board of California (hereinafter referred to 
as the "Board") is proposing to take the action described in the Informative Digest. Any person 
interested may or arguments orally or in writing to the action 
oroool;ea at a to be at Long Memorial Hospital Miller Children's Hospital, 
2801 Atlantic Avenue, Long California 90806, at 9:05 a.m., November 5, 2010. Written 
comments, including those sent by mail, facsimile, or e-mail the addresses listed under 
=.:...:=:.;::;..::..;...;;::..;=.:...: in this must be received by the Board at office not than 5:00 
p.m. on October 25,2010 or must be at the The upon own motion 
or at instance of any party, may thereafter adopt the proposals substantially as 
described below or may modify proposals if such modifications are sufficiently related to 
the original text. With the exception of technical or grammatical changes, full text of 
modified proposal will available for 15 days prior its adoption from the designated 
in this Notice as contact person and will be mailed to persons who submit written or oral 
testimony related this proposal or who have requested notification any changes the 
proposal. 

8, 1 
or specific 

Division 13 of Title 

Adopt Sections 1378.1, 1 1 1378.7, 1 1378.11, 1 13,1 15,1378.17, 

1 19,1 1378.27,1378.29, and 1378.35 in Article 1 of 3.5 of Division 13, 

relating to the Polysomnography Program. 


The Polysomnography Program is not addressed in current regulation. 

proposal requires the Medical Board of California to implement Legislation, 1 
October 2009. bill requires Medical Board of California to adopt 

. regulations within one year after effective of this relative to the qualifications for 
certified polysomnographic technologists, technicians and SB1 prohibits a ",u;;>"'"nn 

from using the title "certified polysomnographic technologist" or engaging in the practice of 
polysomnography unless or she is registered as a certified polysomnographic technologist in 
California. 

proposed regulations will Polysomnography Program, including the 

application and registration requirements, required education disciplinary 

actions, 


application [FORM: PST -1A (8/10)] work verification [FORM: WEV 
(8/10)] are incorporated by r£:>r'::.r£:>" .... £:> 
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None==-=..;.;.;..;:==;,.:. 

The Board has made an initial ,n<>1',""'n that the proposed =.;:;.:.:...;=:::...:..:..;;..;..a;;;.,;:== 
regulatory action would have no significant economic impact directly 

business, including the ability of to compete with 
It:::::>:jt:::::> in other states. 

proposal will not have a significant 
economic impact on or new businesses or the 

elimination of jobs or existing businesses in the 
California. 

regulation impacts those I"\or'"", ..... r,<:: applying 
Polysomnography technologist, and registration as well as 
those licensed physicians and who elect to supervise them. 

The proposed regulation may f"rO<>TO in California as it prescribes a pathway 
for persons to become licensed in a care field. Supervising physicians 
may hire registrants to provide 

The Board is not aware of any impacts that a representative private person 
or business would necessarily incur in reasonable compliance with the 
action. 

None 

determined that the proposed would not affect small 
does not license businesses, the {"'c.,,,,,:::,,,, individuals; therefore, is no 

impact on small businesses or any 

The must determine that no alternative it considered to the regulation or that 
otherwise been identified and brought to attention would either be more 

carrying out the purpose for which the action is proposed or would be as effective and 
burdensome to affected private persons than the proposal described in this Notice. Any 

person may present statements or orally or in writing relevant above 
at the above-mentioned 
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The Board prepared an statement of reasons for action 
available all information upon which the proposal is based. Copies of the initial statement of 
reasons and all of information upon which the proposal is based may 

designated in Notice under Contact Person or by accessing 

of the language of proposed regulations of the initial 
and all the information upon which the proposal is based, may 
prior to the hearing upon request from the 
Person or by accessing website: 

obtained at 
designated in this Notice under =c..:..:== 

All the information which the proposed regulations are based is contained in the 
rulemaking file which is available for public inspection by contacting the named below. 

You may obtain a copy of final statement of reasons once it 
written to the contact named or by 
http://www.medbd.ca.gov/laws/regulations_proposed.html. 

Inquiries or comments i"'..... r.i"'o'·n the proposed rulemaking be to: 

Address: 

Telephone No.: 

Address: 

backup contact person is: 

Name: Kevin A. 

2005 Evergreen Suite 1200 

Telephone No.: 
No.: 

E-Mail Address: 

Fayne Boyd, 
Medical Board of 
2005 

No.: 

Medical Board 

l'Y'\ont..... CA 95815 

.::..::..;;;=:..:..:::..;:....:.;:::.==: Materials regarding proposal can found at: 
hUp:llwww.medbd.ca.gov/laws/regulations_proposed.html. 
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MEDICAL BOARD 

INITIAL STATEMENT OF REASONS 

2010 

Subject Matter of Proposed Regulations: Polysomnography Program 

==~==.::::.' Adopt Sections 1378.1, 1378.3, 1378.5, 1378.7, 1 
1 19, 1378.25, 1378.27, 1378.29, and 1 

16. 

Denham, (Statutes of 2009) adding Chapter 7.8 to 
Code, took effect as an urgency measure on UCltoo«ar 

Medical Board of California (Board or board) to within one 
ot1"<:,,..t,,,o date of this act relative to the qualifications for certified polysomnographic 

including requiring those technologists to: be credentialed 
agency; have graduated from a board-approved 

..",;"""',",,u a board-approved national certifying examination (with a 
requirement for a three-year period). 

a person from using the title "certified 
in the practice of polysomnography unless: he or a 

background check, as specified; is registered as a 
polysomnographic technologist; is supervised and directed by a phYSician and 

requirements. SB 132 also defines polysomnography mean the 
diagnostic testing, control, education, care with sleep 
1 further requires the board to adopt regulations to the 

polysomnographic technologists. technicians and 

L~~[ljliIThl(Definitions} This section defines terms mentioned throughout proposed 

Factual 

contact with other State Medical Boards and 
nto..oetor! n<:>rfloc meeting, the Board has determined that the following <:l"'I'"' ..or! 


educational programs of this registrant category, 

mission of public protection and are sufficient to 


r,."\\,'",c;;.n by the registrant. 
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Polysomnographic Educational Programs: 

4& The Commission on Accreditation of Allied Health Education Programs (CAAHEP) is the 
largest programmatic accreditor in the health science field. CAAHEP relies on its 
committees to develop standards and qualifications necessary for accreditation. The 
standards for polysomnography technology educational programs include core curricula 
that address the safe and effective care and monitoring of the patient and the education 
must be offered in a setting with sufficient educational and oversight resources. 

4& The Commission on Accreditation for Respiratory Care (CoARC) is the sole nationally 
recognized authority for the accreditation of first professional degree programs in 
respiratory care. CoARC's accreditation standards include requirements for curricula 
that address the safe and effective treatment and monitoring of the patient, and the 
education must be offered in a setting with sufficient educational and oversight 
resources. 

Sleep Technologist Program 

4& The American Academy of Sleep Medicine (AASM) is the only entity that sets standards 
in sleep medicine health care, education and research. The AASM's A-STEP 
educational programs consists of an BO-hour course on sleep and sleep related issues 
and patient care, and that course is followed by a fourteen module self-study session 
undertaken while an individual receives on-the-job polysomnographic training. 

After extensive research, contact with other State Medical Boards and after the Board's 
interested parties meeting the Board has determined that the following program is acceptable to 
assess the professional competence of this registrant category because the standards in place 
support the Board's mission of public protection and are sufficient to reflect the services to be 
provided by the registrant. 

Examination and Credentials 

4& The Board of Registered Polysomnographic Technologists (BRPT) assesses the 
professional competence of practitioners performing polysomnography and associated 
therapeutic interventions. BRPT's credentialing program is accredited by the National 
Commission of Certifying Agencies (NCCA). Currently, the BRPT is the only 
organization that certifies Polysomnographic Technologists and Technicians. 

After extensive research, contact with other State Medical Boards and after the Board's 
interested parties meeting the Board has determined that the following program is acceptable to 
assess the professional competence of this registrant category. The requirements to sit for the 
BRPT certification examination include direct polysomnography patient care experience or 
graduation from an approved polysomnography educational program. 

Supervising Physician and Surgeon. This definition was used to ensure that the physician and 
surgeon(s) supervising polysomnographic registrants have the necessary expertise and 
knowledge to properly monitor and direct the actions of the registrants. 
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"Board" means the Medical Board of California. 
and 

is to promote readability 

"Code" means Business and Professions Code. 
readability and brevity. 

is to promote 

==-:.~~~......:...;::..:..=~ (Delegation of Functions) This l)\:tCUOIl 

party for administering all functions of this program 
~f'lonl"'\1 (here, Board) itself. 

Executive Director as 
for those reserved to 

Basis/Rationale: 

with overseeing the day to day 
Director to carry out 

nn~"r~l'lnn of the polysomnographic 

L~~2!L!i!L.Q.J2 (Applications) 
for all registration 

information on the application, this is ne(:!es,salrv 
Additionally, the remaining provisions establish 

Factual Basis/Rationale: 

1 polysomnography registrants must an application to ensure they meet the 
requirements for registration. The application requires the applicant to provide: 

number, contact information, information, current and/or 
and certification information, and/or previous registration/licensure 

and conviction of Also, through the work 
form, provides Board with the information regarding the 

experience in providing polysomnographic services under the supervision 
application also photograph and requires 

notarized. The application is 

L~gu;!!lJlli!h!. (Abandonment of Application) requires an applicant 
complete the requirements for within one year of the date 

is filed. If an application is a previous application was 
the Board will treat that application as a new application, meaning that 

include the applicable 

Basis/Rationale: 

The currently licenses physicians and surgeons and it is the Board's experience that 
dormant licensing applications consume resources, as these applications must be retained in 
both paper formats. In addition, staff is obligated to re-review 
applications periodically to determine if the applicant's status has changed and then 
applicants to ask if they intend to pursue or complete registration in the near future. Without 
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setting a date by which the process must be completed, an applicant can call the Board and 
request that the file be kept open without making any progress toward actually satisfying the 
registration requirements. The one year period gives the applicant ample time to provide the 
documents necessary to complete the registration process. This one year period has been the 
Board's existing policy for many years. 

5. Section 1378.9 (Examination) This section specifies the certifying examination approved by 
the Board and how, in lieu of the examination, the applicant can apply for registration prior to 
October 23,2012. 

Factual Basis/Rationale: 

Applicants will be required to take a certifying examination offered by the Board of Registered 
Polysomnographic Technologists (BRPT), the only entity offering such an exam for certification 
as a Registered Polysomnographic Technologist or Technician. The BRPT assesses the 
professional competence of practitioners performing polysomnography and associated 
therapeutic interventions. The BRPT credentialing program is accredited by the National 
Commission of Certifying Agencies (NCCA). Currently the BRPT is the only organization that 
certifies Polysornnographic Technologists and Technicians. 

However, as specified in SB 132, an applicant who applies for registration as a technologist 
before October 23, 2012, can substitute five years of polysomnographic experience in lieu of 
successfully completing the examination. To ensure an applicant has five years of safe 
polysomnographic practice, he or she must submit declarations from a supervising physician or 
letters of good standing from another state in which the applicant is registered or licensed. 

6. Section 1378.11 (Registration Requirements) This section specifies the requirements that 
must be met to register as a polysomnographic technologist, technician and trainee. 

Factual Basis/Rationale: 

The Board has reviewed the laws of two other State Medical Boards (Maryland and New 
Mexico) who are currently licensing/registering polysomnographic technologists, technician and 
trainees. The Medical Board of California has imposed similar requirements sufficient to protect 
California consumers and promote the safe practice of polysomnography. 

The basic level of registration, the trainee, requires that the applicant possess a Basic Life 
Support certification (BLS) issued by the American Heart Association. This item was brought up 
at an interested parties meeting and the Board was agreeable to th'is suggestion and believes it 
is necessary to ensure public protection as the trainee would be able to administer cardio 
pulmonary resuscitation to a patient if the circumstances warrant. Additionally, a trainee must 
have a high school diploma (or equivalent) and six months of supervised patient care or be 
currently enrolled in an approved polysomnographic education program to meet the 
requirements for registration in California. Finally, a trainee applicant must not be subject to 
denial for criminal conviction or other acts involving incompetence, negligence, fraud, or other 
misconduct. This requirement is essential for public protection. 

Polysomnographic technicians shall meet the above requirements relating to the BLS certificate 
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was 
that the industry standard is one technologist for 

the one physician. 

and not be subject to denial for misconduct and have requirements for more stringent 
educational These because 

1"'.-.,,,,,,,,1\/ with 

7. Section 1378.13 (Employment and section who may 
supervise registrants and specifies the of registrants a physician and surgeon or other 
licensed health care professional may This section specifies the availability of a 
supervising physician and surgeon and the requirements for a technologist if 
supervises polysomnographic Finally, this provides that a 

.,,,,,,,,::,,'-0 byphysician and 
delegation of nrrU'Qn. care 
professional. 

Factual Basis/Rationale: 

During the Polysomnograpy interested to technologist 
discussed. of the audience 
every two a 16 bed facility, this would require eight technologists to be 
One physician would on call and technologists would 
American Academy of Medicine supports this ratio. The agreed that 
one supervising to every eight technologists is and a necessary 
for consumer This is the same ratio for a technologist to supervise or 
technicians. The believes that eight to one ratio will allow for the efficient provision of 
services while maintaining an adequate of consumer protection. The last item - the 
continued responsibility of the physician surgeon - serves to reinforce the concept that 

must be provided under the supervision and direction apolysomnographic 

This section is nelce~;sa 
practice for polysomnographic trainees. 

!t....~fllim...:L;UJ:LU2 (Scope of Services - Polysomnographic 

Factual Basis/Rationale: 

of Sleep Medicine (AASM) sets in sleep medicine health 
research. Using guidelines supported by AASM, it was determined that 

a and 
technologist or licensed health care provider may provide supportive as 
part of the the trainee has limited expertise and education. 
public protection practice is not overly 

.:::...:.....:::::..:::=.::::..:...:......:...::::...:...:::.:....:...:... (Scope of Services - Polysomnographic Technician) This section'is 
necessary to define the scope of for polysomnographic technicians. 

Factual 

American Academy of Sleep Medicine (AASM) sets 
supported by 

in sleep medicine 
care, education and research. Using AASM, it was determined that 
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This 
a 

consumer that the 
California. 

or 

is inconsistent with or contrary to the public interest. 
nct'gt,,'rn,ont of a revoked 

a polysomnographic technician under general 
appropriate interventions nel:::e~isa for patient safety. 

nQ'"'''''''"'"" and education, the "'<:>'''Flr'","", is expanded. 

l!I:.~~Q.tl.HJ:JL:!3:t (Notice 
provided to the consumer. 
polysomnograpy is regulated by the 

Basis/Rationale: 

law, public protection is the highest priority of the Board, and the public protection is 
enhanced when patients and other interested parties are made aware of the Board's existence 

a time close to when polysomnographic services are provided. 

protection is the highest priority Board whenever it 
authority. The Board has implemented a similar notification 

its regulatory 
for consumers 

physicians and 

proposed regulation also ..... nr..... n/·\r'tc 

which 
to promulgate regulations 
Medical is a constituent 

11. Section 1378.25 (Substantial Criteria) This that the 
conviction of specified crimes shall serve as a basis for the denial, revocation, or suspension of 
a registration and defines crimes as substantially related to the practice of 
polysomnography. 

Basis/Rationale: 

the 
Affairs may deny, 

has been convicted of a 
defines those crimes. 

by allowing a person convicted of a 
services, especially when 

location . 

...:...:::::.;:.....::==:..:.......:...::::...:...=:..!- (Criteria for Rehabilitation for Denial and Reinstatement) This section 
the criteria by which evaluates the reinstatement of a revoked registration 
the denial of a 

Basis/Rationale: 

licensees may 
to if or a 

standard of evaluating 
or the denial of a registration is forth in Title 16 of 
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California Code of Regulations. This criteria will allow the Board to determine if the individual 
has been sufficiently rehabilitated such that he or she may provide polysomnographic services 
safely. 

13. Section 1378.29 (Rehabilitation Criteria for Suspensions and Revocations) This section 
establishes the process when the Board is considering the suspension or revocation of a 
registration based upon the conviction of a crime. 

Factual Basis/Rationale: 

The Board recognizes that applicants and licensees may have committed offenses in the past. 
This section sets the criteria for the Board to determine if issuing a registration or reinstating a 
registration is inconsistent with or contrary to public interest. The standard of considering the 
suspension or revocation of a registration is set forth in Title 16 of the California Code of 
Regulations. This criteria will allow the Board to determine if the individual has been sufficiently 
rehabilitated such that he or she may provide polysomnographic services safely. 

14. Section 1378.35 (Fees) This section establishes different types of fees for this registration 
category. 

Factual Basis/Rationale: 

Since this is a new registration category for the Board, a fund has to be established to 
administer this registration program. The $100.00 application fee will be used to defray the cost 
of time it will take the office staff to process the application for completeness and ensure the 
applicant has submitted all the documents needed to qualify the applicant for registration in 
California. The $100.00 registration fee will be used to defray the cost of registration cards and 
to defray that cost of office staff to process the registration. The $175.00 renewal fee will 
ensure the continued administration of the polysomnography registration program. The 
maximum fees were imposed, and adhere to the guidelines of SB 132, to ensure this new 
registration program has funds to administer the program as well as funds to develop the 
Applicant Tracking System, the Consumer Affairs System, enforce the law and to ensure the 
program has a reserve for economic uncertainties. 

Underlying Data: 

Technical, theoretical or empirical studies or reports relied upon (if any): Information from the 
American Academy of Sleep Medicine (AASM); Commission on Accreditation of Allied Health 
Education Programs (CAAHEP); Commission on Accreditation for Respiratory Care (CoARC); 
Board of Registered Polysomnographic Technologists (BRPT); California Sleep Society; New 
Mexico Medical Board; Louisiana State Medical Board; Maryland State Medical Board; and the 
June 16, 2010, interested parties meeting. 

Business Impact: 

This regulation will not have a significant adverse economic impact on businesses. This initial 
determination is based on the following facts or evidence/documents/testimony: 
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regulation impacts those applying to the Medical for polysomnography 
technologist, technician and registration as well as those physicians and 

who elect to them. 

proposed regulation may "'I'"o>:>to jobs in California as it a pathway for to 
licensed in a health care Supervising may hire registrants to provide 

Specific Technologies or Equipment 

regulation does not the use of specific technologies or equipment. 

No alternative would be either more "'TT"""'YI\ in carrying out the 
purpose for which the action is proposed or would be as o".,,,,£,YI\IO and less burdensome to 
'!:Itt'~l"t<:>r1 private persons than proposed regulation . 

.."'<:>TI\/C'., that were considered reasons each was 

.. 	 No alternative was as the law requires polysomnographic technologist, 
polysomnographic technicians and polysomnographic regulated by the 
of California. 
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Add Chapter to Division 13 of Title 16, California of Regulations, to as 
follows: 

Article 1. General Provisions 

1378.1. Definitions. 

education program accredited either by the Commission on Accreditation of Allied 

Academy of Sleep Medicine. 

(d) "National certifying examination" means the examination given by the Board of 

technician or technologist under this chapter. 

1 




polysomnographic technologist issued by the Board of Registered Polysomnographic 

Except for those powers reserved exclusively to the "agency itself' or for the adoption of 

the Government Code). the board delegates and confers upon the executive director of 

jurisdiction of the board. 

Article 2. Applications 

2 



1378.5. Application for Registration as a Polysomnographic Technologist. Technician 

or Trainee. 

with the fee required by section 1378.35. 

1378.7. Abandonment of Applications. 

application was filed. An application submitted subsequent to an abandoned application 

shall be treated as a new application. 

1378.9. Examination 

(a) The certification examination offered by the Board of Registered Polysomnographic 

(b) An applicant who applies for registration as a polysomnographic technologist on or 
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(1) One or more declarations under penalty of perjury by a supervising physician 

safely. 

licensed. 

3575(c) of the code! an applicant for registration as a polysomnographic trainee shall 

(1) Not be subject to denial under Section 3576 of the code; and 

polysomnographic education program; and 

4 




(2) Have successfully completed an approved polysomnographic education program; 

by the American Heart Association. 

technologist shall meet the requirements set forth in Sections 3575 and 3576 of the 

(a) A physician and surgeon who does not meet one of the requirements set forth in 

3575(a) of the code. 

other licensed health care professional shall not supervise more than a total of eight 

5 




satisfied by the supervising physician and surgeon adopting protocols for some or all of 

dated by the supervising physician and surgeon and the polysomnographic 

(d) The delegation of procedures to a registrant or other licensed health care 

but not limited to gathering and verifying patient information, testing preparation and 

6 
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monitoring, documenting routine observations. data acquisition and scoring, and 

assisting with appropriate interventions for patient safety. 

1378.17. Scope of Services-Polysomnographic Technician. 


A polysomnographic technician may perform the services described in section 1378.15 


under general supervision and may implement appropriate interventions necessary for 


patient safety. 


NOTE: Authority cited: Sections 2018 and 3575, Business and Professions Code. 

Reference: Section 3575-3577, Business and Professions Code. 


1378.19 . Notice to Consumers. 


(a) A polysomnography registrant shall provide notice to each patient of the fact that the 

person is registered and regulated by the board. The notice shall include the following 

statement and information: 

NOTICE TO CONSUMERS 


Medical doctors and polysomnographic technologists, 


technicians, and trainees are licensed and regulated 


by the Medical Board of California 


(800) 633-2322 

www.mbc.ca.gov 

(b) The notice required by this section shall be provided by one of the following 

methods: 

7 
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(1) Prominently posting the notice in an area visible to patients on the premises where 

the registrant provides the services for which registration is required, in which case the 

notice shall be in at least 48-point type in Arial font. 

(2) Including the notice in a written statement, signed and dated by the patient or the 

patient's representative and retained in that patient's medical records, stating the patient 

understands the polysomnographic registrant is registered and regulated by the board. 

(3) Including the notice in a statement on letterhead. discharge instructions, or other 

document given to a patient or the patient's representative, where the notice is placed 

immediately above the signature line for the patient in at least 14-point type. 

Article 5. Enforcement 

1378.25. Substantial Relationsrlip Criteria. 

For the purpose of denial. suspension, or revocation of the registration of a 

polysomnography registrant pursuant to Division 1.5 (commencing with Section 475) of 

the code, a crime or act shall be considered substantially related to the qualifications, 

functions, and duties of a polysomnographic registrant if to a substantial degree it 

evidences present or potential unfitness of a polysomnographic registrant to perform the 

functions authorized by his or her registration in a manner consistent with the public 

health, safety, or welfare. Such crimes or acts shall include, but not be limited to, those 

involving the following: 

(a) Violating or attempting to violate, directly or indirectly, or assisting or abetting the 

violation of or conspiring to violate any provision or term of Chapter 7.8 of Division 2 of 

8 
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the code. 

(b) Conviction of a crime involving fiscal dishonesty, or theft. 

(c) Battery or assault 

(d) Sexual misconduct or abuse. 

(e) Conviction of a crime involving lewd conduct! grostitution or soHcitation thereof, or 
pandering and/or indecent exposure, as defined by the Penal Code. 

Note: Authority cited: Sections 481 and 2558, Business and Professions Code. 
Reference: Sections 481, 2555.1 and 2556, Business and Professions Code. 

1378.27. Criteria for Rehabilitation for Denial and Reinstatement 

When considering the denial of a registration under Section 480 of the code, or a 

petition for reinstatement under Section 11522 of the code, the board in evaluating the 

rehabilitation of the applicant and his or her present eligibility for registration, shall 

consider the following criteria: 

(a) The nature and severity of the act(s) or crime(s) under consideration. 

(b) Evidence of any act(s) committed subsequent to the act(s) or crime(s) under 

consideration which also could be considered as grounds for denial under Section 480 

of the Business and Professions Code. 

(c) The time that has elapsed since commission of the act(s) or crime(s) referred to in 

subdivision (a) or (b ). 

(d) The extent to which the applicant or petitioner has complied with any terms of 

parole, probation, restitution or any other sanctions lawfully imposed against him or her. 

9 
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(e) Evidence, if any, of rehabilitation submitted by the applicant or petitioner. 

Note: Authority cited: Sections 482, 2018, and 3576, Business and Professions Code. 
Reference: Sections 482,3576, Business and Professions Code. 

1378.29. Rehabilitation Criteria for Suspensions and Revocations. 

When considering the suspension or revocation of a registration on the grounds that the 

registrant has been convicted of a crime, the board. in evaluating the rehabilitation of 

such person and his or her present eligibility for a registration, shall consider the 

following criteria: 

(a) Nature and severity of the act(s) or offense(s). 

(b) Total criminal record. 

(c) Extent of time that has elapsed since commission of the act(s) or offense(s). 

(d) Whether the registrant has complied with any or all terms of parole, probation, 

restitution or any other sanctions lawfully imposed against the registrant. 

(e) If applicable. evidence of expungement proceedings pursuant to Section 1203.4 of 

the Penal Code. 

(f) Evidence. if any. of rehabilitation submitted by the registrant. 

Note: Authority cited: Sections 482 and 3576, Business and Professions Code. 
Reference: Sections 482,3576. Business and Professions Code. 

Article 6. Fees. 

1378.35. Fees. 

The polysomnography registrant fees are fixed as follows: 

(a) The application fee shall be $100.00. 

10 
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(b) The registration fee shall be $100.00. 

(c) The biennial renewal fee shall be $150.00. 

(d) The delinquency fee shall be $75.00. 

NOTE: Authority cited: Sections 163.5, 2018 and 3577, Business and Professions 
Code. Reference: Section 163.5 and 3577, Business and Professions Code. 

11 
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STATE AND CONSUMER SERVICES AGENCY- D ARNOLD SCHWARZENEGGER, Governor 

MEDICAL BOARD OF CALIFORNIA 

Licensing Program 


POL YSOMNOGRAPHY REGISTRATION 

1. 

CHECK ONE: D Technologist D D 

First 

names you used: (include maiden 

5. Gender: 6. Address (voluntary): 

D Male D Female 

Number: 

7. Public/Mailing Address: (Please note: This information is public. If you are using a Post Office Box you must provide a 
confidential street address in box 8.) 

8. Confidential Address: (This information will not be released to the public.) 

9. 

11. 

If 

Numbers: (Include area code) 

Work: 

number, if any: ______________ 

you a High School Graduate? 

School Graduate did you receive your 

GED: ------------- 

Dates of Attendance 

D 

D 

D No 

D No 

o No 



1 ever 
in another state/country? 

filed or taken r"",,<=lrl'1 

such action pending? 

16. Have you ever 
healing art in this or any 

17. Have you ever 
United States or foreign Country? 

art 

o 

DONo 
to ANY offense in any state in the 

This includes a citation, infraction, misdemeanor and/or etc. Matters in which you were diverted, deferred, pardoned, 
pled nolo contendere, or if the conviction was later ""Ir"m''1",rl record of Ihe court or sel aside under Penal Code Section 
1203.4 MUST be disclosed. If you are awaiting ",..nl",nl'inn of a plea or jury verdict, you MUST disclose 
the conviction; you are enlilled to submit evidence you have been traffic convictions such as reckless 
driving, driving under the influence or alcohol andlor hit and run, evading a peace officer, failure to appear, driving whfie the 
license is suspended or revoked MUST be reported. list is not ail-inclusive. If in doubt, it is better to disclose the conviction on 
the application. 

For each conviction disclosed, you must submit with the rmlllt!l'Illnn certified copies of the arresting agency report, certified 
the court documents, and a signed and dated Axc.lanaticm of the circumstances surrounding the conviction dis'C:iplinalry 
action (Le., dates and location of incident and all circumstances the incident). If documents were purged by::>rr,><:!i,,,, 
agency andlor court, a letter of from Ihese agencies is 

Applicants, who answer "NO" to the question but have a previous conviction or plea, may have their application denied or 
registration revoked for knowingly the application. 

o 


FORM: PST - 1A (8/10) 



PHOTO AREA 

PASTE A PASSPORT TYPE PHOTO 


HERE. 


PHOTO MUST BE RECENT AND MUST 

BE OF YOUR HEAD AND SHOULDER 

AREAS ONLY WITH A CLEAR VIEW 


OF FACE. 


ALTERED PHOTOS ARE NOT 

ACCEPTABLE. 


NOTICE: All ITEMS IN THIS APPLICATION ARE MANDATORY, NONE 
ARE VOLUNTARY unless specified otherwise. Failure to provide any 
of the requested information may result in a delay in processing, or the 
application may be rejected as incomplete. The information provided will 
be used to verify and identify the applicant per Section 118 and 2081 of 
the Business & Professions Code. Applicant's have the right to review 
their application, subject to the provisions of the Information Practices 
Act. The Chief, Division of Licensing, is the Custodian of Records. 
Disclosure of your Social Security Number (SSN) or Federal Employer 
Identification Number (FEIN) is MANDATORY. Section 30 of the 
Business & Professions Code and Public Law 94 445 (42 USC 405(c) 
(2)(C) authorizes the collection of your SSN. Your SSN or FEIN will be 
used for tax enforcement purposes, for purposes of compliance with any 
judgment or order for family support in accordance with Family Code 
Section 17520, or for verification of licensure or examination status by a 
licensing examination entity which utilizes a national examination and 
where licensure is reciprocal with the requesting state. If you fail to 
disclose your SSN or FEIN, your application will not be processed and 
you will be reported to the Franchise Tax Board, which may assess a 
$100 penalty against you. This application and the information contained 
therein may be disclosed pursuant to California Public Records Act 
Request. 

APPLICANT DECLARATION, SIGNATURE & NOTARY 

State of _____________ 

County of _____________ 

The applicant, , being first duly sworn upon his/her oath, 
disposes and says, that I am the person herein named and subscribing to this application; that I 
have read the complete application, know the full content thereof, and declares that all of the 
information contained herein and evidence or other credentials submitted herewith are true and 
correct; were not procured with fraud or misrepresentation or any mistake of which the applicant 
is aware. Further, I herby authorize all institutions or organization, my references, and all 
government agencies (local, state, federal or foreign) to release to the Medical Board of 
California or its successors any information, files, or records required by that Board in 
connection with this application; or my ability to safely engage in the practice of 
polysomnography. I further authorize the Medical Board of California or its successors to 
release to the organizations, individuals, or groups listed above any information which is material 
to this application or any subsequent registration. I FURTHER UNDERSTAND THAT 
FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS 
APPLICATION OR ANY ATTACHMENT HERETO IS SUFFICIENT BASIS FOR DENYING OR 
REVOKING A REGISTRAION, IF ISSUED. 

Signature of Applicant ___________________________ 

Subscribed and sworn (or affirmed) before me on this day of ,20 ___ 
by (applicant's name) , personally known to me or 
proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me. 

NOTARY SEAL HERE 

SIGNATURE OF NOTARY PUBLIC 
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STATE AND CONSUMER SERVICES AGENCV- Department of Consumer Aflairs ARNOLD SCHWARZENEGGER, Governor 

MEDICAL BOARD OF CALIFORNIA 

Licensing Program 


I am applying for Registration as a Polysomnographic TechnologistlTechnicianlTrainee in the 
State of California. The Medical Board of California requires this form to be completed by the 
Supervising Physician. I hereby authorize release of ali information in your files, favorable or 
otherwise. 

Applicant Name: Telephone Number: 

Address: City: State: ZIP Code: 

Signature of Applicant: 

AiI"1EE SEE(BAiI~rNS BEEI2Cl~ N1I...JSAi BEE (B~N1f?I2E!AiEEE> B~ AiI"1EE 
~1..0JF?EERNtI51 £\Ie; F?17I7l"'"5 I(BE~rN 

Name and Title of Person Completing this Form: Telephone Number: 

Facility Name: 

Address: City: State: ZIP Code: 

Physician License Number: State of Licensure: 

EVALUAAiI~N ClF APPLICANT 

Dates of Employment: Beginning (MonthlYear) Ending (MonthlYear) 

1. In your opinion, is this applicant able to practice polysomnography safely? DYes o No 

If you answered "NO" please provide a signed and dated written explanation and any supporting 
documentation that may be relevant. 

2005 Evergreen Street, Suite 1200, Sacramento, CA 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mbc.ca.gov 
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I Applicants Name: 

TASKS PERFORMED BY APPLICANT 

I hereby declare under penalty of perjury under the laws of the State of California that the 
statements are true and correct. 

Print Name of Supervising Physician 

Signature of Supervising Physician Date Signed 
Signature Stamp is not acceptable 

FORM: PST-1WEV (8/10) 138 



State of California 

!-lIc.rnr,::>I::.n Street. Suite 1200 
"';!>,-.,r!>m,,,,ntr. Ca 95815 

AGENDA ITEM 19 
of California 

Memorandum 
Date: October 28. 10 


To: Board Members 


Hearings July 29, 2010 

From: 

Subject: 

Boyd, 

Hearings on I-'roiPo~;ed 

Manager 

At the Board on July 29, a 
proposed regulations. The pubiic comment 
October 2010. 

Polysomnography Program, Agenda Item 19: letters were in a timely 
manner.. 

A. 	 to Section 1378.1 were submitted by the California Society, 
California Society for Respiratory Care, and the California Hospital 
Association. 

1. 	 Amend 1 1 (a) (2). 


Amend 1378.1 (e). 


3. 	 Clarify Section 1 1 (d). 

4. 	 Amend 1378.1 (d) (g) (f). 

B. 	 Changes to Section 1378.13 were submitted by California 
Society, Respiratory Care Board California and the California Hospital 
Association. 

1. 	 Amend 1378.13 (b). 

2. 	 Modify Section 1 3. 

3. 	 Amend Section 1378.13 (b). 

Amend 	 1378.1 


Section 1 13 (c). 


6. 	 Amend Section 1378.13 (b). 

pm on 
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AGENDA ITEM 19 


~ ~ ~~"~ 

KAISER PERMAN ENTE® 

Via Email: regulations@mbc.ca.gov 

October 25,2010 

Ms. Fayne Boyd 
Licensing Manager 
Medical Board of California 
2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 

RE: Polysomnography Program Proposed Regulations 

Dear Ms. Boyd: 

On behalf of Kaiser Foundation Health Plan, Inc. ("the Plan"), Kaiser Foundation Hospitals, The 
Perrnanente Medical Group ("TPMG"), and the Southern California Permanente Medical Group 
("SCPMG") (collectively "Kaiser Perrnanente") I am submitting comments regarding the 
proposed regulations for the Polysomnography Program. Kaiser Foundation Hospitals owns and 
operates licensed health facilities. Throughout California, the Plan contracts with Kaiser 
Foundation Hospitals to provide hospital services to its members and with SCPMG and TPMG 
to provide medical services to its members in Southern and Northern California, respectively. 
As multi-specialty group practices, SCPMG and TPMG take direct responsibility for organizing 
and providing the professional medical care that Plan members receive. 

Kaiser Perrnanente acknowledges and appreciates the efforts made by the Medical Board of 
California in developing regulations to establish the P01ysomnography Program. We agree that 
the public interest requires the regulation of the practice of polysomnographers and the 
establishment of clear licensure standards for practitioners of polysomnography. The 
recommendations provided below are meant to further clarify and strengthen the proposed 
regulations to ensure the California standards are sufficient to 'protect consumers and support the 
safe practice of polysomnography. 

The following are comments, suggestions, and or requests for clarification made by the Plan. 
Excerpts from the proposed regulations are included in bold-italic text while the Plan's 
recommended changes are included as underlined text. 

mailto:regulations@mbc.ca.gov
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Therapists 
sufficient 

setting. While SB 
sectlOns 3575-3579, and 

proposed regulations, 

Recommendation: 

1378.2 Applicability 

a definition for the tenn "appropriate interventions patientPlan recommends 
" 

Recommendation: 

78.9. Examination 
(a) The certification examination offered by the Board of Registered Polysomnographic 
Technologists is approved by board for purposes ofqualifying for registration pursuant to 
LnUD.rer 7.8 ofDivision 2 
(b) applicant who applies for registration as a polysomnographic technologist on or before 
October 22, 2012, may, in lieu of successful completion of the examination approved by the 
board, submit any of the following as proof the applicant has been practicing 
polysomnography safely for at least five years: 

(1) One or more declarations under penalty perjury by a supervising physician 
attesting to the period of time the physician supervised the applicant, the tasks 
performed by the and the applicant's ability to practice polysomnography 
safely. 



3 

(2) A letter ofgood standing from each state in which the applicant is or..o<:..",rO..L>F1 

licensed. 

Although the Plan supports some level of grandfailiering, we concerns the approach 
taken in proposed regulations is insufficient to an acceptable standard of care. It is 
not in the best to anow temporary for these of professionals for an 
undefined amount of time. written, a that is unable to 
eventually grandfathered into program, even they did not possess the 
clinical judgment to adequately duties. Although 
performing polysomnography related safely is important, alone it is inadequate proof that 
the possesses level of needed to ensure safe ""'''''''if'T1('F''' 

Recommendation: 

exam could be 

documented 

Examination 
(a) certification examination by of Polysomnographic 
Technologists is approved by the board for purposes for 
pursuant to Chapter Division 2 code: 
(b) who for registration as a polysomnographic technologist on or 

2012, may, in lieu successful completion of the examination 
approved by board, of the 
following as proof that the applicant has been practicing polysomnography for at 
least 

(1) or more declarations 
the physician 

penalty of by a physician 
attesting to the period of the applicant, the 
performed the and applicant's ability to practice 
polysomnography safely. 
(2) letter of standing from each state which the applicant is 

1378.11. Registration Requirements. 
(a) Polysomnographic Trainee. addition to the requirements set forth Section of 
the code, an applicant for registration as a polysomnograp/tic trainee shall meet the followillg 
requirements: 

(1) Not be subject to denial Section ofthe code; 
(2) either (A) a high school diploma or and six months ofsupervised direct 
polysomnographic patient care experience; or (B) be currelltly enrolled in an approved 
polysomnographic education program; and 

(3) Possess at the time ofapplication a current certificate in Life Support issued by 
American Heart Association. 
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addition to the requirements set 

Recommendation: 

1378.11. Registration Requirements. 
(a) Polysomnographic Trainee. 

applicant for '-'F;l" ..."LH.'U 

requirements 
of the code, an as a polysomnographic 

Not be to denial 

(3) Possess at the 
issued by the American 

.,,,....,.vu a current certificate in 

(b) Polysomnographic Technician. In addition to the requirements set forth in Section 3S7S(c) 
of the an applicant for registration as a polysomnographic technician shall meet the 
following requirements: 

(1) Not be subject to denial under ofthe code; and 
(2) successfully completed an 'H'Y'''''''''' polysomnographic education program,. 
and 


a minimum of 
 P'Trl,VH£'P as a (3) 
and 

P(l.~,\,"',.~,\, at the time ofapplication a current certificate in Basic Life 

by the American Heart Association. 


IHUIiITI, issued 

Recommendation: 

(b) Polysomnographic Technician. in Section 
3575(c) the code, an applicant as a polysomnographic technician shall 
meet the following requirements: 

(1) Not be subject to 
(2) Have successfully 

(43) Possess at 
issued by the American 

meet the following requirements: 

Registration Requirements. 
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Comment 6 

1378.15. Scope ofServices Polysomnographic Trainee. 
Under the direct supervision of a supervising physician and surgeon, polysomnographic 
technologist or other licensed health care professional, a polysomnographic trainee may 
provide basic supportive services as part of the trainee's educational program, including but 
not limited to gathering and verifying patient information, testing preparation and monitoring, 
documenting observations, data acquisition and scoring, and with 
appropriate interventions for patient safety. 

written, section could create unintended consequences by a 
to in to a po]ysomnographic 

po]ysomnographic technologist or licensed health care could 
Plan believes it is the best ofpublic to ensure an appropriate 
for trainees and technicians. 

trainee, 
so 
of 

Recommended language 

1378.15. 

pn)Ie:5Sl()nall, a polysomnographic 
basic as program, including 

but not limited to gathering and verifying patient infonnation, testing preparation and 
monitoring, documenting routine observations, data acquisition and scoring, and 

appropriate interventions patient safety, 

78.17. ofServices - Polysomnographic Technician. 
A polysomnographic technician may perform the services described in section 13 under 
general supervision and may implement appropriate interventions necessary for patient safety. 

Recommended language 

1378.17. Scope - Polysomnographic Technician,:. 
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aDlJreClales the opportunity to provide comments to regulations 
specific to the polysomnography program. Should you have questions or concerns 
these or need information, please do not to contact me at 



State of California-Health and Human Services Agency 

lifornia Department of Public Health 

MARK BHORTON, MD, MSPH ARNOLD SCHWARZENEGGER 
Diredor GOII6fflor 

October . 2010 

2005 Suite 1200 
Sacramento, CA 95815 

Ms. Boyd: 

RE: Comment on proposed regulation adding Chapter 3.5 to Division 13 of Title 
16, California Code of Regulations (Polysomnography) 

Licensing &Certification Program of the California Department of Public 
Health (CD PH) the following comments in this rulemaking action. 

CDPH's L&C Program functions as an enforcement and regulatory agency is 
responsible for licensing approximately different of health care facilities and 
providers so they may legally operate in California. also health care 

and to eligible for payment Medicare and Medicaid 
programs. 

CDPH's comments are primarily in context of and 
care standards in its regulated facilities. labs operate as an outpatient 
service under a general acute care hospital license (GACH) are an of a 
facility in which polysomnography may be practiced. sleep labs also 
comply with GACH statutes and regulations by CDPH. 

Existing regulations to sleep in a GACH s
shall directly provide ongoing patient 

performed I 
shift. upon of the 
area. (Title 22, California Code 

tate that a registered nurse 

nursing 
requires 

in the outpatient service. 
a registered 

In addition, 
nurse responsible for the 

regulations state "a 
registered nurse must and evaluate the nursing care for patient." 

Code of Federal Regulations (CFR) 482.23 (b)(3)). 

patient CI~~)C~~I 
the findings documented in the medical for 

when ",to.r·rof'l to another patient care 
Regulations 15(a)(1). 

Center for Health Care Quality, MS 0512, P. 0, Box Sacramento. CA 95899·7377 
(Internet Address: =====.:...1 



Fayne Boyd 
Medical Board of California 
Page 2 
October 25, 0 

CDPH that the proposed regulation include a provision clarifying that 
polysomnographic technologists, technicians, trainees and other licensed health care 

practicing poiysomnography in a health care facility pursuant to 
Division 2 (commencing with Section 1200) of Health and Safety Code are subject 
to laws governing these 

Proposed 1378.13(b) of the DrODo~;eo regulation states: 

A supervising physician and surgeon, supervising polysomnographic technologist 
or other health care shall not more than a total of 
eight polysomnographic technicians and/or trainees at anyone time. If a 
supervising phYSician surgeon is not physically present on the premises, a 
supervising polysomnographic technologist or other licensed health care 
professional shall be physically present on the premises and available to the 
polysomnographic technicians and/or under his/her supervision. For 
purposes of this section. health care professional means 
registered physician assistant and respiratory care practitioner who 
pm5seSSf'S a current California 

prOVision could potentially make RNs in GACH outpatient sleep labs responsible 
for the supervision of polysomnographic technicians and/or when a 
physician and or supervising polysomnographic technologist is not available on 
the premises. 

a potential problem RNs typically rounds 
without physically standing present next to 

polysomnographic in the outpatient unit. Accordingly, MBC should more 
precisely define "premises" in the proposed regUlation. Similarly, should also 
more to polysomnographic technicians and/or trainees 
under his/her supervision." 

Another concern is the use of the term "adequate supervision" referenced at Section 
1378.13(c): 

A polysomnographic technologist and or supervising 
physician and surgeon shall establish written guidelines for adequate 
supervision by technologist of polysomnographic and 

What constitutes "adequate" supervision? Since this term is not defined, the regulation 
should include standards for adequacy of supervision. 
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1378.13 (b) allows a supervising polysomnographic technologist to stand in 
place of a supervising physician and surgeon not physically on the premises. 
But nowhere does proposed regulation the qualifications, role 
responsibilities of supervising polysomnographic technologists. This should be 
specified for polysomnographic technologists as well as "other licensed heath 
professionals" who supervise polysomnographic technicians trainees. 

Proposed Section 1378.17 on "Scope of states that a polysomnographic 
technician perform described in 1378.15 under general 
supervision may implement interventions ne(::;es,sal 

CDPH is concerned that with this provision is a rather vague and potentially overbroad 
description of the polysomnographic technician scope practice. Aside from having a 
certificate in Basic Support, how is it that a polysomnographic 
technologist or technician is to make such interventions? 

CDPH the opportunity to comment on proposed regulations. 

Sincerely, 

:r~s~~:fY 
Deputy Director 



CALIfORNIA 

HOSPITAL•rIJ7/1 ASSOCIATION 

October 2010 

Suite 1 
Sacramento, CA 95815 

Re: Proposed - Polysomnography Program 1"'1.1''-'11':> 

Dear Boyd: 

California Hospital over 400 long care, and 
specialty throughout California, the opportunity to comment on proposed 

Polysomnography as promulgated by the Medical Board of 
authority California Business Professions Code § 3 . Numerous 

hospitals sleep a we an interest proposed 
regulations ensuring an adequate supply qualified polysomnographic technologists, 
technicians and trainees. 

We that proposed regulations. do have the 
following 

1) Proposed section I UvJl1U','-' "National certifying as "the 
examination given by Registered Polysomnographic Technologists." 

BRPT two examinations: 1) and 2) 
It is not clear which Clarification on 

issue would be beneficiaL 
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3) 	 It section 13 contains a grandfather provision for those individuals 
are currently providing services. However, 1378.9 together 
with 1378.11(c), it appears who have polysoumography 
services at least 5 years are exempt the requirement to the 
certifying examination. It appears that there is no alternative to the two 

inI378.11(c) (1) a valid, current asa 
technologist issued BRPT (which the individual have 

the national certifying examination); (2) 
program. These two are an to many individuals who are 
currently working as polysomnographic technicians and are qualified to provide 

manner. must 	 One VUL'VH 

4) licensed care professional" as 
and respiratory care practitioner who IJV,:),;)I;;,:),;)I;;;) 

it would . to VH•.u'F,'" 

have one of the qualifications, rather than all 

5) The proposed regulations !:Inr1,p!:Ir 

independent with, 
proposedsection 1378.11 requires a 

an accredited program, proposed 
to providing basic supportive <'A-"'.l1"">(' 

interventions for safety. 
appropriate interventions necessary for patient 
interpreted an narrow fashion. 

established 

as an 
a narrow scope Although 

technician to have graduated 
appears to limit scope of 

and implementing aDl)ronfl 
do not "implementing 

and we' are concerned that could be 

_"''-'HUJl...,,<'',u.., and technologists would be authorized to perform the full 
set forth in statute. 

In although not by we believe it would appropriate 
for a technician to train assess competencies of trainees and newly hired 
technicians. This approach is consistent with approach taken in the nursing 
Thus, the distinction a technician and a technologist would be the 'VV•• AAUV' 

may not or other within the of proposed section 
1 1 technologist may provide such supervision. 
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Finally, to address concern with the limited grandfather clause available for 
polysomnographic technologists raised in above, we adopting 
the following grandfather provision polysomnograpruc technicians: 

Add 1 11(1;»(5),( applicant who applies registration as a 
polysomnographic techlli'cian on or hpT/yrp 201 in of 

the set forth in (b )(2) and (b )(3), submit 
following as proof that the applicant practicing polysomnography 
for at least 

(a) one or more declarations under penalty ofperjury a 
physician attesting to the period time they physician supervised 

the by applicant, the UIJIJ'-"JLUA 

ability to polysomnography 
(b) a letter of good standing from each state in which the IS 

or licensed, the individual is In 

another state . 

. Again, on behalf of members of the California Hospital Association, thank you for opportunity to 
provide input on the Polysomnography Program regulations. 

Sincerely, 

lsi 

Gail M. Blanchard-Saiger 
California Hospital Association 

& 
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October 2010 

Suite 1200 

95815 


RE: Proposed Regulations for Polysomnograpby Program 

Dear Ms. 

Medical Board California (Board) is considering changes to Division 13 of Title 16 of the 
of Regulations to the for polysomnographic 

technologists, technicians trainees as required through enactment of SB 1 The 
Society Respiratory (CSRC) has comments on the proposed draft regulations. 

strives 	 By 
is committed to health, H"""U"ll', the California community. are 

therefore supportive of the establishing the Polysomnography 
Program for California. 

CSRC that to codify Board of Polysomnographic 
credentialing undennines the inclusion of therapists (RCP) 
regulations. CSRC recommends following revisions to the proposed draft language for the 
Polysomnography Program under 1. Provisions, 1 1. 

• 	 (d) -National examination means examination given the of Registered 
Polysomnographic Technologists. Certifying examination means a polysomnographic 
technologist examination administered a nationally healthcare 

• -Valid, current as a polysomnographic "v"'J,llJ.V 

approved by the means shall as a 
polysomnographic technologist issued by the Board Registered Polysomnographic 
Technologists." 

is aware Joint Commission is no certifying agency 
health care organizations programs in the 

246 Watsonville 95076 831-763-2772 1-763-2814 fax 
www.csrc.org 

http:www.csrc.org


following revision to the draft language under 1. General Provisions, 1 1. 

.. (f) -"Supervising physician and surgeon" means physician and surgeon who holds a valid 
license who (1) a current certification or subspecialty 

for such a certification in sleep medicine by a member board of the American 
(ABMS) or the Board of Sleep (ABSM); or 

hpr'ch"n at a sleep center or laboratory the American 
the Joint approved accrediting agency or 

group. 

will send a representative to the hearing on November in addition to submitting these 
comments. you of contact me with any 

Sincerely, 

Jack McGee 



(mm····.......~ 
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RESPIRATORY CARE BOARD OF CALIFORNIA tl.H II: 40 

October 19,2010 

Fayne Boyd, Licensing Manager 
Medical Board of 
2005 Suite 1200 

95815 

POLYSOMNOGRAPHY 

Dear Ms. Boyd, 

Our is in receipt of the notice, proposed text, initial statement of reasons concerning 
the Medical Board of California's (MBC's) polysomnography regulations. Respiratory 

respectfully the MBC to consider the following comments as part 
rulemaking IJC"",,"'\.I ...... 

applies for by 
"may, in lieu of examination.....submit proof (in 

the form of a declaration from a 
ol·'v.........,,,,t,,,.,.. in
safely for at five years. 


entirety based on the "experience" pathway KeIOISI:erE~a Potysomnographic 

Technologists (BRPT) exam,.as well as the to ensure some level of (,'UTln.",,,"" 


examination accredited by are 
pathways to qualify for the ea:sle:sr pathway requiring 18 r'r'ln.ntl"".e 

of paid work (at school or ~ 

Therefore, any applicant who 
qualify to the BRPT competency exam. 
worked less 21 hours a week for the r ..·"'....+,,, .. years of experience. 

Further, the BRPT competency examination covers domains directly related to sleep 
studies pre-study procedures; study performance; therapeutic intervention; post-study 
procedures, and scoring and data analysis). Accepting declarations suggest an applicant 
has practiced "safely" is not evidence that an applicant the knowledge, skills and 
abilities that are fundamental the performance of numerous tasks provided in all five of 
domains. 

444 North 3rd Street, Suite 270 Sacramento, CA 95811 T 916.323.9983 TF 866.375.0386 F 916.323.9999 E rcbinfo@dca.ca.gov W Vvvv\v.rcb.ca.gov 

http:Vvvv\v.rcb.ca.gov
mailto:rcbinfo@dca.ca.gov
http:exam,.as
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Medical Board of California 
October 19, 2010 
Page Two 

Article 4, Section 1378.13. Employment and Supervision of Registrants 
This section proposes to allow physicians, registered nurses, physician assistants, respiratory 
care practitioners and polysomnographic technologists provide "supervision." The RCB 
suggests that this be modified to provide that only properly licensed physicians and respiratory 
care practitioners be permitted to provide supervision based on the propensity for respiratory
related emergencies to arise. 

Therapeutic intervention through the use of CPAP and BiPAPs is common during sleep studies. 
Respiratory care practitioners (RCPs) are specifically educated and trained in respiratory care 
and are the most qualified personnel to identify potential problems and respond to unforseen 
complications that may arise in a sleep lab. There are numerous contraindications related to 
the use of CPAP and BiPAPs. It appears that there are no questions on the BRPT competency 
exam dedicated to responding to these contraindications and only a handful related to 
responding to medical emergencies in general. Without significant education and training, a 
registered polysomnographic technologist is not equipped to respond to such contra indications 
(e.g. hypoventilation, hypercapnia, or barotrauma, gastric distention, etc ... ). 

The RCB appreciates the opportunity to provide comment and feedback to your proposed 
regulations. If you have any questions, please contact Stephanie Nunez, Executive Officer at 
916.323.9983. 

Sincerely, 

~d:~-~~:t 




Board of Directors 

James uAP~ 
Reichert, M,A" 
.RPSGT 
Presitlent 
Sequoia Sleep 
Disorders Ccnler 

Millon Erman, M,D, 
Prcsidenl-l::leci 
Pacific Sleep 
Medicine 

C lete A. Kushida, 
MD, PhD, RPSGT 
PasJ~Presidenl 

Stanford University 
Sleep Disorders 
Center 

Michael Salemi, 
RPSGT 
Sel.'felary-'l'rel1surer 
Califomia Cenler for 
Sleep Disorders 

Aloft Avidan, M,D., 
MPH 
UCLA 

Michael Cohen, 
M,D. 
Conlra Cosla Sleep 
Celller 

Sharon Keenan, 
Ph,D" RPSGT 
School of Sleep 
Medicine, Inc, 

Glenn Roldan, 
RPSGT 
United Sleep Cemers 

Kimberly Troller, 
MA,RPSGT 
UCSF Sleep 
Disorders Center 

California Sleep Society 

October 18, 20 10 

Ms, Fayne Boyd, Lieensing Manager 
Medical Board of California 
2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 

RE: Proposed Regulations for Certified Polysomnograpbic Tecbnologist 

Dear Ms, Boyd: 

The California Sleep Society (CSS) is pleased to submit comments to the Medical Board of Cali fomi a 
(Board) regarding the proposed outlining the educational and training requirements a sleep 
'''~:llHl!1U~;I,.must complete to the designation of "eertified polysomnographic technologist" by the 

CSS promotes and provides education in polysomnography and sleep medicine as well as 
increased public awareness of the field, The CSS encourages and assists in the advancement of scientific 
and technical standards of sleep technology, and promotes the standards of training and 
qualifications for sleep medicine physicians and sleep 

After reviewing the proposed language, the CSS respectfully requests that the followmg amendments are 
incorporated into the regulatory language: 

(1 ) Amend section 1378.1 

Current language: 
(a)-Approved polysomnographic educal/on program means (1) a polysomnographic education 

accredited either by the Commission on Accreditation ojAllied Health Education 
(CAAHEP) or the CommiSSion on Accredltationjor Care; Or (2) a sleep 

technoiogisl program by Ihe American Academy ojSleep """m.""", 

We remain concerned with the use of the American of Sleep Medicine 
body that accredits polysomnographic training programs it is the Board 
Polysomnographic Technologists (BRPT) that the national credentialing exam, If the 
proposed language is not amended there will significant disparity between California law and 
the regulations that qualify sleep technicians for the national certifYing examination. 

The BRPT has approved sixteen training programs that satisfy the training requirement for the 
board exam, Two of these programs are offered on line and are an important option to 
have ready access to qualified programs, A-STEP is only one training option and there is 
no reason to question the judgment BRPT on setting the standards for its own exam A
STEP trademark of the AASM and their 'accreditation" of training programs is subject to 
BRPT's approval ofthe A-STEP curriculum. 

-"fJf.1rD'veapo.fys,omno,g7'C1pI'i'IC education program means 

Commission 011 Accreditafion 


PrlJO'Y·an.., (CAAHEP) or by the Commission On Accreditation jor Ke.SD/,"atl)/'V 

(2) a technologist program approved by the pOlysl)m,no!;raphic 
Technologists(BRP1). 

985 Atlantic Ave #260 - Alameda - Fax 5J0·263-3352 



..supporting.lnfom~aHon: 

From the Board of Registered Polysomnographic Technologists: 

RPSGT Exam Requirements 


Palhway #1- 18 months o(experience 


Pathway #2 - 6 monfhs o(experience 


Palhwav #3 - CAAHEPlCoARC gradl/tlte 


Pathway #4 - 9 months o(expenence 


Pathway #1 -for candidates with 18-months ofPSG experience (on-the:!ob training) 

], Candidares must complete a minimum months ofpOld clinical experience 
where at feast 2J hours per week plJr dUlies performed 
are Polysomnography direci patient recording and/or scoring. Dulies must be 
within a 3-year period prior to the exam, 

2, 

must 

J, Copies of the J4 certificates ofcompletionji'om each modllle, Or 

2, An official transcripl from the AASM 

3, Candidates muSI inclllde proofofcompleting secondary education. Acceptable forms 
ofproofare copies ofIranscripts or diplomas from high school, GED or equivalent, 
or college Or universiry education. 

BRPT:tDesignated Allemate Educational Programs: 


Please nOle: A-STEP programs are not requiredfor RPSGT recertification. 


The programs listed below have been reviewed by the BRPT EducatIOn AdvisOlY Commillee 

and are BRPT-designated alternate educational programs, These programs have nol been 
reviewed or endorsed in any way by Ihe American Academy ofSleep Medicine (AASM,J and 
are not recognized as meeting any criteria for AASM accredilalion. 

American Sleep and Breathing Academl' - BRPT li'xam Modules Online 

Beaumont Hospitals Sleep Evaluatiq[l Services - Berkelv Center Berke!y, MI 

Bluegrass Community & Technical College (polvsomll.ography Program) Lexington, KY 

Coml111111}ty College 0[Bgllill101:8 County Bail/more, MD 

Erwin Teclmica! Center Tampa, Florida 

Harrisburg Area Comml1nitv Col/ege PSG Program Harrisburg, P A 

Linn Benton Community College Albany, OR 

London Heallh Sciences Centre - Sleep Lab London, Onlario, Canada 

Madison Area Technical College PSG Program Madison, Wi 

Piedmont Virginia Coml1lllnitv Cri/lege with Keswick Sleep Center Charlottesville, Virginia 

Sleep Evaluation Sen'ices - Berkley Center William Beaumont Hospitals - Berkely, MI 

Sleep Multimedia Online 

Southeast Technicalinslitllle, ENDT Program SiollX Falls, SD 

Southern Maine Community College Soulh Portland, Maine 

Toronto Sleep InSlitllle Torolllo, ON, Canada 

University o(Weslern Australia Nedlands WA, Australia 



(2) 	 Eliminate the language requiring a sleep technologist or olher licensed he~lth care 
professional to directly supervise a sleep technician. 

Currenl Language: 

Section 1378, 13 (b) "Employment and Supervision of Registrants" 

"If a supervising physician and present on Ihe premises, a 

supervising polysomnographic or licensed health care professional 

shall be physically present on the premises and 10 the polysomnographic 

technicians and/or trainees under his/her supervisIon" 


Proposed Lllngllag,e: 
"If a supervising on the premises, a 

polysomnographic tecl'Hl(.loj:~isl or health care professional 
be physically present Ihe and avallable to the polysomnographic 

trainees under his/her supervision 

JiupJ>ortin,g Il!fo.rm.l!!i0!l.: ..... 

The AASM job description for!! pOlsornn{)gn!pnm ,,,phr,;c;,,,, states: 


or Porysomn~WG~hicred'ni,cIQncan 

provide supervision ofa PolYllomnographic 

A sleep technician is an individual who has: suc:ce:,sfiJlly 
polysomnographic education program; possesses II 
a registered polysomnographic trainee; and 
Support issued by the American Heart The ess requests that the language is 
amended to allow the sleep technician to work under general supervision of II RPSGT, 
clinical director or other appropriately qualified licensed health care professional 

(3) 	 Eliminate or modify use of the term' registered' when referring 10 lecHnicians and trainees 
covered under the certification requirements of SB 132. 

the national exam receivelhe lille "R""i~!"'re.rl 
and may use the credentiai RPSGT. In the profession 

re~:is~ere,d' confers specific status, Similarty the term 'technologist' is 
reserved'for one who has the exam V$, a 'technician' who has no! The use of the term, 
'technologist' in SB 132 and the related is consistent with these conventions. 
However the terms 'registered', used in S8 132 and the 
regulations is inconsistent with the conventions confusingly describes 
technicians and trainees, Here are two examples: 

1378,1 (e) Polysomnography regislrant includes any perwnregistered as a trainee, 
technician technologist under Ihis chapter.. 

and 

1378.1 J. (a) Polysomnograph)c Trainee, ln addition to the requirements set forth in 
Section 3575(c) oflhe code, an applicant for registration as a polysomnographic trainee 
shall meet the following 

http:R""i~!"'re.rl


We believe that use of the term 'registered' should be modified or its use clarified to ensure that 
technicians and trainees do not inappropriately use the term in ways that would confuse the public 
or olher members of the profession. Possible solutions include the following: 

I. 	 Substitute the terms 'certified' and 'certification' for 'registered' and 'registrant' when 
referring to trainees and technicians 
or; 

2 	 Place a disclaimer in the regulations stating that use of the terms "registered' and 
'registration' when used in relation to polysomnographic trainees and technicians does 
not confer the right to use these terms in job descriptions or credentials. Further it should 
be clarified thallhe use of these terms when used to describe individuals who have 
satisfied certain provisions within SB 132 and its associated regulations does not indicate 
that they have met the requirements of any national certifying examination. 

(4) 	 Clarify that the national certifying exam melins the RPSGT examination. 
Proposed Language: 

1378.1 National certifying examination means the RPSCr examination given by the Board of 
Re;gis.ler,ed .Po.lys,omno,grclphic Technologists. 

Information: 
was conceived and written the BRPT had one examination, the RPSGT 

Exam. Today there are two BRPT certifying examinations the Certified 
Polysomnographic Technician (CPSGT} exam introduced in 2009 as an entry level certification. 
The RPSGT exam remains the highest certification for health care technologists in the field of 

disorders and we recommend that it be specified as the certifying exam for sleep 
tec:hnolurgi!;ts in California. 

Again, thank you for allowing the CSS to submit comments on these important 
questions or would like to discuss these issues further, please feel free to contact 
Reichert, MA, RPSGT at 650-367-5188, 

Sincerely, 

California Sleep Society Board of Directors 

President: Al Reichert, M.A., RPSGT 
Past President: Clete A Kushida, MD, PhD, RPSGT 
Secretary-Treasurer: Michael Salemi, RPSGT 
Directors: Alon Avidan, M.D., MPH 

Michael Cohen, M.D. 

Milton Erman, M.D, 

Sharon Keenan, Ph.D., RPSGT 

Glenn Roldan, RPSGT 

Paul Selecky, M.D. 

Kimberly Trotter, MA, RPSGT 
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Rhonda Baldo - Re: Medical Board California 

To: <Rhonda.Baldo@mbc.ca.gov> 
10/5/2010 2:09 PM 	

- Polysomnographic 

Hi Rhonda, and Kevin, 

I need some clarification on: 
polysomnography to mean the treatment, management, diagnostic control, education, and care of patients with 

sleep and wake disorders." 

In an out patient clinic setting what, if any, of the following would be considered "engaging in the practice of polysomnographyll? 
(the term CPAP is used in the sense and refers to APAP, AVAP, Servo ... ) 

1. Instructing a in how to use a diagnostic testing device (Watch PAT or Embletta) that they then take home to use. 
2. 	 Downloading the above device, printing a report and providing it to an MD for interpretation. 
3. 	 Instructing a patient in how to use an oximeter with their CPAP that the patient will take home to use. 

Downloading the above device, printing a report and it to a Respiratory or RPSGT to enter 
the results into the chart and then forward to an MD for interpretation. 

5. 	 Mask fitting by them self or 
6. in the presence of a Respiratory Therapist or RPSGT. 
7. 	 Returning patient calls to help troubleshoot with equipment 
8. Returning patient calls to determine correct appointment type. 
9. 	 Explaining symptoms or treatment options for OSA 

10. 	 a out on an Auto CPAP machine that the will use for a specific of time to assess pressure 

needs. 


11. 	 Downloading the above device to determine what the needs to treat their OSA 
12. new CPAP equipment to n!:lt."'n·r<:: 

13. 	 Determine if a patient needs a heated humidifier for their CPAP use. 

Instruct patients on the care and maintenance of their CPAP equipment. 


15. 	 Setting pressures on CPAP machines that will use. 
16. Verify if a CPAP machine is working. 
17. 	 Clean CPAP machines or masks/tubing between patient use. 
18. 	 when a needs to be referred back to the MD for further advanced testing. 


with the list above being will the MD these staff need to meet 137B.1 f under 

the staff dated 6/20/1 O)? and if so, are they also limited to eight polysomnographic 

technologists at anyone time? 
20. 	 Will it be acceptable to have a unlicensed person do the work and say they are "working under" the license of another 


person, who is licensed and present at the same time? 

21. 	 If so, would they have to be present in the same room?, floor?, building? 

I am for clarification so that we can adhere to the regulations as intended and to protect our RCP licenses and the patients 
that we serve. 

Please respond in the written form after a decision on the above items and make them part of the public record. 

Thank you, 

,neal 	 1AAMBCGWHOI 00 ... 10111/2010 

19. 

mailto:Rhonda.Baldo@mbc.ca.gov
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Joan 

«««««<-»»»»»> 
Joan ",on,,"'or RRT, RPSGT 
Lead Pulmonary Clinic 
Out Patient Department 

2 North 
Kaiser San Jose 

messages 

NOTICE TO RECIPIENT: If you are not the intended recipient of this e-mail, are prohibited from sharing, copying, or otherwise using or disclosing ils contents, If you 
have received this e-mail in error, please notify the sender immediately bye-mail and permanenlly delete this e-mail and any attachments without reading, forwarding 
or saving them, Thank you, 

Rhonda Baldo <Rhonda.Saldo@mbc.ca.gov> 	 To "Rhonda Baldo" <Rhonda.Baldo@moc,ca.gov> 

cc 
09/2112010 12:34 PM Subject Medical Board of California - S8 132 - Polysomnographic Technologists 

GIVEN that the Medical of "Board") is 
person may statements or 

action proposed at a to be held at Long Beach Memorial 
J-'v«vH, California 90806, at 5,2010. 

content 	 and to the 

Thank 

Rhonda Baldo 
Medical 
Polysomnographic 

Note: 	 My E-Mail address to ~".Ij,vuu~ .. JJH1.U."'.1..~g~,-'.!-;,,",u 
update address book to reflect 

Setti1ws\Temn\XPgmwise\4CAB31AAMBCGWHOIOO... 1 1/2010 

http:Rhonda.Baldo@moc,ca.gov
mailto:Rhonda.Saldo@mbc.ca.gov
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***Conjidentiality Notice: This e-mail message, including any attachments, is for the use intended 
(s) and may contain confidential andprivileged information. Any unauthorized review, use, disclosure or distribution is 
prohibited. Ifyou are not the intended recipient, contact the sender reply e-mail and destroy all copies ofthe 
original message. *** 

10/11/2010 



AGENDA ITEM 20 


TITLE 16. Medical Board of California 

NOTICE IS HEREBY GIVEN that the Medical Board of California is proposing to take the action 
described in the Informative Digest. Any person interested may present statements or 
arguments orally or in writing relevant to the action proposed at Long Beach Memorial Hospital 
Miller Children's Hospital, 2801 Atlantic Avenue, Long Beach, California 90806, at 9:10a.m., 
November 5,2010. Written comments, including those sent by mail, facsimile, or e-mail to the 
addresses listed under Contact Person in this Notice, must be received by the Board at its office 
not later than 5:00 p.m. on Monday November 1, 2010 or must be received by the Board at the 
hearing. The Board, upon its own motion or at the instance of any interested party, may 
thereafter adopt the proposals substantially as described below or may modify such proposals if 
such modifications are sufficiently related to the original text. With the exception of technical or 
grammatical changes, the full text of any modified proposal will be available for 15 days prior to 
its adoption from the person designated in this Notice as contact person and will be mailed to 
those persons who submit written or oral testimony related to this proposal or who have 
requested notification of any changes to the proposal. 

Authority and Reference: Pursuant to the authority vested by Sections 2018 and 2220 of 
the Business and Professions Code, and to implement, interpret or make specific Sections 2228, 
2229 and 2234 of said Code, as well as Sections 11400.20, 11400.21 , 11425.50(e) of the 
Government Code, the Medical Board of California is considering changes to Division 13 of Title 
16 of the California Code of Regulations as follows: 

INFORMATIVE DIGEST/POLICY STATEMENT OVERVIEW 

Amend Section 1361 in Article 4 of Chapter 2, Division 13, relating to the Manual of Disciplinary 
Guidelines and Model Disciplinary Orders to reflect current law and make technical changes. 

Current law authorizes the Medical Board of California to investigate complaints filed against 
physicians and surgeons and take disciplinary action against the license should a violation of law 
be proven. Section 2227 of the Business and Professions Code (Code) authorizes the Board to 
place licensees on probation following an evidentiary hearing, a default decision or the execution 
of a stipulated settlement. Section 2228 of the Code specifies the terms and conditions that may 
be included in the term of a licensee's probation, including but is not limited to additional 
training, restrictions on practice, and successful completion of diagnostic examinations. 
Business and Professions Code Section 2229 also requires that, wherever possible, the Board 
should take action that is calculated to aid in the rehabilitation of the licensee and order actions 
to include further education, restrictions from practice, or other means, that will remove the 
identified deficiencies. The Manual of Model Disciplinary Orders and Disciplinary Guidelines 

lh 
referenced in the current regulation (10 Edition/2008) contains the approved terms and 
conditions that can be ordered to rehabilitate p'hysici,ans as part of a probationary order while 
allowing the Board to honor its primary obligation of public protection . 

lh 
The proposed amendment to existing regulation will incorporate by reference the 11 
Edition/2010 of the Manual of Model Disciplinary Orders and Disciplinary Guidelines, reflecting 
changes in law, as well as making technical changes to address unnecessary and duplicative 
elements, and to more accurately reflect the current probationary environment. 

FISCAL IMPACT ESTIMATES 

Fiscal Impact on Public Agencies Including Costs or Savings to State Agencies or 
Costs/Savings in Federal Funding to the State: None 
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Local Mandate: None 

Business Impact: board 
regulatory action would 
affecting business, including 
businesses in 

no 

There are no 
relates to 

proposed regulatory only 
Board of California. 

The Medical Board of California has determined that this regulatory proposal will 
not have creation of jobs or new businesses or elimination 
of jobs or or the expansion of in the of 
California. 

The Medical 

proposed action. 

of California is not aware of any cost impacts that a 
or business would necessarily incur in ""'~><'I'.n'" 

only reflects the current law, and will only anThis propo~)ea 
disciplined by the Medical Board of 

The Medical Board 
This 

of determined that the proposed regulations would not 
affect small businesses. regulation only will have an impact on 
disciplined by the Medical 

The new edition of the Manual of Disciplinary Guidelines and Model Disciplinary Orders, 
incorporated by reference, no that would result in an increase of 
licensees or small businesses. 

The Board must determine that no ro~,C'".n~ 
has otherwise been identified 
carrying out the purpose which 
burdensome to ~TT",,,,ro,.. nr""~T'" n."r~/"In~ 
interested person may 
determinations at the aOIDv~~-mIBn1r1l'"\rl"'r1 
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INITIAL STATEMENT OF REASONS AND INFORMATION 

The Medical Board of California has prepared an initial statement of the reasons for the 
proposed action and has available all the information upon which the proposal is based. 

TEXT OF PROPOSAL 

Copies of the exact language of the proposed regulations and of the initial statement of 
reasons, and all of the information upon which the proposal is based, may be obtained at the 
hearing or prior to the hearing upon request from the Medical Board of California at 2005 
Evergreen Street, Suite 1200, Sacramento, California 95815. 

AVAILABILITY AND LOCATION OF THE FINAL STATEMENT OF REASONS AND 
RULEMAKING FILE 

All the information upon which the proposed regulations are based is contained in the 
rulemaking file which is available for public inspection by contacting the person named below. 

You may obtain a copy of the final statement of reasons once it has been prepared, by 
making a written request to the contact person named below or by accessing the website listed 
below. 

CONTACT PERSON 

Inquiries or comments concerning the proposed rulemaking action may be addressed to: 

Name: Susan Cady, Enforcement Manager 
Medical Board of California 

Address: 2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 

Telephone No.: (916) 263-2389 
Fax No.: (916) 263-2387 
E-Mail Address: regulations@mbc.ca.gov 

The backup contact person is: 

Name: Kevin A. Schunke 
Medical Board of California 

Address: 2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 

Telephone No.: (916) 263-2389 
Fax No.: (916) 263-2387 
E-Mail Address: regulations@mbc.ca.gov 

Website Access: Materials regarding this proposal can be found at 
http://www.medbd.ca.gov/laws/regulationsproposed.html. 
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MEDICAL BOARD OF CALIFORNIA 

INITIAL STATEMENT OF REASONS 

Hearing Date: November 5,2010 

Subject Matter of Proposed Regulations: 

To amend the Manual of Model Disciplinary Orders and Disciplinary Guidelines to 

reflect changes in law, clarify existing language, and make technical changes to reflect 

the current probationary environment. 


Section's) Affected: 

Amend Section 1361 in Article 4 of Chapter 2, Division 13 


Specific purpose of each adoption, amendment, or repeal: 

The current Manual of Model Disciplinary Orders and Disciplinary Guidelines 

referenced in the regulation (10 th Edition/2008) must be made consistent with current 

law. The proposed regulation will reference the 11 th Edition/2010 of the Manual of 

Model Disciplinary Orders and Disciplinary Guidelines, reflecting changes in law, as well 

as making technical changes to address unnecessary and duplicative elements, and 

some technical changes to reflect the current probationary environment. 


Factual Basis/Rationale: 


The factual basis and rationale for the determination that each amendment is 

reasonably necessary to clarify the purpose for which technical changes are required, 

together with a description of the problem, administrative requirement, or other 

condition or circumstance that each amendment is intended to address, is as follows: 


Condition 5-7. Controlled substances - Total Restriction/Partial Restriction 


• 	 Expand restriction to include "furnishing" controlled substances and amend the 
language regarding the appropriateness or necessity of prescribing controlled 
substances to patient. 

B&P Code Section 2242 was amended to require that an "appropriate prior 
examination and a medical indication" must exist before prescribing medication 
to a patient. The Board is amending the Guidelines to be consistent with the 
current laws pertaining to prescribing. The current Guidelines restrict 
respondents from prescribing, administering and dispensing medication but do 
not restrict their ability to furnish or supply controlled substances to patients. 
This amendment is necessary to correct this omission. 
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II 

.. language stating that the failure to comply with the requirement to 

maintain logs and records constitutes a violation of probation. 


ndard Condition #35 that the to comply with any term 
condition is a violation of probation; therefore this language is redundant and 
unnecessary. 

Condition 9-10 Controlled Substances/Alcohol Abstain from Use 

Allows the Board impose a practice" when a positive biological 
fluid is for alcohol or a substance legally prescribed and 
requires that an administrative action be filed timely so the respondent is 
afforded process. 

Due to a change in law, the Medical Board no longer has a Diversion Program to 
monitor physicians with substance abuse problems. In the physicians were 
ordered into Diversion Program. The program had the authority to order a 
physician who tested from a biological fluid cease practicing 
medicine. While the previous Guidelines were amended to reflect the elimination 
of the Diversion Program, it did not contain the condition that the Board 
could order physicians testing to cease In addition, SB 1 
required the Department of guidelines for 
monitoring all licensees with 

The Guidelines 
practice should they 

recommending that the 
1,.0,("1'0£1 to cease practice three days 

authority to the 
replaced in a timely 


the cease order 

respondent is consistent with 


Board's opinion, gives 
arrangements to close 

rn1<10r,nn physicians. The 
file an accusation/petition probation within 15 
provide the respondent with a hearing in days. The used 

timeframes defined in Government Code 11529(f) for providing an 
expeditious on interim as the model for the 
timeframes for the filing of an the hearing on "cease 
orders by the The timeframes being proposed are 
necessary to provide due process to 1oi".onC'L:>"'C' 
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(I) and defines "Biological Testing" to include blood, urine, 
breathalyzer, and hair follicle testing and removes the minimum number of tests 
required throughout the of probation. Allows the to order 
respondent to cease practice for failing to with the required testing. 
uelletEls language stating that the failure to cooperate with the biological fluid 
testing constitutes a violation of probation. 

Due to technological in drug 
Fluid to include other .......""'.i"hr'rf'" 

that are not picked 

the public by allowing for better 

required the Department of 

monitoring all licensees 


The guidelines 
developed by DCA identified testing the number 

of extensive debate within the Boards, licensee population 
and other parties. By removing to a specific number of 
minimum throughout term of probation, the will be adjust 
the frequency according specific of the case and/or the Guidelines 
once finalized by DCA. 

Board is proposing issued for failing to 
cooperate with the ordered biological currently the 
authority to direct the to cease practice if a practice monitor is not 
replaced in a timely manner. recommending that the 
cease practice order become after notification to the 
respondent is consistent with currently use and, in the 
Board's opinion, gives notice to make the 
arrangements to close and patients to covering 
physicians. The Board required an accusation/petition to revoke 
probation within 15 days and, if provide the respondent with a hearing 
in 30 days. The Board used timeframes in Government Code Section 
11529(f) for providing an hearing on interim suspension orders as 
the model for the an accusation and the hearing on 

The expedited time'frames being 
licensees. 

Standard Condition #35 states the failure to comply with term and 
condition is a violation of probation; this language is redundant and 
unnecessary. 
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.. 	 Deletes language indicating medical community cannot 
allowed when the board charged the respondent with 
incompetence in a quality of care case unless and until the ro<=nruu"t.o 

tested and deemed competent and safe to practice. this condition to 
medical community from being ordered when action 

been taken related to quality of medical care provided by 
respondent. 

BPC 2228 (d) authorizes Board to place an individual on probation 
and allow the option of alternative community service 
violations relating to quality care. It is in the of public protection to 
permit a physician found to have been negligent or incompetent provide 
medical care as part of his/her community service. This amendment is 
necessary to conform the existing statute. 

.. 	 Expand acceptable continuing medical education courses beyond classroom, 
conference, and seminars, to other types of educational delivery systems. 

There has been a change in the educational environment, and respondents may 
able to complete more appropriate coursework not offered in the traditional 

classroom. Online CD Rom courses, workshops, and other methods of 
education may be more suitable address a respondent's deficiencies. this 
reason, the Board is proposing allow other types of rather than only 

didactic courses taught in a classroom environment. 

.. 	 Allows for participation in equivalent other than those provided by the 
Physician & Clinical Education Program by UCSD, if 
approved by the Medical Board. that respondent provide all 
documentation and material required by the program and specific 
timeframes for completing the ordered course. Deletes language stating that 

failure to complete the course within six months 
constitutes a violation of probation and that any CME hours received for 
completing this course could not applied meeting the CME 
requirements for renewal. 

There are other comparable prescribing ... u ...,>;;;;~ programs in various locations 
than the Diego Program the Board is proposing to allow 
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physicians to attend alternative but equivalent programs. A number of the 
education/training courses included in the Guidelines require the physician 
provide materials prior to classroom instruction or partiCipate in exercises 

completing the classroom instruction. This material can be used to either 
determine the areas of remediation required prior to classroom instruction or to 
provide longitudinal follow-up at six and twelve month intervals following the 
classroom instruction. This amendment is necessary to ensure that the 
respondent cooperates with all of the requirements of the course and to define 
the timelines and consequences for failing to comply. A one year deadline 
seen to ensure the longitudinal follow up requirement has been 
satisfied. The current Guidelines define a deadline for enrollment in the required 
course but there is no timeframe defined for completing the classroom 
instruction. Based on the Board's in this six months is an 

amount of time to allow a physician to clear his/her schedule to devote 
to the classroom portion the course. 

It been the Board's policy not allow physicians to use the CME credits 
obtained while completing board-ordered educational courses as meeting 
both the probation condition and a portion of the 25 hours of CME required 
year for license renewal. This language is necessary to memorialize the existing 
policy eliminate confusion the 	 on the number of CME hours 
required to maintain licensure. 

Standard Condition #35 states that the failure to comply with any term and 
condition is a violation probation; therefore this language is redundant and 
unnecessary. 

• 	 Allows for participation in equivalent programs than those provided by the 
Physician & Clinical Education (PACE) Program by UCSD, if 
approved by the Medical Requires the provide 
documentation and material by the and specific 
timeframes for completing the ordered course. Deletes language stating that 
the failure to comply with the requirement maintain logs and records 
constitutes a violation of probation and clarifies any CME hours received for 
completing this course could not also applied meeting the CME 
requirements for license renewal. 

There are other comparable medical record keeping programs in various 
locations other than the San Diego PACE Program and the Board is proposing to 
allow physicians to attend alternative but equivalent programs. A number of the 
education/training courses included in the Guidelines require the physiCian 
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provide materials either prior to the classroom instruction or participate in 
exercises after completing the classroom instruction. This material can be used 
to either determine the areas of remediation required prior to classroom 
instruction or to provide longitudinal follow-up at six and twelve month intervals 
following the classroom instruction. This amendment is necessary to ensure 
that the respondent cooperates with all of the requirements of the course and to 
define the timelines and consequences for failing to comply. A one year 
deadline has seen selected to ensure the longitudinal follow up requirement has 
been satisfied. The current Guidelines define a deadline for enrollment in the 
required course but there is no timeframe defined for completing the classroom 
instruction. Based on the Board's experience in this area, six months is an 
adequate amount of time to allow a physiCian to dear his/her schedule to devote 
to the classroom portion of the course. 

It has been the Board's policy to not allow physiCians to use the CME credits 
obtained while completing the board-ordered educational courses as meeting 
both the probation condition and a portion of the 25 hours of CME required each 
year for license renewal. This language is necessary to memorialize the existing 
policy and to eliminate confusion for the respondents on the number of CME 
hours required to maintain licensure. 

Standard Condition #35 states that the failure to comply with any term and 
condition is a violation of probation; therefore this language is redundant and 
unnecessary. 

Condition 16. Professionalism Course/Ethics Course 

• 	 Requires that the respondent provide all documentation and material required by 
the program and sets specific timeframes for completing the ordered course. 
Deletes language stating that the failure to complete the course within the first 
year constitutes a violation of probation and clarifies that any CME hours 
received for completing this course could not also be applied towards meeting 
the CME requirements for license renewal. 

There are other comparable professionalism programs in various locations other 
than the San Diego PACE Program and the Board is proposing to allow 
physiCians to attend alternative but equivalent programs. A number of the 
education/training courses included in the Guidelines require that the physician 
provide materials prior to the classroom instruction or participate in exercises 
after completing the classroom instruction. This material can be used to either 
determine the areas of remediation required prior to classroom instruction or to 
provide longitudinal follow-up at six and twelve month intervals following the 
classroom instruction. This amendment is necessary to ensure that the 
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respondent cooperates with all of the requirements of the course and to define 
the timelines and consequences for fail:ing to comply. A one year deadline has 
seen selected to ensure the longitudinal follow up requirement has been 
satisfied. The current Guidelines define a deadline for enrollment in the required 
course but there is no timeframe defined for completing the classroom 
instruction. Based on the Board's experience in this area, six months is an 
adequate amount of time to allow a physician to clear his/her schedule to devote 
to the classroom portion of the course. 

It has been the Board's policy to not allow physicians to use the CME credits 
obtained while completing the board-ordered educational courses as meeting 
both the probation condition and a portion of the 25 hours of CME required each 
year for license renewal. This language is necessary to memorialize the existing 
policy and to eliminate confusion for the respondents on the number of CME 
hours required to maintain licensure. 

Standard Condition #35 states that the failure to comply with any term and 
condition is a violation of probation; therefore this language is redundant and 
unnecessary. 

Finally, the course has been renamed from "Ethics Course" to Professionalism 
Program. This amendment includes technical changes to reflect the name 
change. 

Condition 17. Professional Boundaries Course 

• 	 Allows the Board to accept the completion of a professional boundaries program 

or course prior to the effective date of the decision as fulfillment of this condition. 

Clarifies that any CME hours received for completing this course could not also 

be applied towards meeting the CME requirements for license renewal. 


The Board has traditionally accepted coursework taken before the effective date 
of the decision in all other educational conditions except the professional 
boundaries course. There is no reason why this course should not be subject to 
the same parameters. This amendment is necessary to correct this omission and 
to clarify that the Professional Boundanies Course used as the standard is the 
course offered by PACE. 

It has been the Board's policy to not allow physicians to use the CME credits 
obtained while completing the board-ordered educational courses as meeting 
both the probation condition and a portion of the 25 hours of CME required each 
year for license renewal. This language is necessary to memorialize the existing 
policy and to eliminate confusion for the respondents on the number of CME 
hours required to maintain licensure. 
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• the language to respondent must complete 
clinical training months after enrollment and Board to 

the respondent to cease practice if the clinical training has not 
successfully completed. Amends the language to 

assessment and retraining focused on the area of 

respondent was alleged to deficient in. Deletes stating that the 

failure to participate in and complete all phases of the clinical training program 

constitutes a violation of probation. Adds a timeframe for enrolling in the 

professional enhancement program if ordered. 


current Guidelines clinical training 

program but there is no defined for completing program. Based 

on the Board's experience in this area, six months is an amount of 


to allow a his/her schedule to the ordered 

clinical training program for the (or perform 

the initial assessment and the 40-hour clinical component. 


objective in ordering a clinical training and is ensure that the 

physician is competent and to practice medicine. When a physician 

completes the clinical training program within the required time period but is 

deemed unsafe to practice mediCine, the Board must quickly to ensure that 

he/she is not allowed to continue treating patients. amendment allows the 

Board to issue a practice" order if necessary to immediately remove the 

physician from the of medicine if he/she did not complete 

the clinical training program. Board currently has authority to direct the 

respondent to cease if a practice monitor is not in a timely 

manner. The recommending the cease practice order 

become effective notification to is consistent with 

the existing guidelines in use and, in the 

respondent adequate to make the necessary ~l'"r~n,nQlm 


practice temporarily and patients to covering 


Physicians are licensed to medicine in any specialty they choose but are 
expected to meet the standard of care for the specialty are practicing in. If 
a physician has been disciplined for practicing medicine in a specialty outside 
his/her area of training, clinical assessment and must correlate to 
the area(s) of practice in which he/she is found to be This amendment 
is necessary to clarify that requirement. 

Standard Condition failure to term and 
condition is a violation probation; therefore this is redundant and 
unnecessary. 
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The current Guidelines allow the Board to order a physician to enroll in the 
professional but do not include a timeframe for 
enrollment. A 60-day will ensure timely and, in the Board's 
experience, is allow the complete the application 
and collect the process as well 
as allow the PEP monitor 

program. 

.. Amends the language to ensure that oral examinations being administered as a 
condition of probation are consistent with the statutory requirements outlined in 

section 2293. Allows the Board to issue a cease practice order if the 
respondent does not complete the exam. 

current should be 
conducted and this corrects 
examinations follow a protocol. 
2293(a) and (b). of this protocol will result 
various types of oral examinations. 

objective in ordering an oral/written examination is to ensure that the 
physician is competent and safe to practice medicine. When a physician fails 
the test, the Board must quickly to ensure that is not allowed to 
continue treating This amendment provides public protection by 
immediately removing physician from the medicine if he/she did 
not pass the examination. 

Non-substantive changes are and ease of 

.. 	 Deletes language stating that the failure to complete a psychiatric evaluation 
psychological testing constitutes a violation of probation. 

Standard Condition states that the failure comply with any term and 
condition is a violation of probation; therefore trlis language is redundant and 
unnecessary. 

Condition 21. Psychotherapy 

.. Deletes language that the failure to undergo and continue psychotherapy 
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constitutes a violation of probation. Amends language to add requirement that a 
treating physician must be licensed in California. 

Standard Condition #35 states that the failure to comply with any term and 
condition is a violation oJ probation; therefore trlis language is redundant and 
unnecessary. The current Guidelines give the Board the authority to approve the 
psychiatrist or psychotherapist nominated to provide the board ordered therapy. 
As part of the approval process, the Board must consider the nominee's 
complaint history and background to ensure there are no pending complaints, 
investigations or disciplinary actions which would suggest that the nominee's 
care might be outside the standard of practice in the medical community. This 
background information would not be available to the Board unless the individual 
is California licensed. This amendment is necessary to ensure that the Board 
has the necessary information to review and approve individuals providing board 
ordered psychotherapy. 

Condition 22. Medical Evaluation and Treatment 

., 	 Requires that disciplined physicians provide pertinent documentation to the 
physician conducting a medical evaluation as part of a probationary condition 
and adds the requirement that the treating physician must be licensed in 
California. Deletes language stating that the failure to cooperate and/or comply 
with the condition constitutes a violation of probation. 

As a condition of probation for physicians who may be suffering from a medical 
condition that may affect their medical practice skills, a medical evaluation 
conducted by a physician may be ordered. In order for physicians conducting 
the evaluations to effectively do their work, full cooperation is needed. For that 
reason, the Guidelines have been amended to require the disciplined physician 
to cooperate with the evaluator and provide any relevant documentation 
requested. Otherwise, the resulting evaluation may not be complete. 

The current Guidelines give the Board the authority to approve the physician 
nominated to provide medical treatment deemed necessary following an 
independent medical evaluation. As part of the approval process, the Board 
must consider the nominee's complaint history and background to ensure there 
are no pending complaints, investigations or disciplinary actions which would 
suggest that the nominee's care might be outside the standard oJ practice in the 
medical community. This background information would not be available to the 
Board unless the individual is California licensed. This amendment is necessary 
to ensure that the Board has the necessary information to review and approve 
individuals providing recommended and/or board ordered medical treatment. 
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Standard Condition #35 states that the failure to comply with any term and 
condition is a violation of probation; therefore this language is redundant and 
unnecessary. 

Condition 23. Monitoring - Practice/Billing 

• 	 Provides the ability to issue a cease practice order if the respondent fails to 

obtain an approved practice monitor within 60 calendar days from the effective 

date of the Decision. Minor grammatical changes have been mad~ to the 

language to ensure that notification is sent to the respondent prior to imposing a 

cease practice order and to clarify the timeframe for the order to become 

effective. Deletes language stating that the failure to cooperate and/or comply 

with the condition constitutes a violation of probation. 


The current Guidelines allow the Board to issue a "cease practice" order to the 
respondent if the approved practice/billing monitor resigns and the respondent is 
unable find a replacement within 60 days. However, if the respondent does not 
find an acceptable practice/billing monitor within the first 60 calendar days after 
the decision becomes effective, the Board has no authority to order a "cease 
practice". There is no reason why the initial appointment of a practice/billing 
monitor should not be subject to the same parameters as securing a 
replacement. This amendment is necessary to correct this omission. In addition 
the language was amended to clarify that the Board or designee must approve 
any modifications made to the monitoring plan. The current Guidelines confirm 
that the Board or designee must approve the initial monitoring plan but there is 
no provision to address any adjustments or changes made to the monitoring 
plan. This amendment is necessary to address that omission. 

The time period to secure a replacement monitor was clarified to identify 
"calendar" days to be consistent with all other timeframes outlined in this 
condition. Standard Condition #35 states that the failure to comply with any term 
and condition is a violation of probation; therefore this language is redundant and 
unnecessary. 

Condition 24. Solo Practice Prohibition 

• 	 Defines the term "solo practice" by a licensee on probation and provides the 

ability to issue a cease practice order if the respondent fails to secure an 

approved practice setting within 60 calendar days from the effective date of the 

Decision or from a change in an approved practice setting. 


The current language does not provide a sufficient explanation as to what the 
Board is requiring when a respondent is prohibited from engaging in "solo" 
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41 

practlc;e which has resulted in ambiguity for the nr-r\"-'''''T,n 

language added to the condition defines what is rnO..::lI"'lT 

prohibition clarifies that a probationer 
who is space, or employ other care 

eTor-on nurses or physician assistants, to comply with this 

condition is to ensure that the physician, who 


dishonest or to have engaged in inappropriate 

has another physician colleague or peer to consult with and 
on patient care issues. Neither a registered a physician 
, nor an independent contract physician can fulfill this role. By including 

parameters of the condition it clarifies for the respondents what is required of 
them when they have this condition and provides for public protection by 
ensuring that requirements of this condition can be clearly understood. 

This amendment would also allow the Board to a order to 
remove the physician from the practice of medicine if I.S In setting 
that is inconsistent with the solo practice prohibition. The Board has the 
authority to direct the respondent to cease practice if a monitor is not 
re(:llac:ed in a timely manner but has no such provision on the "solo 
prohibition. This amendment is necessary to correct that omission. 
DroiDo~sed language requiring that the cease practice 

after notification to the respondent 
currently in use and, in the Board's opinion, 

notice to make the necessary arrangements to 
redirect patients to covering physicians. 

Condition 25. Third Party Chaperone 

require that chaperones their on 
incorporates privacy protection for the patient by only 

the patient's initials. Adds protection for the chaperone by informing 
1"""<:)'I"\('\nr1,on1' that the chaperone cannot be terminated from the 

reports a finding to the Board. Allows the Board 
respondent to cease practice for failing to have an approved third party 

the recommendation regarding the practice environment 
for sexual offenders. 

is also proposing that a "cease practice" order be issued for not 
having or failing to a third party chaperone. The Board currently has the 
authority to direct the respondent to cease practice if a practice monitor is not 

in a timely manner but no such provision for the third party chaperone 
This amendment is necessary to correct that omission. The 

language requiring that the cease practice order become effective 
after notification to the respondent is consistent with the existing 
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guidelines currently in use and, in the Board's opinion, gives the respondent 
adequate notice to make the necessary arrangements to close their practice 
temporarily and redirect patients to covering physicians 

History has shown that failure of the third party chaperone to properly document 
the medical record can result in a lack of evidence when a violation is detected. 
By including the signature instead of initials in the medical record the Board can 
more easily identify the name of the third party chaperone that was in 
attendance. To reflect the privacy laws, the log maintained by respondent will 
only have the patient's initialls and not the full name. To remove the fear of 
retaliation against the third party chaperone, the Board has added the prohibition 
that respondent cannot terminate a third party chaperone as a result of his/her 
cooperation with the Board. All of these changes will strengthen the 
enforceability of this term of probation. BPC Section 2232 requires, with some 
limited exceptions, license revocation for any physician required to register as a 
sex offender. This amendment is needed to reflect this statutory change. 

Standard Condition #35 states that the failure to comply with any term and 
condition is a violation of probation; therefore this language is redundant and 
unnecessary. 

Condition 26. Prohibited Practice 

• 	 Amended language to remove additional requirement for written notification to be 
provided at subsequent patient visits. Deletes language stating that the failure 
to cooperate and/or comply with condition constitutes a violation of probation. 

The current Guidelines require that the respondent make a verbal notification to 
any patient seeking the prohibited service and must document that notification in 
a log. In addition, at any subsequent visits, each time the patient seeks the 
prohibited service, the respondent must provide a written notification to the 
patient and place the written notification in the file. However, in the Board's 
experience, this protocol is not consistent with how a medical practice functions. 
Typically, a patient will contact the physician's office and schedule an 
appointment through the office staff. The staff will identify the reason for the 
appointment and what "service" is needed. If the patient wishes to be scheduled 
for a procedure or service that the respondent is prohibited from providing, the 
patient would be advised at that time that the requested service/procedure could 
not be provided and no appointment would be scheduled. The amended 
language requires that all patients be notified after the decision becomes 
effective that the respondent is prohibited from providing specific services or 
procedures and that notification must be documented in a log. If all patients are 
provided with the notification when it becomes effective, it is highly unlikely that 
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patients would continue to "request" the prohibited service or be scheduled by 
the physician's office staff for a service or procedure the physician could not 
provide. To require the respondent to provide additional notifications (either 
written or verbal) appears unnecessary and burdensome. 

Standard Condition #35 states that the failure to comply with any term and 
condition is a violation of probation, therefore this language is redundant and 
unnecessary. 

Condition 27. Notification 

.. 	 Clean-up language to clarify when respondents must provide notification to their 

employer. 


The current language implies that respondents are not practicing when placed on 
probation. This makes it clear that within seven (7) days from the effective date 
of the Decision they must provide notification. Based on the Board's 
experience, seven days is sufficient time for respondents to make the necessary 
notification to their employer, hospitals where they have privileges and 
malpractice insurance carriers. 

Condition 31 General Probation Requirements 

.. 	 Amends the formatting to make it clearer to the respondent what the general 

requirements are while serving on probation. Aside from adding the headings, 

the first section explains that respondents will have to comply with the Board's 

probation unit and the terms and conditions of probation. Other enhancements 

include requesting the respondent's e-mail address and telephone number for 

contact purposes; clarifying that the respondent cannot practice at a patient's 

residence unless the patient resides in a skilled nursing facility or other similar 

licensed facility. The notification for travel or residence outside California was 

incorporated from the previous Condition 33, "Residing or Practicing Out of 

State." 


During the probationary term, the Board needs to maintain contact with the 
respondent to schedule appointments and interviews and to ensure compliance 
with the ordered terms and conditions. Adding phone numbers and e-mails 
addresses (if applicable) to the contact information that must be provided 
enhances the Board's ability to maintain regular contact with the respondent. 

The current Guidelines do not allow respondents to practice medicine in their 
residence. It is not in the interest of public protection to permit a physician found 
to have been negligent or incompetent to provide medical care in a patient's 
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residence. However, there are some settings the patient may be seen 
somewhere other than the physician's office; as a skilled nursing facility 
and licensed board and care facility, etc. By including the parameters of the 
condition it for the respondents what is of them when 
this condition. limitations provide public protection by ensuring 
practice occurs in an organized health care 

• 	 Non-substantive grammatical changes are for clarity and ease of reading. 

• 	 This condition was repealed and portions were consolidated into condition 
number 31, Probation Requirements" the new number 33 "Non-
Practice While on Probation." 

It was determined the information in 
redundant; the two conditions were remove unnecessary 
language. 

and portions were consolidated into condition 
number 31, Probation Requirements" and the number 33 "Non-Practice 
While on Probation." 

It was that the information in this condition the previous 
condition #33 were redundant; thereby the two conditions were combined to 
remove language. 

As specified Edition (2008) of the Manual of Model Disciplinary Orders 
and Disciplinary is referenced in current . 11th Edition (2010) 
of the Guidelines to reflect changes in law, changes in educational 
and probationary environments, and has also been amended for clarity and 
consistency. 

The Medical Board has worked on the changes in the Guidelines several months, 
culminating with a meeting on June 18, 2009 with interested including 
professional associations consumer organizations, I"IO'for.c::o counsels and 
prosecutors. (Minutes Suggestions made at that if appropriate, 
were incorporated into the 11th the Guidelines. In proposed 
changes were not controversial, and the Board would expect little if any, in 
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opposition this rulemaking as a result the comments heard at that meeting. 

in the "Factual Basis" to the Guidelines 
tighten ambiguities in the previous 

alternatives that reflect the law, educational opportunities, 
technological advances, and the probationary environment. The Board consulted with 
all parties, including counsels, professional 

probation officers and individual physicians to solicit comment into 
proposed changes. 

This regulation will not have a significant adverse economic impact on 
businesses. This initial determination is based on the following or 
evidence/documents/testimony: 

disciplined by the Medical regulation only impacts 

Description of alternatives which would lessen any significant adverse 
impact on business: 

Not applicable, as the proposed regulation no business or economic impact. 

Specific Technologies or Equipment: 

This regulation does not mandate use of specific technologies or 
equipment. 

This regulation mandates the use of technologies or equipment. 

Such mandates or prescriptive are required for the 

reasons: 


Consideration of Alternatives: 

No alternative to the regulation would either more effective in carrying 

out purpose for which the action is proposed or would as effective and less 

burdensome to affected private persons than the proposed regulation. 
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Medical Board of California 

Disciplinary Guidelines 


Specific Language 


1. Amend section 1361 in Article 4 of Chapter 2, Division 13, to read as follows: 

1361. 	Disciplinary Guidelines. 

In reaching a decision on a disciplinary action under the Administrative 
Procedure Act (Government 11400 the Medical Board of 
California shall consider the disciplinary "Manual of Disciplinary 
Guidelines and Model Disciplinary Orders" th which 
are hereby incorporated by reference. Deviation from and orders, 
including the standard terms of is appropriate where Medical of 
California in its sole discretion by adoption of a decision or 
stipulation that the facts the particular case such a deviation -- example: 
the presence of mitigating factors; age of the evidentiary problems. 

NOTE: Authority cited: Sections 2018, and Professions Code; and Sections 
11400.20 and 11400.21, Government Code. Reference: Sections 2227, 2229, 

and Professions Code; and Sections 11400.20 and 11425.50(e), 
Government Code. 

http:11400.20
http:11400.21
http:11400.20
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AND DISCIPLINARY GUIDELINES 

11W~h Edition 


aoo82010 
STATE OF CALIFORNIA 


MEDICAL BOARD OF CALIFORNIA 
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Barbara Yaroslavsky. 
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Cesar Aristeiguita, M.D. 
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Vice President 
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The Board produced this Manual of Model Disciplinary Orders and Disciplinary 
Guidelines, ll-U)th Edition for the intended use of those involved in the physician 
disciplinary process: Administrative Law Judges, defense attorneys, physicians
respondents. trial attorneys from the Office of the Attorney General. and the Board's 
disciplinary panel members who review proposed decisions and stipulaUons and make 
final decisions. These guidelines are not binding standards. 

The Federation of State Medical Boards and other state medical boards have requested 
and received this manual. All are welcome to use and copy any part of this material for 
their own work. 

For additional copies of this manual. please write to the address below or visit 
http://www.medbd.ca.gov/publications/disciplinary guide.pdf: 

Medical Board of California 
2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 
Phone (916)263-2466 

Revisions to the Manual of Model Disciplinary Orders and Disciplinary Guidelines, are 
made periodically. Listed below are the most recent changes included in the ll-U)th 

edition approved by the Board following open discussion at a public meeting. 

Summary of Changes 

The former "Disciplinary Guidelines - Index" printed after the last "Standard Conditions" 
has been moved to the Table of Contents (a formatting change only) and has been 
renamed the "Recommended Range of Penalties for Violations" for clarity. 

Model Condition Number: 
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8. Controlled Substances· Maintain Records and ""\"',,1;;:;:'.:;:) To Records and 
Inventories 

violation of probation. 
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shaH, at respondent's expense, contract with a laboratory or B6A'ice appreved in 
advance by the Board or its dosignee that will conduct random, unannouncod, 
obsop,ted, urine testing a minimum of four times each month. The contract shaf./ ref/ufre 
resufts of the urine tests te be transmltted by the laboratory or sorvJco diroctly to Board 
or its dosignoo within four hours of the res/lits becoming available. FaiJure te maintain 
this laboratory or servioe during tho period efprobation is a violation ofprobation. A 
oertified copy of any laboratory test reswt may be reoeived in evidenoe ,in any 
prooeedings bet'il-een the Board aRd respoRdoRt. .batturo to submit to er cemply with the 
time frame for submitting to, or fall/:Jro to comp/oto tho rOf/uirod biological fluid testing, is 
a 'liOlatiOR ofprobatioR. " 

Former # 12 "Diversion Program" 'lIas eliminated: 

# 12 was formerly entitled "Diversion ~Fo§ram." As the Di\!QFsion ~ro§ram is eliminated 

on June 30, 2008, the folim'Jing language ' ....as deleted: 


Within 30 calendar days from tho offoctivo dato of this Doc/sion, respondoRt shal! onroll 
and participate in the Board's Divorsion Program until the Diversion Program determines 
that furthor troatmoRt aRd rohabilitatJoR are no longer Rocessary. Upon onroll-moRt, 
respondont shall oxocute a roleaso authorizing the Diversion Program to notify the 
Division of the follov.4ng: 1) respondent ref/uires furthor treatment and rehabilitation; 2) 
respondent no longor ref/wires treatment and rehabilitation; and 3) respondent may 
resume the practico ofmedicine. Respondent shal! execute a release awthorizing the 
Di',tersioR Pregram to prevlde confirmatjoR to the Division wheRever the DiversioR 
Program has determined that respondent sha.ll cease the praotice of medicino. 

IIVithiR 5 caloRdar da.ys after being notified by the Divers/OR Pt=ogram of a determination 
that further treatment and rohabilitatJon are necessary, respondent shat! notify the 
OMS/OR in writiRg. Tho Divisioo shall rota.irJ cORtiRuiRgiurisdiotioR ovor respoodent's 
license and the period ofprobation shall be extended until the Diversion Program 
determines that fwrther treatmont and renabllJtation are no longer nocessary. Within 24 
hours after being notJfied by the Diversion Program of a determination that respondeRt 
shal! cease the practice of medicine, respondeRt shall notify the Di·,t/sion and respondent 
shall ROt engage ,irJ the practice of mediciRe uRM notitied in writing sy the Division or its 
designee of the DJ'lersion Pregram's determination that rospondent may resume the 
practice of mod/cino. Fa#wro to cooporato or cOFRfJly with tho DiverS/OR Program 
requiremeRts and recommeRdations, f/uittiRg the program without permission, or being 
expe!ted for cause is a violation of probation. 

12. Community Service - Free Services 

Reworded the language regarding non-medical community service. 

Formerly # 13, it is re numbered to reflect the deletien of former #12. Also, all references 

to the "Division" (Division of Medical Quality) changed to "Board." 


13. Education Course 

Deleted language limiting the education program or course to classroom, conference or 

seminar settings. 

Formerly # 14, it is re numbered to reflect the deletion of former #12. Also, all references 

to the "Division" (Division of Medical Quality) changed to "Board." 


14. Prescribing Practices Course 
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Diego School of Medicine. Also added language requiring the respondent to provide 
pertinent documents to the program and amended the languaqe reqarding completion of 
the course. 
Formerly # 15, it is re numbered to reflect the deletion of former #12." Also, all 
references to the "Division" (Division of Medical Quality) changed to "Board." 

15. Medical Record Keeping Course 

Added language to require the course be equivalent to the course offered at the 

Physician Assessment and Clinical Education Program, University of California. San 

Diego School of Medicine. Also added language requiring the respondent to provide 

pertinent documents to the program and amended the language regarding completion of 

the course. 

Formerly # 16, it is re numbered to reflect the deletion of former #12. Also, all references 

to the "Division" (Division of Medical Quality) changed to "Board." 


16. Ethics Course Professionalism Program (Ethics Course) 

Amended the name and language to comport with subsequent regulations setting 

requirements for a professionalism program (previously referred to as an ethics course ). 

Also added language requiring the respondent to provide pertinent documents to the 

program and amended the language regarding completion of the course. 

Formerly # 17, it is Fe numbered to reflect the deletion of former #12. Also, all references 

to the "Division" (Division of Medical Quality) changed to "Board." 


17. Professional Boundaries Program 

Deleted language that failure to comply is a violation of probation because the language 

is unnecessary as any failure to comply with the terms or conditions of probation is a 

violation of probation. Added language permitting discretionary acceptance of a course 

taken prior to the effective date of the decision. 

Formerly # 18, it is re numbered to reflect the deletion of former #12," ,l\lso, all 

references to the "Division" (Division of Medical Quality) changed to "Board," 


18. Clinical Training Program 

specialty and sub specialty with area of practice in which respondent was deficient. 
Added language that respondent shall cease the practice of medicine for failing to 
successfully complete the clinical training program. Also eliminated the subsequent 
optional term and made it a requirement. 
Formerly # 1 g, it is Fe numbered to refleot the deletion of former #12. Also, all referenoes 
to the "Division" (Division of Medical Quality) ohanged to "Board." 

changes. Formerly # 20, it is Fe numbered to refleot the deletion of former #12." Also, all 
referenoes to the "Division" (Division of Medioal Quality) changed to "Board." 

20. Psychiatric Evaluation 
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to tho "Division" (Division of Medical Quality) changed te "Board." 

21. Psychotherapy 

23. Monitoring - Practice/Billing 

to the "Division" (Division of Medical Quality) changed to "Board." 

Formerly # 25, it is re numbered to reflect the deletion of former #12. 

Prohibited Practice 

5 
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II-nrrn,£)r.ill 33. Residing or Practicing Out-of-State 

Violation of Probation 

6 



Formorly # 37, it is FO numbered to reflect the deletion of former #12. Also, all references 
to the "Division" (Division of Medical Quality) changed to "Board." Formerly # 36, it is re
numbered to reflect the combination of conditions #33 and #34. 

Formerly 37. Cost Recovery 
Deleted condition due to elimination of authority to order cost recovery. See Business 
and Professions Code section 125.3{k). 
Formerly # 38, it is re numbered to reflect the deletion of former #12. Also, all references 
to the "Division" (Division of Modical Quality) changed to "Board." 

38. 36. License Surrender 
Formerly 38, it is re-numbered to reflect the combination of conditions #33 and #34 and 
the deletion of condition #37. Also, reworded for clarity. 
Formerly # 39, it is Fe numbered to reflect the deletion of former #12. Also, all references 
to the "Division" (Division of Medioal Quality) changed to "Board." 

Formerly # 40, it is re numberod to reflect the deletion of formor #12. Also, all references 
to the "Division" (Division of Medical Quality) changed to "Board." 
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OF CALIFORNIA 
MEDICAL BOARD OF CALIFORNIA 


MODEL DISCIPLINARY ORDERS AND 

DISCIPLINARY GUIDELINES 


and Code secIlon 
the highest priority for the Medical 
Medical Quality Panel. :::>e,cnCin 
inconsistent with public protection, 
rehabilitation of licensees. implement 
adopted the Manual Model Disciplinary Orders 
(guidelines). llWth Edition. with the 
guidelines set forth the discipline the 
identified violations. In addition to protecting the public and, where not inconsistent, 
rehabilitating the licensee, the Board finds imposition the discipline forth in the 
guidelines will promote uniformity, certainty and deterrence, and, in turn, 
further public protection. 

Board expects that, absent 
early acceptance of responsibility.:. 8flG "c:....... "' ..... .,,..·ot"'.ri 
ordered rehabilitation. =;...:::.:.;:~::::..:.....!.:..:.=..;::;:;.=.=.:.=-:::...:..:.:::..::;..:.:=~:.:..===.::..I. 
Judges hearing cases on behalf of 

will follow guidelines, including those 1m....,.....::!' 
or settlement that departs from the 

departures and the facts supporting the departure. 

(3) Disciplinary Orders; 
on the nature and 

=..:...:::..:...: ffiIf**lft (1 Standard Conditions that 
should place Order(s) 

!::*:I1Htlf-Ii'::H-66f~Htlf-l+&I .::::...c:;=..:.=.!..-"'-"'~=..:..l..:..I. second, and tnaf-l-{:t;:tfG-6eAe+Hef+S 
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MODEL DISCIPLINARY ORDERS 
INDEX ..!..!:!.!!::!.!:::!:::....!:!.!~::::..!..!..!..!:::..!..~ 

Model No. 
DISCIPLINARY ORDERS 

1. Revocation - Single 
Revocation - Multiple 
Standard Stay Order 

OPTIONAL CONDITIONS 
4. Actual Suspension 
5. Controlled Substances - Total 

Partial k'Qi'~tnf'tlr.n 
6. Controlled Substances  Permit 
7. Controlled Substances 
8. Controlled Substances - Maintain and Access To 

Records and Inventories 
9. Controlled Substances - Abstain 
10. Alcohol - Abstain From 
11. Biological Fluid Testing 
1 Community Service 
13. Education Course 
1 Prescribing Practices Course 
1 Medical Record Keeping 
1 Ethics Courso .!.-!..:====!.!..:....!:...:..:::~::.:..:..:.....I.=::!..!.!.:::~~~~ 
17. Professional Boundaries 
1 Clinical Training 
1 Oral or Written Examination 
20. Psychiatric Evaluation 
21. Psychotherapy 
22. Medical Evaluation 

Monitoring - Practice/Billing 
24. Solo Practice Prohibition 
25. Third Party Chaperone 
26. Prohibited Practice 

STAN CONDITIONS 

Notification 
28. 	 Supervision of Physician 

Obey All Laws 
30. Quarterly Declarations 

. General Probation Unit Complianco ,;...;..:::.==== 
Interview with the 

No. 

xx 
XX 

XX 
XX 
XX 
XX 

XX 
XX 
XX 
XX 
XX 

XX 
XX 

XX 
XX 
XX 
XX 
XX 
XX 
XX 
XX 
XX 
XX 

XX 
XX 

XX 
XX 
XX 

XX 

XX 
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Model No. Page No. 

Jg. 36. License Surrender xx 
J9. 37. Probation Monitoring Costs XX 

RECOMMENDED RANGE OF PENALTIES FOR VIOLATIONS 

B&P Sec. Page No. 
141(a) Disciplinary Action Taken By Others xx 
651 Advertising: Fraudulent. Misleading. Deceptive xx 
725 Excessive Prescribing xx 
725 Excessive Treatments xx 
726 Sexual Misconduct xx 
729 Sexual Exploitation xx 
820 Mental or Physical Illness xx 
2232 Registration as a Sex Offender xx 
2234 Unprofessional Conduct xx 
2234(b) Gross Negligence xx 
2234(c) Repeated Negligent Acts xx 
2234(d) Incompetence xx 
2234(e) Dishonesty Related to Patient Care. Treatment. Management, 

or Billing XX 
2234(e) Dishonesty Not Related to Patient Care. Treatment, Management, 

or Billing XX 
2235 Procuring License by Fraud XX 
2236 Conviction of Crime Related to Patient Care. Treatment. 
Management or BiHing xx 
2236 Conviction of Crime - Felony Conviction Not Related to Patient 

Care. Treatment. ManaQlement or Billing xx 
2236 Conviction of Crime - Misdemeanor Conviction Not Related 

to Patient Care. Treatment. Management or Billing xx 
2237 Conviction of Drugs Violations xx 
2238 Violation of DruQl Statutes xx 
2238 Illegal Sales of Controlled Substance xx 
2239 Excessive Use of Controlled Substance xx 
2239 Excessive Use of Alcohol xx 
2241 Prescribing to Addicts xx 
2242 Prescribing Without an Appropriate Prior Examination xx 
2252 Illegal Cancer Tr.eatment xx 
2258 Illegal Cancer Treatment xx 
2261 Making False Statements xx 
2262 Alteration of Medical Records xx 
2264 Aiding and Abettingl Unlicensed Practice xx 
2266 Failure to Maintain Adequate Records xx 
2271 False or Misleadin91 Advertisingl xx 
2280 Practice Under the Influence oJ Narcotic xx 
2280 Practice Under the Influence of Alcohol xx 
2285 Fictitious Name Violation xx 
2288 Impersonation of Applicant in Exam xx 
2305 Discipline by Another State xx 
2306 Practice Durinq Suspension xx 
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MODEL DISCIPLINARY ORDERS 


1. Revocation - Single Cause 


Certificate ._____ issued to respondent _____ is rour\vc"., 


Revocation - Multiple Causes 

Certificate No. ____ _ _____ is pursuant to 
of and for all of them. 

3. Standard 

However, revocation stayed and respondent is placed on probation ten} years 
upon the following and conditions. 

OPTIONAL CONDITIONS 

4. Actual ..... u., .... 'w-. 

As part of probation, respondent is suspended from the practice of medicine for (e.g., 90 
days) beginning the sixteenth (16th) date of 

5. Controlled Substances - Total Restriction 

Respondent shall not order, prescribe, administer, furnish, or possess any 
controlled as defined in the California Uniform Controlled Substances Act. 

Respondent 
a patient's primary for the or cUltivation of 
personal medical purposes of the patient within the meaning of Health and Safety Code 
section11362.5. 

rnn'rI!:>lrc G~:HE1ttA prior 
condition may benefit from 

patient and shall the patient to 
_-'-!.~~::.=..;:.=..::.;:~= Qa<8e-faHtA examination and a 

t::>n,"'r\''1t::>I'HI\I appropriate recommendation or 
nn.::::c:t:.c:c:inn the medical purposes 

11 In addition, 
respondent is 

for the or cultivation 
of marijuana for personal medical of the patient and that the patient or the 
patient's primary caregiver may not rely on respondent's statements legally possess 
or cultivate marijuana for personal purposes of the patient. Respondent shall 
fully document in the patient's chart that or the patient's primary caregiver 
was so informed. Nothing in this condition prohibits respondent from providing the 

or the primary about the medical benefits 
resulting from the use of marijuana. 
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6. Controlled Substances - Surrender of DEA Permit 

Respondent is prohibited from practicing medicine until respondent provides 
documentary proof to the Board or its designee that respondent's DEA permit has been 
surrendered to the Drug Enforcement Administration for cancellation, together with any 
state prescription forms and all controlled substances order forms. Thereafter, 
respondent shall not reapply for a new DEA permit without the prior written consent of 
the Board or its designee. 

7. Controlled Substances - Partial Restriction 

Respondent shall not order, prescribe, dispense, administer, furnish, or possess any 
controlled substances as defined by the California Uniform Controlled Substances Act, 
except for those drugs listed in Schedule(s) (e.g., IV and V) of the Act. 

Respondent shall not issue an oral or written recommendation or approval to a patient or 
a patient's primary caregiver for the possession or cultivation of marijuana for the 
personal medical purposes of the patient within the meaning of Health and Safety Code 
section11362.5. If respondent forms the medical opinion, after an appropriate good faith 
prior examination and medical indication, that a patient's medical condition may benefit 
from the use of marijuana, respondent shall so inform the patient and shall refer the 
patient to another physician who, following an appropriate prior good faith examination 
and medical indication, may independently issue a medically appropriate 
recommendation or approval for the possession or cultivation of marijuana for the 
personal medical purposes of the patient within the meaning of Health and Safety Code 
section 11362.5. In addition, respondent shall inform the patient or the patient's primary 
caregiver that respondent is prohibited from issuing a recommendation or 
approval for the possession or cultivation of marijuana for the personal medical purposes 
of the patient and that the patient or the patient's primary caregiver may not rely on 
respondent's statements to legally possess or cultivate marijuana for the personal 
medical purposes of the patient. Respondent shall fully document in the patient's chart 
that the patient or the patient's primary caregiver was so informed. Nothing in this 
condition prohibits respondent from providing the patient or the patient's primary 
caregiver information about the possible medical benefits resulting from the use of 
marijuana. 

Note: Also use Condition 8, which requires that separate records be maintained for all 
controlled substances prescribed. 

(Option) 
Respondent shall immediately surrender respondent's current DEA permit to the Drug 
Enforcement Administration for cancellation and reapply for a new DEA permit limited to 
those Schedules authorized by this order. Within 15 calendar days after the effective 
date of this Decision, respondent shall submit proof that respondent has surrendered 
respondent's DEA permit to the Drug Enforcement Administration for cancellation and 
re-issuance. Within 15 calendar days after the effective date of issuance of a new DEA 
permit. tfte-respondent shall submit a true copy of the permit to the Board or its 
designee. 

13 
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Controlled Substances- Maintain Records and ACj~e5i5 Records and 
Inventories 

Respondent shall maintain a controlled prescribed, 

which enables a 
nf"l(~c:t:>c:c:'~rI by respondent. and recommendation or 

or patient's primary or cultivate 
marijuana for the personal medical purposes of the patient within the meaning of Health 
and Safety Code section 11 during probation, showing all following: 1) the 
name and address of patient; 3) the quantity of controlled 
substances involved; and 4) indications and diagnosis for which the controlled 
substances were furnished. 

Respondent shall keep these in a separate file or It:>rt,r'lt:>r in chronological 
All and any inventories of controlled substances available for immediate 
inspection and copying on by the Board or its at all times during 

hours and shall the entire term 

Failure to maintain all records, to previde immediate access to the inventory, or to mako 
all records available for immediate inspection and copying on the premises, is a violation 

Controlled Substances· Abstain From Use 

Respondent shall abstain completely from the personal use or 1./\.,1.;;:).;)1;;,.;).;) of controlled 
Uniform Controlled Act, dangerous 

Code any drugs 
C't<>nl'<:'c as defined in 

as defined by 
a prescription. This lawfully 

to respondent by or condition. 

Within 15 calendar days of n .. · .... "'HW' 
respondent Board or its issuing 

practitioner's name, address, and telephone number; medication aRG-strength... 
::::.:...:..:::....:::I=~.t., and issuing pharmacy name, address, and telephone number. 
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10. Alcohol- Abstain From Use 

Respondent shall abstain completely from the use of products or beverages containing 
alcohol. 

An accusation and/or petition to revoke probation shall be filed by the Board within 15 
days of the notification to cease practice. If the respondent requests a hearing on the 
accusation and/or petition to revoke probation, the Board shall provide the respondent 
with a hearing within 30 days of the request. unless the respondent stipulates to a later 
hearing. A decision shall be received from the Administrative Law Judge or the Board 
within 15 days unless good cause can be shown for the delay. The cessation of practice 
shall not apply to the reduction of the probationary time period. 

hearing within 30 days of a such a request. the notification of cease practice shall be 
dissolved. 

11. Biological Fluid Testing 


Respondent shall immediately submit to biological fluid testing, at respondent's expense, 

upon request of the Board or its designee. 

approved by the Board or its designee. Within 30 calendar days of this Decision. ~ 
to praotioing medioine, respondent shall, at respondent's expense, contract with a 
laboratory or service approved in advance by the Board or its designee that will conduct 
random. unannounced, observed, tu4ne- biological fluid testing a minimum of four times 
each month. The contract shall require results of the tu4ne-tests to be transmitted by the 
laboratory or service directly to the Board or its designee within four hours of the results 
becoming available. Respondent shall Failure to maintain this laboratory or service 
contract during the period of probation is a violation of probation. 

A certified copy of any laboratory test result may be received in evidence in any 
proceedings between the Board and respondent. Failure to submit to or comply with the 
timo framo for submitting to, or failure to complete the required biological fluid testing, is 
a violation of probation." 

If respondent fails to cooperate in a random biological fluid testing program within the 
specified time frame. respondent shall receive a notification from the Board or its 
designee to cease the practice of medicine within three (3) calendar days after being so 
notified. The respondent shall not resume the practice of medicine until final decision on 
an accusation and/or a petition to revoke probation. An accusation and/or petition to 
revoke probation shall be filed by the Board within 15 days of the notification to cease 
practice. If the respondent requests a hearing on the accusation and/or petition to 
revoke probation. the Board shall provide the respondent with a hearing within 30 days 
of the request. unless the respondent stipulates to a later hearing. A decision shall be 
received from the Administrative Law Judge or the Board within 15 days unless good 
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cause can be shown for the delay. The cessation of practice shall not apply to the 
reduction of the probationary time period. 

Community Service - Services 

[Medical community service shall only be authorized in cases not involving guality of 
care./ 

Within 60 calendar the effective date of respondent shall submit to 
Board or its designee for prior approval a community plan in which 

respondent shall within the first 2 years of probation, provide hours 
...n,",-.".... (e.g., medical or nonmedical) to a community or non-profit organization. If 

term probation is 2 years or community service hours must 
completed not the probation. 

Prior to engaging in any community 
Decision(s) to the director, office "":o>,,,<>.,ngr .......,..\nr''''1"YI or 
the chief executive every community or 
respondent provides community service and shall 
Board or its designee within 15 calendar days. This 
change(s) in community 

Community service performed prior to the effective of the Decision shall not 
accepted in fulfillment of this condition. Note: In quality of care cases, only non medical 

1 Education Course 

Within 60 calendar of the effective date of and on an annual 
thereafter, respondent shall submit to the Board or for its prior approval 
educational program(s) or course{s) which shall not than 40 hours for 
each year of probation. educational program{s) or course(s} shall be aimed 
correcting any areas of practice or knowledge shall Category I ,..or1"f",,/"1 

course(s) shall 
Education 

completion of each course, 
respondent's 

attendance for 65 hours of 

educational program(s) or 
addition to the Continuing 

to 

14. Prescribing t"r«:lCtIC9!S 

Within 60 calendar days the effective date of this Decision, respondent shall enroll in a 
course in prescribing 
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violation of probation. 

A prescribing practices course taken after the acts that gave rise to the charges in the 
Accusation, but prior to the effective date of the Decision may, in the sole discretion of 
the Board or its designee, be accepted towards the fulfillment of this condition if the 
course would have been approved by the Board or its designee had the course been 
taken after the effective date of this Decision. 

Respondent shall submit a certification of successful completion to the Board or its 
designee not later than 15 calendar days after successfully completing the course, or not 
later than 15 calendar days after the effective date of the Decision, whichever is later. 

15. Medical Record Keeping Course 

Within 60 calendar days of the effective date of this dDecision, respondent shall enroll in 
a course in medical record keeping, at respondent's expense, eguivalent to the Medical 
Record Keeping Course offered by the Physician Assessment and Clinical Education 
Program, University of California. San Diego School of Medicine (Program). approved in 
advance by the Board or its designee. Respondent shall provide the program with any 
information and documents that the Program may deem pertinent. Respondent shall 
participate in and successfully complete the classroom component of the course not 
later than six (6) months after respondent's initial enrollment. Respondent shall 
successfully complete any other component of the course within one (1) year of 
enrollment. The medical record keeping course shall be at respondent's expense and 
shall be in addition to the Continuing Medical Education (CME) requirements for renewal 
of licensure. Failure to successfully complete the course during the first 6 months of 
probation is a violation of probation. 

A medical record keeping course taken after the acts that gave rise to the charges in the 
Accusation, but prior to the effective date of the Decision may, in the sole discretion of 
the Board or its designee, be accepted towards the fulfillment of this condition if the 
course would have been approved by the Board or its designee had the course been 
taken after the effective date of this Decision. 

Respondent shall submit a certification of successful completion to the Board or its 
designee not later than 15 calendar days after successfully completing the course, or not 
later than 15 calendar days after the effective date of the Decision, whichever is later. 

16. Ethics Course Professionalism Program (Ethics Course) 

Within 60 calendar days of the effective date of this Decision, respondent shall enroll in a 
professionalism program, that meets the requirements of Title 16, California Code of 
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after the that gave to the 
charges in date of Decision may, in sole 
discretion of -::.('r't:>ntt:>rl towards the fulfillment of this 
condition if 
had program course 

Respondent shall submit a certification of completion to the Board or its 
designee not than 15 days successfully completing the nrnnn:. 

course, or not later than 15 calendar days after effective of the Decision, 
whichever is later. 

17. Professional Boundaries Program 

Within 60 calendar days from Decision, respondent shall enroll 
in a professional boundaries ra~n~~~~~~~~~~ "\I<lJal~Tto 

Professional Boundaries Program, g;m~£'~.:::..L.~:;'" and Clinical 
EducationProgram at University 
("Program"). Respondent, the 
Program's of respondent's 
neuropsychological performance, 

1('-::'lC1l'\n and training in the area 
from the assessment and from 
that the 
at the end of training and 
and training as well as the 

to complete entire i.22 months respondent's 
initial enrollment shall constitute a unless the Board or its deSignee 
agrees in writing to a later time for on respondent's performance in 
and evaluations from the assessment, and the Program shall advise 
the Board or designee of recommendation(s} for education, training, 
psychotherapy other measures ensure that respondent can 

safely. Respondent shall recommendations. At 
completion of the Program, a final The Program 
shall provide the results of 

18 


176 



The Program's determination Program has the authority to determine whether or not 
respondent successfully completed the Program shall be binding. 

course would have been approved by the Board or its designee had the course been 

taken after the effective date of this Decision. 

FailtJIFe to participate in and complete stJIccessftJIlly all phases of the Program, as outlined 

above, is a violation of probation. 


(Option # 1: Condition Precedent) 
Respondent shall not practice medicine until respondent has successfully completed the 
Program and has been so notified by the Board or its designee in writing. 

(Option # 2: Condition Subsequent) 
If respondent fails to complete the Program within the designated time period, 
respondent shall cease the practice of medicine within 72 hours three (3) calendar days 
after being notified by the Board or its designee that respondent failed to complete the 
Program. 

18. Clinical Training Program 

Within 60 calendar days of the effective date of this Decision, respondent shall enroll in a 
clinical training or educational program equivalent to the Physician Assessment and 
Clinical Education Program (PACE) offered at the University of California - San Diego 
School of Medicine ("Program"). Respondent shall successfully complete the Program 
not later than six (6) months after respondent's initial enrollment unless the Board or its 
designee agrees in writing to an extension of that time. 

The Program shall consist of a Comprehensive Assessment program comprised of a 
two-day assessment of respondent's physical and mental health; basic clinical and 
communication skills common to all clinicians; and medical knowledge, skill and 
judgment pertaining to respondent's area of practice in which respondent was alleged to 
be deficient specialty or stJIb specialty, and at minimum, a 40 hour program of clinical 
education in the area of practice in which respondent was alleged to be deficient and 
which takes into account data obtained from the assessment, Decision(s), Accusation(s), 
and any other information that the Board or its designee deems relevant. Respondent 
shall pay all expenses associated with the clinical training program. 

Based on respondent's performance and test results in the assessment and clinical 
education, the Program will advise the Board or its designee of its recommendation(s) 
for the scope and length of any additional educational or clinical training, treatment for 
any medical condition, treatment for any psychological condition, or anything else 
affecting respondent's practice of medicine. Respondent shall comply with Program 
recommendations. 

At the completion of any additional educational or clinical training, respondent shall 
submit to and pass an examination. The Program's determination vlhether or not 
respondent passed the examination or successfully completed the Program shall be 
binding. Determination as to whether respondent successfully completed the 
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jurisdiction. 

complotion. 

time period.1 

(Option #1: Condition Precedent) 
Respondent shall not medicine until 

designee. Respondent's practice of medicine shall restricted only to that which is 
required by the approved program. 

Program and has so notified by the Board or in writing, t::>VI"'.:.nr 

respondent may practice in a clinical training program approved by the Board or 

training program. 

(Option#~3) 
AAef Within 60 days after respondent has successfully completed the clinical training 
program, respondent participate in a professional enhancement program 

review of nf",.,.tt::>c,,,,.r,n 

to the one offered by Physician Assessment and Clinical Education Program 
of School of which shall include 

review, 
growth and education. in professional 
program at respondent's ""VI""""''''' during the of probation, or until the 
designee determines further participation is no necessary. 

Failure to participate in and complete successfully the prefessional enhancement 
pregram eutlined abeve is a vielatien of probation. 

1 Oral and/or Written Examination 
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days of the effective date 
and/or written examination, 

Board or its designee shall ==~:::::-::::....::::.;::.==~==-...!= 
administer the oral and/or written 

Failure to 
after the of'"tt:'f't" 

{Option 1: Condition Precedent} 
Respondent shall not practice medicine until respondent 
examination been so notified by the or in writing. This 
prohibition shall not bar respondent from practicing in a clinical training program 
approved by or its designee. Respondent's of medicine shall 
restricted only that which is required by the training program. 

option is particularly mAnrlt:'rI in cases where 
found to be incompetent, negligent, or grossly 

negligent. 
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20. Psychiatric Evaluation 

"'or·' ..... rI' .... basis 
of the effective of this Decision, and on a-whatever 
may be required by or its respondent 

undergo and complete a psychiatric evaluation (and psychological if deemed 
necessary) by a Board-appointed board certified psychiatrist, who shall any 
information provided by the Board or designee and any other information psychiatrist 
deems relevant, shall furnish a written evaluation 
Psychiatric evaluations conducted prior to effective date 

towards the fulfillment of this requirement. Respondent 


to the Board or 

evaluations psychological testing. 


Respondent comply with all restrictions or conditions recommended by 
evaluating psychiatrist within 15 days after being by the Board or 
designee. 

(Option: Condition Precedent) 
shall not in the medicine until by the Board or its 

that respondent is mentally fit to nr"'''Tlr'o medicine period of 
that respondent is not practicing medicine shall counted toward completion of the 
term of probation. 

21. Psychotherapy 

Within 60 calendar days the effective date of this DeCision, shall submit 
the or designee for prior approval the name and qualifications of a California-
licensed board certified psychiatrist or a licensed psychologist who has a doctoral 
degree in psychology and at least years of postgraduate experience in diagnosis 
and treatment of emotional and mental Upon respondent shall 
undergo and continue psychotherapy including any modifications to the 
frequency of psychotherapy, until the Board or designee deems that no further 
psychotherapy is necessary. 

psychotherapist shall consider any information provided by the Board or its 
and any information the psychotherapist deems relevant and shall 

furnish a written evaluation report to the Board or designee. Respondent shall 
in providing the psychotherapist any information and documents that the 

psychotherapist may deem pertinent. 

the treating psychotherapist submit quarterly status to 
Board or may require respondent to undergo 

evaluations by a Board-appointed certified psychiatrist. If, prior to the 
completion of probation, respondent is found to mentally unfit to resume the practice 

Respondent shall 
or its designee. 
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of medicine without restrictions, the Board shall retain continuing jurisdiction over 
respondent's license and the period of probation shall be extended until the Board 
determines that respondent is mentally fit to resume the practice of medicine without 
restrictions. 

Respondent shall pay the cost of all psychotherapy and psychiatric evaluations. Failure 
to undergo and continue psychotherapy treatment, or comply !/lith any required 
modification in the frequency of psychotherapy, is a violation of probation . 

Note: This condition is for those cases where the evidence demonstrates that the 
respondent has had impairment (impairment by mental illness, alcohol abuse and/or 
drug self-abuse) related to the violations but is not at present a danger to respondent's 
patients. 

22. Medical Evaluation and Treatment 

Within 30 calendar days of the effective date of this Decision, and on a periodic basis 
thereafter as may be required by the Board or its designee, respondent shall undergo a 
medical evaluation by a Board-appointed physician who shall consider any information 
provided by the Board or designee and any other information the evaluating physician 
deems relevant and shall furnish a medical report to the Board or its designee. 
Respondent shall provide the evaluating physician any information and documentation 
that the evaluating physician may deem pertinent. 

Following the evaluation, respondent shall comply with all restrictions or conditions 
recommended by the evaluating physician within 15 calendar days after being notified by 
the Board or its designee. If respondent is required by the Board or its designee to 
undergo medical treatment, respondent shall within 30 calendar days of the requirement 
notice, submit to the Board or its designee for prior approval the name and qualifications 
of a California licensed treating physician of respondent's choice. Upon approval of the 
treating physician, respondent shall within 15 calendar days undertake medical 
treatment and shall continue such treatment until further notice from the Board or its 
designee. 

The treating physician shall consider any information provided by the Board or its 
designee or any other information the treat,ing physician may deem pertinent prior to 
commencement of treatment. Respondent shall have the treating physician submit 
quarterly reports to the Board or its designee indicating whether or not the respondent is 
capable of practicing medicine safely. Respondent shall provide the Board or its 
designee with any and all medical records pertaining to treatment.,..t.Aat the Board or its 
designee deems necessary. 

If, prior to the completion of probation, respondent is found to be physically incapable of 
resuming the practice of medicine without restrictions, tlhe Board shalll retain continuing 
jurisdiction over respondent's license and tlhe period of probation shall be extended until 
the Board determines that respondent is physically capable of resuming the practice of 
medicine without restrictions. Respondent slhal'l pay the cost of the medical evaluation(s) 
and treatment. 

Failure to undergo and continue medical treatment or comply with the required additional 
conditions or restrictions is a violation of prebation. 
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(Option- Condition Precedent) 
Respondent shall not engage in the practice of medicine until notified in writing by the 
Board or its designee of its determination th,at respondent is medically fit to practice 
safely. 

Note: This condition is for those cases where the evidence demonstrates that medical 
illness or disability was a contributing cause of the violations. 

23. Monitoring - Practice/Billing 

Within 30 calendar days of the effective date of this Decision, respondent shall submit to 
the Board or its designee for prior approval as a fhe-" [insert: 
practice, billing, or practice and billing-jl monitor(s), the name and qualifications of one or 
more licensed physicians and surgeons whose licenses are valid and in good standing, 
and who are preferably American Boar-d of Medicall Specialties (ABMS) certified. A 
monitor shall have no prior or current business or personal relationship with respondent, 
or other relationship that could reasonably be expected to compromise the ability of the 
monitor to render fair and unbiased reports to the Board, including but not limited to any 
form of bartering, shall be in respondent's field of practice, and must agree to serve as 
respondent's monitor. Respondent shall pay aM monitoring costs. 

The Board or its designee shall provide the approved' monitor with copies of the 
Decision(s) and Accusation(s), and a proposed monitoring plan. Within 15 calendar days 
of receipt of the Decision(s), Accusation(s), and proposed monitoring plan, the monitor 
shall submit a signed statement that the monitor has read the Decision(s) and 
Accusation(s), fully understands the role of a monitor, and agrees or disagrees with the 
proposed monitoring plan. If the monitor disagrees with the proposed monitoring plan, 
the monitor shall submit a revised monitoring plan with the signed statement for approval 
by the Board or its designee. 

Within 60 calendar days of the effective date of this Decision, and continuing throughout 
probation, respondent's fhe-" [insert: practice, billing, or 
practice and billing-j} shall be monitored by the approved monitor. Respondent shall 
make all records available for immediate inspection and copying on the premises by the 
monitor at all times during business hours and shall retain the records for the entire term 
of probation. 

If respondent fails to obtain approval of a monitor within 60 calendar days of the effective 
date of this Decision, respondent shall receive a notification from the Board or its 
designee to cease the practice of medicine within three (3) calendar days after being so 
notified. Respondent shall cease the practice of medicine until a monitor is approved to 
provide monitoring responsibility. 

The monitor(s) shall submit a quarterly written report to the Board or its designee which 
includes an evaluation of respondent's performance, indicating whether respondent's 
practices are within the standards of practice of [insert: medicine or billing, or both}, and 
whether respondent is practicing medicine safely, billing appropriately or both. It shall be 
the sole responsibility of respondent to ensure that the monitor submits the quarterly 
written reports to the Board or its designee within 10 calendar days after the end of the 
preceding quarter. 
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If the monitor resigns or is no longer available, respondent shall, within 5 calendar days 
of such resignation or unavailability, submit to the Board or its designee, for prior 
approval, the name and qualifications of a replacement monitor who will be assuming 
that responsibility within 15 calendar days. If respondent fails to obtain approval of a 
replacement monitor within 60 calendar days of the resignation or unavailability of the 
monitor, respondent shall receive a notification from the Board or its designee to cease 
the practice of medicine within three (3) calendar days after being so notified. be 
suspended from Respondent shall cease the practice of medicine until a replacement 
monitor is approved and prepared to assume§ immediate monitoring responsibility. 
Respondent shall cease the practice of medicine within a calendar days after being so 
notified by the Board or ~designee. 

In lieu of a monitor, respondent may participate in a professional enhancement program 
equivalent to the one offered by the Physician Assessment and Clinical Education 
Program at the University of California, San Diego School of Medicine, that includes, at 
minimum, quarterly chart review, semi-annual practice assessment, and semi-annual 
review of professional growth and education. Respondent shall participate in the 
professional enhancement program at respondent's expense during the term of 
probation . 

Failure to maintain all records, or to make all appropriate records available for immediate 
inspection and copying on the premises, or to comply with this condition as outlined 
above is a violation of probation. 

24. Solo Practice Prohibition 

Respondent is prohibited from engaging in the solo practice of medicine. Prohibited solo 
practice includes, but is not limited to, a practice where: 1) respondent merely shares 
office space with another physician but is not affiliated for purposes of providing patient 
care, or 2) respondent is the sole physician practitioner at that location. 

If respondent fails to establish a practice with another physician or secure employment in 
an appropriate practice setting within 60 calendar days of the effective date of this 
Decision, respondent shall receive a notification from the Board or its designee to cease 
the practice of medicine within three (3) calendar days after being so notified . The 
respondent shall not resume practice until an appropriate practice setting is established. 

If, during the course of the probation, the respondent's practice setting changes and the 
respondent is no longer practicing in a setting in compliance with this Decision, the 
respondent shall notify the Board or its designee within 5 calendar days of the practice 
setting change. If respondent fails to establish a practice with another phYSician or 
secure employment in an appropriate practice setting within 60 calendar days of the 
practice setting change, respondent shall receive a notification from the Board or its 
designee to cease the practice of medicine within three (3) calendar days after being so 
notified. The respondent shall not resume practice until an appropriate practice setting 
is established. 

25. Third Party Chaperone 
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During probation, respondent shall 
consulting, examining or treating _______, 
minor')1 patients. Respondent 

submit to the Board or 
will act as the third party 

third party chaperone shall sign (in ink or electronically) and 
chaperone's services are provided. patient medical record at the time third 

party chaperone shall read Accusation(s}, and fully understand 
the role of the third party chaperone. 

probation. 

(Option) 

Respondent shall provide written notification respondent's patients that a third party 
chaperone shall be present during all consultations, examination, or treatment with 

female or minor')1 patients. shall maintain in the patient's file a 
copy of the written notification, shall make the notification available for immediate 
inspection and copying on the at all times during business hours by the Board 
or its designee, and shall retain the notification for the entire term of probation. 
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Prohibited Practice 

STAN CONDITIONS 

Notification 
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Ton,onc registries or other similar agencies, and Executive Officer at every 
.... <:>rr'or which extends malpractice ,..",,/or<lno to respondent. 

shall submit proof of compliance to or its designee within 15 

This condition shall apply to any change(s) in hospitals, other facilities or insurance 

28. Supervision of Physician Assistants 

During probation, respondent is prohibited from supervising physician assistants. 

Obey All Laws 

all federal, 
of medicine in California and remain in full f'r\rnnll 

probation, payments, and other orders. 

governing the practice 
court ordered criminal 

30. Quarterly Declarations 

of perjury on forms 
provided by the Board, stating whether there compliance with all the conditions 
of probation. 

shall submit quarterly 

Respondent shall submit quarterly declarations later than 10 calendar days after 
end of preceding quarter. 

Unit Compliance ':"'=...:L.':,;;':':"';:;==;':::'31 . ..;:::;.;::;.:..;;.;:;.::..;:;;:.:.... 

nl'\rln'::'lnr shall comply with the Board's probation 

or 
serve as an address of record, 

2021(b). 

nr..,ncnT shall not engage in the practice of medicine in respondent's '""'"-""-==~ 
residence, unless the patient resides in a skilled nursing facility or other similar 

California physician's and surgeon's 



Respondent shall immediately inform the or Its designee, in writing, of travel to 
any areas the jurisdiction of California which lasts, or is contemplated to last, 
more than thirty (30) calendar days. 

Interview with the Board or 

Respondent shall be available in person =::::.:...:....:...::::.==.::::.::.... 

place of or at the probation unit 
GeiSIG~3-l::I99-~3ffi:!eSrt-af...l.!i::tRE*fEHftH7F\ta+s-atAQ eHF*lf- with 0 r without prio r notice 

33. Residing or Practicing Out of State 

(Optional) 

34. Failure to Practice Medicine California Resident 
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in Business and Prefessions Code sections 2051 and 2052. 

non-practice. 

3& 34. Completion of Probation 
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Respondent shall comply with all financial obligations (e.g., cost recovery, restitution, 
probation costs) not later than 120 calendar days prior to the completion of probation. 
Upon successful completion of probation, respondent's certificate shall be fully restored. 

36. 35. Violation of Probation 

Failure to fully comply with any term or condition of probation is a violation of probation. 
If respondent violates probation in any respect, the Board, after giving respondent notice 
and the opportunity to be heard, may revoke probation and carry out the disciplinary 
order that was stayed. If an Accusation, or Petition to Revoke Probation, or an Interim 
Suspension Order is filed against respondent during probation, the Board shall have 
continuing jurisdiction until the matter is final, and the period of probation shall be 
extended until the matter is final. 

37. Cost Recovery 

VVithin gO calendar days from the effective date of the Decision or other period agreed to 
by the Board or its designee, respondent shall reimburse the Board the amount of 
$ for its im'9stigati'Je and prosecution costs. The tiling of bankruptcy or period of 
non practice by respondent shall not relieve the respondent his/her obligation to 
reimburse the Board for its costs. 

J3. 36. License Surrender 

Following the effective date of this Decision, if respondent ceases practicing due to 
retirement,.Q[ health reasons or is otherwise unable to satisfy the terms and conditions 
of probation, respondent may request !.Q..the voluntary surrender ef...his or her 
respondent's license. The Board reserves the right to evaluate respondent's request and 
to exercise its discretion in determining whether or not to grant the request, or to take 
any other action deemed appropriate and reasonable under the circumstances. Upon 
formal acceptance of the surrender, respondent shall within 15 calendar days deliver 
respondent's wallet and wall certificate to the Board or its designee and respondent shall 
no longer practice medicine. Respondent will no longer be subject to the terms and 
conditions of probation and the surrender of respondent's license shall be deemed 
disciplinary action. If respondent re·applies for a medical license, the application shall be 
treated as a petition for reinstatement of a revoked certificate. 

~ 37. Probation Monitoring Costs 

Respondent shall pay the costs associated with probation monitoring each and every 
year of probation, as designated by the Board, which may be adjusted on an annual 
basis. Such costs shall be payable to the Medical Board of California and delivered to 
the Board or its designee no later than January 31 of each calendar year. Failure to pay 
costs '/lithin 30 calendar days of the due date is a violation of probation. 
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DISCIPliNARY GUIDEliNES 
INDEX 

B8cP Sec. Page No. 
141 (a) Discipline Action Taken By Others 32 
651 Advertising: Fraudulent, Misleading, Decoptivo 32 
725 Excessive Prescribing 32 
725 Excessive Treatments 32 
726 Sexual Misconduct 33 
729 Sexual Exploitation 33 
820 Mental or Physical Illness 33 
2234 Unprofessional Conduct 34 
2234(b) Gross Negligence 34 
2234(c) Repeated Negligent Acts 34 
2234(d) Incompetence 34 
2234(e) Dishonesty Related to Patient Care, Treatment, Management, 

or Billing 34 
2234(e) Dishonesty Not Related to Patient Care, Treatment, Management, 

or Billing 34 
2235 Procuring License by Fraud 34 
2236 Conviction of Crime Related to Patient Care, Treatment, 
Management or Billing 35 
2236 Conviction of Crime Felony Conviction Not Related to Patient 

Care, Treatment, Management or Billing 35 
2236 Conviction of Crime Misdemeanor Conviction Not Related 

to Patient Care, Troatment, Management or Billing 35 
2237 ConvictioR of Drugs Violations 36 
2238 Violation of Drug Statutes 36 
2238 Illegal Sales of Controlled Substance 36 
2239 Excessive Use of Controlled Substance 36 
2239 Excessive Use of Alcohol 36 
2241 Prescribing to Addicts 37 
2242 Prescribing VVithout A Prior Examination 32 
2252 Illegal Cancer Treatment 37 
2261 Making False Statements 37 
2262 Alteration of Medical Records 37 
2264 Aiding and Abetting Unlicensed Practice 37 
2266 Failure to Maintain Adequate Records 34 
2271 False or Misleading Advertising 32 
2280 Practice Under the Influence of t'Jarcotic 36 
2280 Practice Under the Influence of Alcohol 36 
2285 'Fictitious t'Jame Violation 38 
2288 Impersonation of Applicant in Exam 38 
2305 Discipline by Another State 32 
2306 Practice During Suspension 38 
2417 Business Organization in Violation of Chapter 38 

Violation of Probation 38 
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RECOMMENDED RANGE OF PENALTIES FOR VIOLATIONS 


DISCIPLINE BY ANOTHER STATE DISCIPLINARY ACTION TAKEN BY OTHERS 
[B&P 141{a) & 2305] 
Minimum penalty: Same for similar offense in California 
Maximum penalty: Revocation 
1. Oral or Writton Examination as a condition precedent to practice in California 

MISLEADING ADVERTISING (B&P 651 & 2271) 
Minimum penalty: Stayed revocation, 15 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4] 
2. Education Course [13] 
3. Ethics Course Professionalism Program (Ethics Course) [16] 
4. Monitoring-Practice/Billing [23] 
5. Prohibited Practice [26] 

EXCESSIVE PRESCRIBING (B&P 725), or 
PRESCRIBING WITHOUT AN APPROPRIATE PRIOR EXAMINATION (B&P 2242) 
Minimum penalty: Stayed revocation, 5 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4] 

2. Controlled Substances-Total DEA restriction [5], 

Surrender DEA permit [6] or, 

Partial DEA restriction [7] 

3. Maintain Records and Access to Records and Inventories [8] 

4. Education Course [13] 

5. Prescribing Practices Course [14] 

6. Medical Record Keeping Course [15] 

7. Ethics Course Professionalism Program (Ethics Course) [16] 

8. Clinical Training Program [18] or Oral or Written Examination [1 Q] 

9. Monitoring-Practice/Billing [23] 


EXCESSIVE TREATMENTS (B&P 725) 
Minimum penalty: Stayed revocation, 5 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4] 
2. Education Course [13] 
3. Medical Record Keeping Course [15] 
4. Ethics Course Professionalism Program (Ethics Course) [16] 
5. Clinical Training Program [18] or Oral or ""ritten Examination [1 Q] 
6. Monitoring-Practice/Billing [23] 
7. Prohibited Practice [26] 

SEXUAL MISCONDUCT (B&P 726) 

Minimum penalty: Stayed revocation, 7 years probation 
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Maximum penalty: Revocation 
1. 	 of 60 days or more 

Course [1 
E*~~~~ ~~~~==~~~~==~~====[1 

4. 	Professional Boundaries 1J......"' .."'rYI 

Psychiatric Evaluation [20] 
6. 	Psychotherapy [21] 

Monitoring-Practice/Billing [23J 

Party Chaperone 


9. 	Prohibited Practice [26] 

Professions Code 2246 was 
under this article that 

of exploitation, as 
(b) of Section 
shall not be stayed by 

MENTAL OR PHYSICAL ILLNESS (B&P 820) 
Minimum penalty: Stayed revocation, 5 probation 
Maximum penalty: Revocation 
1. Oral or Written Examination [19] 

Psychiatric Evaluation [20] 
Psychotherapy [21] 
Medical Evaluation and 
Monitoring-Practice/Billing 

Practice ':-:"';'-'-=;';"=":"';' 

Prohibited Practice 

UNPROFESSIONAL CONDUCT (B&P 2234). or 
NEGLIGENCE (b)], or 

REPEATED NEGLIGENT [B&P or 
INCOMPETENCE [B&P 
FAILURE TO MAINTAIN .....UIi-'"""'..... 

Maximum penalty: Revocation 
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- Substantially related to the qualifications, functions or of a 
physician from or occurring during patient 
treatment, management or billing [B&P 2234(e)] 
Minimum penalty: revocation, one suspension at least 7 years probation 
Maximum 
1. [16] 

DISHONESTY· Substantially related to the qualifications, function or duties of a 
physician and but arising from or occurring during patient care, 
treatment, or billing [BP 2234 (e)] 
Minimum 5 probation 
Maximum 
1. 

(if financial dishonesty or conviction of financial crime) 
[23] 

PROCURING (B&P 2235) 
1. Revocation [1] [2] 

• Substantially related to the qualifications, 
duties of a surgeon and arising from or occurring during n:::lllrU:U1T 

care, treatment, management or billing (B&P 2236) 
Minimum penalty: revocation, one year suspension, at least 7 
Maximum 



+. 2. Ethics Course Professionalism Program (Ethics Course) [16] 
2. Oral or VVritten Examination [19] 
3. Psychiatric Evaluation [20] 
4. Medical Evaluation and Treatment [22] 
5. Monitoring-Practice/Billing [23] 
6. Solo Practice Prohibition [24] 
7. Prohibited Practice [26] 
7. Victim Restitution 

CONVICTION OF CRIME - Felony conviction substantially related to the 
qualifications, functions or duties of a physician and surgeon but not arising from 
or occurring during patient care, treatment, management or billing (B&P 2236) 
Minimum penalty: Stayed revocation, 7 years probation 
Maximum penalty: Revocation 
1. Suspension of 30 days or more [4] 
2. Community Service [12] 

2-: ~ Ethics Course Professionalism Program (Ethics Course) [16] 

J.,. 4. Psychiatric Evaluation [20] 

4.- §.:. Medical Evaluation and Treatment [22] 

&.- 6. Monitoring-Practice/Billing (if dishonesty or conviction of a financial crime) [23] 

&. 7. Victim Restitution 


CONVICTION OF CRIME - Misdemeanor conviction substantiaUy related to the 
qualifications, functions or duties of a physician and surgeon but not arising from 
or occurring during patient care, treatment, management or billing (B&P 2236) 
Minimum penalty: Stayed revocation, 5 years probation 
Maximum penalty: Revocation 
1. Community Service [121 

+. 2. Ethics Course Professionalism Program (Ethics Course) [16] 

2-: 3. Psychiatric Evaluation [20] 

J.,. 4. Medical Evaluation and Treatment [22] 

4.- 5. Victim Restitution 


CONVICTION OF DRUG VIOLATIONS (B&P 2237), or 
VIOLATION OF DRUG STATUTES (B&P 2238), or 
EXCESSIVE USE OF CONTROLLED SUBSTANCES (B&P 2239), or 
PRACTICE UNDER THE INFLUENCE OF NARCOTIC (B&P 2280) 
Minimum penalty: Stayed revocation, 5 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4] 
2. Controlled Substances - Total DEA restriction [5], 

Surrender DEA permit [6], or 

Partial DEA restriction [7] 

3. Maintain Drug Records and Access to Records and Inventories [8] 

4. Controlled Substances - Abstain From Use [9] 

5. Alcohol-Abstain from Use [10] 

6. Biological Fluid Testing [11] 

7. Education Course [13] 
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8. Prescribing Practices 
Medical Record Keeping 	 [1 

etflffi6-bElHH;e Professionalism Program (Ethics Course) [1 

Psychiatric Evaluation 

Psychotherapy [21] 

Medical Evaluation and [22] 

Monitoring-Practice/Billing 

Prohibited Practice 


ILLEGAL SALES OF CONTROLLED SUBSTANCES (B&P 
',",f'<:>t'r\n [1] [2] 

USE OF 2239) or 
PRACTICE UNDER THE OF ALCOHOL (B&P 2280) 
Minimum penalty: r"'\J,,..,t"~~Tlr,n 5 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4] 
2. 	Controlled Substances-Abstain From Use [9] 

Alcohol-Abstain from [10] 
Biological Fluid Testing [11] 
~1ffi6-bE1HH;e Professionalism Program (Ethics Course) [1 

6. Oral or VVrittoR Examination [1 QJ 
Psychiatric Evaluation [20] 
Psychotherapy [21] 
Medical Evaluation 

Monitoring-Practice/Billing [23] 

PRESCRIBING TO ADDICTS (B&P 2241) 
Minimum penalty: Stayed revocation, 5 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4] 

Controlled Substances- restriction [5], 
DEA permit [6], or 

restriction [7] 
Maintain Drug Records to Records and 

Course [13] 
Practices [14] 

Medical Record Keeping Course [1 
effi~6etl1fSe .:....:...;::==:.:.::::.:..:=..:..:....:.......:...:::;..;::,..:..=.:..:....>.=='-"'-'::...=.:....::::..::..< [16] 

8. Clinical Training Program [18] 
9. Oral or VVrittoA Examination [19] 

9. 	Monitoring-Practice/Birling 
10. Prohibited Practice [26] 

CANCER 2252 and 2258) 
Minimum penalty: Stayed probation 
Maximum penalty: Revocation 
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1. Suspension of 60 days or more [4] 
2. Education course [13] 
3. Prescribing Practices Course [14] 

J.,. 4. Ethics Course Professionalism Program (Etrlics Course) [16] 

4.- ~Clinical Training Program [18] 

6. Oral or VVritten Examination [19] 
6. Monitoring-Practice/Billing [23] 
7. Prohibited Practice [26] 

MAKING FALSE STATEMENTS (B&P 2261). or 
ALTERATION OF MEDICAL RECORDS (B&P 2262) 
Minimum penalty: Stayed revocation, 5 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4} 
2. Medical Record Keeping Course [15] 
3. Ethics Course Professionalism Program (Ethics Course) [16] 
4. If fraud involved, see "Dishonesty" guidelines 

AIDING AND ABETTING UNLICENSED PRACTICE (B&P 2264) 
Minimum penalty: Stayed revocation, 5 years probation 
Maximum penalty: Revocation 
1. Suspension of 60 days or more [4] 
2. Education Course [13] 
3. Ethics Course Professionalism Program (Ethics Course) [16] 
4. Oral or Written Examination [19] 
5. 4. Monitoring-Practice/Billing [23] 
6. ~ Prohibited Practice [26] 

FICTITIOUS NAME VIOLATION (B&P 2285) 
Minimum penalty: Stayed revocation, one year probation 
Maximum penalty: Revocation 

IMPERSONATION OF APPLICANT IN EXAM (B&P 2288) 
1. Revocation [1] [2] 

PRACTICE DURING SUSPENSION (B&P 2306) 
1. Revocation [1] [2] 

BUSINESS ORGANIZATION IN VIOLATION OF CHAPTER (B&P 2417) 
Minimum penalty: Revocation 
Effective January 1, 2002, Business and Professions Code section 2417 was added to 
read, in part, "(b) A physician and surgeon who practices medicine with a business 
organization knowing that it is owned or operated in violation of Section 1871.4 of the 
Insurance Code, Section 14107 or 14107.2 of the Welfare and Institutions Code, or 
Section 549 or 550 of the Penal Code shall have his or her license to practice 
permanently revoked." 
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VIOLATION OF PROBATION 
Minimum penalty: 30 day suspension 
Maximum penalty: Revocation 
The maximum penalty should be given for repeated similar offenses or for probation 
violations revealing a cavalier or recalcitrant attitude. A violation of any of the following 
conditions of probation should result in, at minimum, a 60 day suspension: 
1. Controlled Substances -Maintain Records and Access to Records and Inventories [8] 
2. Biological Fluid Testing [1 'I] 
3. Professional Boundaries Program [17] 
4. Clinical Training Program [18] 
5. Psychiatric Evaluation [20] 
6. Psychotherapy [21] 
7. Medical Evaluation and Treatment [22] 
8. Third Party Chaperone [25] 
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October 18, 2010 
 
 
Susan Cady 
Enforcement Manager 
Medical Board of California 
2005 Evergreen St, Suite 1200 
Sacramento, CA 95815 
 
Subject:  Comments on 
“Manual of Model Disciplinary Orders and Disciplinary Guidelines (11th Edition/2010)” 
 
Dear Ms. Cady: 
 
The California Medical Association (CMA) respectfully submits the following comments for 
consideration related to the proposed amendments to the “Manual of Model Disciplinary Orders 
and Disciplinary Guidelines (11th Edition/2010)”.  The comments are in response to the 
solicitation for comments in a notice of proposed rulemaking posted on September 13, 2010 for 
Division 13 of Title 16 of the California Code of Regulations. 
 
The California Medical Association is an advocacy organization that represents 35,000 
California physicians. Dedicated to the health of Californians, CMA is active in the legal, 
legislative, reimbursement and regulatory areas on behalf of California physicians and their 
patients. 
 
I. Background 
 
We understand that the purpose of the proposed amendments to the Manual of Model 
Disciplinary Orders and Disciplinary Guidelines is to reflect changes in law, clarify existing 
language, and make technical changes to reflect the current probationary environment.  CMA 
would like to offer additional revisions for your consideration. 
 
II. CMA’s Comments 

 
CMA has several concerns regarding the proposed disciplinary guidelines as follows: 
 

A.  Section 9.   Controlled Substances - Abstain From Use 
 Section 10.  Alcohol - Abstain From Use 
 Section 11. Biological Fluid Testing 
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These sections essentially provide for an automatic suspension of a license in the event the 
respondent has a positive biological fluid test for certain substances or fails to cooperate in a 
random biological fluid testing program.  While we acknowledge that such events are a violation 
of probation, as was the case with the diversion program, we have serious reservations that the 
Medical Board may lawfully order the cessation of medical practice under these circumstances.   

 
First, the Legislature, in its detailed statutory scheme governing Medical Board disciplinary 
powers, has not authorized an automatic suspension in these cases, as it has where a licensee has 
been convicted of a felony.  See Business & Professions Code §2236.1.  Accordingly, the 
Medical Board lacks the statutory authority to issue such suspensions.  See Medical Board of 
California v. Superior Court (2003) 111 Cal.App.4th 163 (Business & Professions Code 
provision governing a physician's participation in the diversion program did not permit 
disciplinary action against a physician solely on his failure to complete the program). 

 
Further, there are serious questions as to the constitutionality of the proposed guidelines 
purporting to authorize automatic suspension of the license.  For example, in Ralph Williams 
Ford v. New Car Dealers policy and Appeals Board (1973) 30 Cal.App.3d 494, at issue was 
whether the Director of Motor Vehicles could lawfully suspend a license in the event the licensee 
violated a condition of probation.  Recognizing the constitutional infirmity of the activity, the 
court stated:  

 
The Fourteenth Amendment protects the pursuit of one's profession from abridgment 
by arbitrary state action, and a state cannot exclude a person from any occupation in a 
manner or for reasons that contravene due process of law. (Endler v. Schutzbank, 68 
Cal.2d 162, 169-170, 65 Cal.Rptr. 297, 436 P.2d 297.) Here, the revocation of 
probation, and therefore the revocation of Williams' dealer's license, is left to the 
discretion of the Director of Motor Vehicles.   But "an individual must be afforded 
notice and an opportunity for a hearing before he is deprived of any significant 
property interest, ..." (Randone v. Appellate Department, 5 Cal.3d 536, 541, 96 
Cal.Rptr. 709, 488 P.2d 13.) Although Williams received notice and a hearing on its 
past violations, the conditions of probation dispense with notice and hearing on any 
future violations that may bring about a revocation of its license. 

 
In criminal law "fundamental principles of due process and fair play demand, ... that 
after a summary revocation of probation and before sentencing a hearing is required 
at which the defendant is entitled to be represented by counsel, to be advised of the 
alleged violation and given an opportunity to deny or explain it, and, if necessary, 
present witnesses on his own behalf." (People v. Youngs, 23 Cal.App.3d 180, 188, 99 
Cal.Rptr. 101; People v. Vickers, 8 Cal.3d 451, 458-461, 105 Cal.Rptr. 305, 503 P.2d 
313; see also, Morrissey v. Brewer, 408 U.S. 471, 33 L.Ed.2d 484, 92 S.Ct. 2593.) 
Due process requires a comparable opportunity for notice and hearing on the 
revocation of an occupational license. (Cf. Goldberg v. Kelly, 397 U.S. 254, 25 
L.Ed.2d 287, 90 S.Ct. 1011.) 
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Accordingly, CMA believes licensees under probation should be accorded a pre-deprivation 
hearing on the issue to determine whether the licensee in fact imposes a danger to patients.  If the 
Medical Board truly believes the licensee poses a threat to patient care, the Board can certainly 
take steps to prevent harm by seeking a temporary restraining order or interim suspension. 
 

B.  Section 16. Professionalism Program (Ethics Course) 
 
This section requires respondents to enroll in a professionalism program that meets the 
requirements of Title 16, California Code of Regulations (CCR) section 1358.1.  To be 
consistent with the other sections of the guidelines that require respondents to participate in 
educational courses and specify that the courses must be “equivalent to the … Course offered by 
the Physician Assessment and Clinical Education Program, University of California, San Diego 
School of Medicine (Program),” we recommend that this section be amended to state that the 
professionalism program must be “equivalent to the Professionalism Program offered by  the 
Institute for Medical Quality (IMQ).”  Providing more information regarding the content of a 
recognized professionalism program will clarify the type of professionalism program that meets 
the Medical Board’s standards. 
 
The IMQ Professionalism Program was developed to comply with the requirements established 
by the Medical Board of California. The program centers on both the legal and ethical 
dimensions of the practice of medicine in California, and it introduces participants to a range of 
resources to address present or future problems.  Full participation and completion of all 
assignments are required for completion of the program. The Program is divided into three 
components. 
 
The pre-course component consists of a background assessment application, a baseline 
knowledge test and pre course reading. The purpose of this component is to determine the 
participant’s knowledge/awareness of ethical/legal issues related to the practice of medicine in 
California, as well as information about the participant’s knowledge of the legal and ethical 
issues related to the specific case(s) for which the participant has been referred to the program. 
Participants prepare an assessment of their expectations of the program, recognition of need for 
change and commitment to change. 
 
The second component is the two-day ethics course. It includes a series of components that move 
from demonstration to practice and application. Issues covered include: what are ethical issues 
and when they arise, clarification of legal issues, resources to analyze situations and a decision 
making model. The course is very interactive, and it is designed to provide participants with a 
full understanding of the ethical and legal aspects of their own violations and knowledge about 
how to access resources to deal with future issues. 
 
The third component is required assessments over a one-year period following the course. It 
consists of the post-course test on California law and ethics given at the end of the two-day 
course, and 6 month and 12 month follow-up assessments. At 6 months, participants submit 
information regarding their practice during the period since the course and complete a skills 
review exercise. At 12 months they provide a final report on changes in their practice profile and 
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a self-assessment status report.  On completion of the course, a report is sent to the Medical 
Board. 
 
III.  Conclusion 
 
In conclusion, the CMA believes that the recommended changes will improve the disciplinary 
guidelines making it a more useful document for those involved in the physician disciplinary 
process. 
 
Sincerely, 
 
Yvonne Choong 
Associate Director, Center for Medical and Regulatory Policy 
California Medical Association 
 
Cc: Lisa Folberg, CMA Vice-President, Center for Medical and Regulatory Policy 
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AGENDA ITEM 23 


Herb 'K. Schultz was recently appointed by President Barack 
Obama to serve as Regional Director at the U.S. Department of 
Health and Human Services' (HHS) Region IX. Region IX 
includes the states of Arizona, California, Nevada, Hawaii, the 
territories of American Samoa, Commonwealth of the Northern 
Marianas Islands, and Guam, as well as the freely associated 
states of the Federated States of Micronesia, Republic of 
Marshall Isl'ands, and Republic of Palau . In this role, he serves 
as HHS Secretary Kathleen Sebelius' key representative in the 
Hegion, ensuring that close contact is maintained by the federal 
government with state, local, tribal, and territorial governmental 
and external, non-governmentall partners on a wide range of 
health and social service issues. In addition, the HHS 

Secretary's 10 Regional Directors/Regional Offices work actively to address the needs 
of communities and individuals served through HHS programs and policies. 

HHS Secretary Sebelius, in announcing Mr. Schultz's appointment, said: "Herb Schultz 
brings an extensive, working-level knowledge of our department's most important 
issues, as well as a knowledge of the people and institutions in Region IX," said 
Secretary Sebelius. "His experience and talents will be invaluable as our department 
works to effectively implement the Patient Protection and Affordable Care Act." 

Previously, Mr. Schultz was Senior Advisor to Governor Arnold Schwarzenegger, and 
since January of this year, also the Director of the California Recovery Task Force. In 
this role, he is responsible for the oversig,ht and implementation of the American 
Recovery and Reinvestment Act of 2009. As Senior Advisor to the Governor from 2008
2010, he represented the Governor on major domestic policy issues, which included 
serving as a principal advisor on health care reform. Previously, he served as the Senior 
Health Policy Advisor to the Governor during California's 2006-2008 state debate on 
comprehensive health care reform. From 2005-2006, he served as Vice President of 
Government Programs for McKesson Health Solutions, where he oversaw the 
company's disease management and nurse advice programs for Medicaid and 
Medicare beneficiaries. During the first year of Governor Schwarzenegger's 
Administration, Mr. Schultz served as Acting Director of the California Employment 
Development Department. He a:lso previously served as a member of former Governor 
Gray Davis' Cabinet as Acting Secretary for the Labor and Workforce Development 
Agency. He served as the Agency's Undersecreta,ry before his Cabinet-Level 
appointment, and remained in both roles until the end of the Davis Administration. Prior 
to that, he was Deputy Director of External Affairs for the California Department of 
Managed Health Care, and served as Director of the Advisory Committee on Managed 
Health Care. Mr. Schultz received his BA in Political Science and International Studies 
from The American University in Washington, DC and has a Masters Degree in Public 
Policy from Georgetown University, also in Washington, DC. 
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AGENDA ITEM 24A 


0758 - Medical Board 
Analysis of Fund Condition 
(Dollars in Thousands) 

Actual 
2009-10 

Current 
Year 

2010-11 
BY 

2011-12 
BY+1 

2012-13 
BY+2 

2013-14 

BEGINNING BALANCE 
Prior Year Adjustment 

Adjusted Beginning Balance 

$ 24,379 

$ 41 

$ 24,420 

$ 27,903 

$ 
$ 27,903 

$ 24,058 

$ 
$ 24,058 

$ 21,397 . 

$ 
$ 21,397 

$ 17,883 

$ 
$ 17,883 

REVENUES AND TRANSFERS 
Revenues: 

125600 Other regulatory fees 
125700 Other regulatory licenses and permits 
125800 Renewal fees 

$ 271 

$ 5,321 

$ 44,670 

$ 314 

$ 5,533 
$ 43,357 

$ 313 
$ 5,533 
$ 44,838 

$ 313 

$ 5,533 
$ 45,226 

$ 313 

$ 5,533 
$ 45,621 

125900 Delinquent fees 
142500 Miscellaneous services to the public 
150300 Income from surplus money investments 
160400 Sale of fixed assets 
161000 Escheat of unclaimed checks and warrants 
161400 Miscellaneous revenues 
164300 Penalty assessments - Probation Monitoring 

Totals, Revenues 

$ 94 
$ 37 
$ 178 
$ 19 
$ 23 
$ 

$ 50,614 

$ 96 
$ 25 
$ 155 

$ 
$ 
$ 20 

$ 1,100 

$ 50,600 

$ 96 

$ 25 

$ 137 

$ 
$ 
$ 20 
$ 1,100 

$ 52,062 

$ 96 
$ 25 

$ 113 
$ 
$ 
$ 20 
$ 1,100 
$ 52,426 

$ 96 
$ 25 
$ 84 
$ 
$ 
$ 20 

$ 1,100 
$ 52,792 

Transfers: 

TOTALS, REVENUES AND TRANSFERS $ 50,614 $ 50,600 $ 52,062 $ 52,426 $ 52,792 

TOTAL RESOURCES $ 75,034 $ 78,503 $ 76,120 $ 73,824 $ 70,675 

EXPENDITURES 
Disbursements: 

0840 State Controller (State Operations) 
8880 FSCU (State Operations) 
Budget Act of 2009 
1110 Program Expenditures (State Operations) 

$ 40 

$ 47,091 

$ 81 

$ 31 

$ 54,333 

$ 

$ 54,853 

$ 

$ 55,950 

$ 

$ 57,069 

2010-11 Approved BCPs: 
License Application Processing 
Cal-Licensing System-BCP 1 B: BreEZe 

$ $ 
$ 11 

$ 
$ 150 

$ 
252 

Proposed 2011-1 2 Augmentations (BQard) : 
Operation Safe Medicine 
Staff Programmer 
Temp Help (District Medical Consu~ant $) 
W AAZlScanning 
AB 2699: Exemption from Licensure (Volunteer Physicians) 

Disapproved 
Disapproved 
Disapproved 
Disapproved 

Pending 

Proposed 2011-12 Bugget Ad justment (Department) : 
CPEI Technical Adjustment $ (141 ) $ (160) $ (160) 

Totals, Disbursements $ 47,131 $ 54,445 $ 54,723 $ 55,940 $ 57,161 

FUND BALANCE 
Reserve for economic uncertainties $ 27,903 $ 24,058 $ 21,397 $ 17,883 $ 13,514 

Months In Reserve 6.1 5.3 4.6 3.8 2.8 

NOTES: 
A. ASSUMES WORKLOAD AND REVENUE PROJECTIONS ARE REALIZED FOR 2010-11 AND BEYOND. 
B. INTEREST ON FUND ESTIMATED AT .68% in FY 09110 and beyond. 
C. MED BOARD'S 2009-2010 PROB MONITORING AND OSM BCPs APPROVED WITH NO FUNDING (Prob Mon = $294.000; OSM = $510,000); OSM APPROVED FOR 

2 YEARS; CONTINUATION OF OSM BEYOND 2 YEARS MUST BE AUTHORIZED VIA SUBMISSION/APPROVAL OF A BCP FOR FY 2011112. 
D FY 10-11 RENEWAL FEE REVENUE INCLUDES A ONE-TIME CREDIT OF $22 FOR EACH PHYSICIAN RENEWING (ELIMINATION OF THE DIVERSION PROGRAM) 
E. 	OSM ($567.000. 6.0 PY); ISB ($106,000,1 .0 PY): Temp Help-MCs ($196.000); WAAZlScanning(S116.0oo, 2.0 PY); AB 2699($43,000, 0.5 PY) 

10/20/2010 

199 



Medical Board of California 

FY 10/11 


Report 

of 31,2010) 
(16.7% of fiscal year completed) 

PERCENT OF 

BUDGET EXPENSESI BUDGET UNENCUMB 
OBJECT DESCRIPTION ALLOTMENT ENCUMB EXPIENCUMB BALANCE 

PERSONAL SERVICES 
Salary & 

(Staff & Exec 17,073,307 2,157,208 12.6 14,916,099 
Board Members 31,500 0 0.0 
Phy Fitness Incentive 29,623 2,925 9.9 26.698 
Temp 1.144,410 196,018 17.1 948.392 
Overtime 12.143 2,559 21.1 9,584 
Staff Benefits 7.155,001 876,234 12.2 6,278.767 
Salary 

TOTALS, PERS SERVICES 

OPERATING EXP & EQUIP 
General 242,662 19,675 8.1 222.987 
Fingerprint 333,448 0 0.0 333,448 
Minor Equipment 253,500 0 0.0 253,500 
Printing 483,755 214,631 44.4 269,124 
Communications 287,780 0 0.0 287,780 

280,511 0 0.0 280,511 
Insurance 41,053 0 0.0 41,053 
Travel In-State 494,098 0 0.0 494,098 
Travel Out-of-State 1,200 0 0.0 1.200 
Training 76,895 0 0,0 76,895 
Facilities (Rent) 2,758,140 1,933.912 70.1 824.228 
ConsulUProf Services 982,594 572,773 58.3 409.821 
Departmental Pro rata 4,339,488 0 0.0 4,339,488 
Interagency Services 5.142 0 0.0 5,142 
Consolidated Data Center 646,809 70.068 10.8 576.741 
Data 128,492 2,324 1,8 126,168 
Central Admin Svcs Prorata) 1.718,857 0 0.0 1,718,857 
Attorney General Services 13,347,280 2,092,975 15.7 1,254,305 
Office of Administrative 1.862,591 0 0.0 1,862,591 
Evidence/witness 1,893,439 0 0.0 1.893,439 
Court 175,000 0 0.0 175,000 

563,000 0.0 563,000 
81 37,265.4 (30,104) 

Vehicle Operations 
TOTALS, OE&E 

TOTALS, EXPENDITURES 55,716.000 8,171,487 14.7 47,544.513 

Scheduled Reimbursements (52,038) 13.6 
Distributed Costs (999,000) (136,413) 13.7 

261 

NET TOTAL, EXPENDITURES 
Unscheduled Reimbursements (48,655) 

7,934,381 

Budget Expenditure Report.xls 

Date: September 28,2010 



MEDICAL BOARD OF CALIFORNIA 
ENFORCEMENT PROGRAM 

BUDGET REPORT 
JULY 1, 2010 AUGUST 31,2010 

PERSONAL 
Salaries & Wages 
Staff 

TOTAL PERSONAL SERVICES 

OPERATING EXPENSE & 
General Expense/Fingerprint Reports 
Printing 
Communications 
Postage 
Insurance 
Travel In-State 
Training 
Facililties 
Consultant/Professional 
Departmental Services 
Interagency Services 
Data Processing 
Statewide Pro Rata 
Attorney General 1/ 
OAH 
EvidencelWitness Fees 
Court Reporter Services 
Major Equipment 
Other Items of Enf. 

Materials/Lab, etc.) 
Vehicle Operations 
Minor Equipment 

TOTAL OPERATING EXPENSES & 
EQUIPMENT 

DISTRIBUTED COSTS 

TOTAL BUDGET/EXPENDITURES 

Unscheduled Reimbursements 

FY 10/11 
BUDGET 

EXPENDITURES! 
ENCUMBRANCES 

YR-TO-DATE 

10,887,860 1,400,398 

15,254,915 1,915,872 

104,200 
214,944 
140,780 
50,000 
38,235 

282,139 
35,209 

2,056,940 
300,000 

3,1 
3,767 

18,000 
1,257,860 

13,197,280 
1,862,591 
1,820,939 

174,750 
503,000 

13,175 
198,860 

°0 

°0 
0 

1 
90,019 

0 
0 

0,000 
0 

2,078,865 
0 
0 
0 
0 

81 
210,925 

29,798 
0 
Q 

25,448,877 155 

(945,405) (136,413) 

39,758,387 ,614 

LAG 

TIME 


current 

current 


1-2 

1-2 

2 

2 

2 

2 

2 

current 
1-2 

current 
current 

1-2 
current 
current 

2 
2 
2 
2 

1-2 
2 
2 

next page for monthly detail 

9/28/2010 

g/admin/enfrcbud.exl 
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MEDICAL BOARD OF CALIFORNIA 
ATTORNEY GENERAL EXPENDITURES - FY 10/11 
DOJ AGENCY CODE 003573 - ENFORCEMENT (6303) 
page 1 of 1 

July 

August 

September 

October 

November 

December 

Revised 9/15/10 

Attorney Services 
Paralegal Services 
Auditor/Analyst Services 
Cost of Suit 

Attorney Services 
Paralegal Services 
Auditor/Analyst Services 
Cost of Suit 

Attorney Services 
Paralegal Services 
Auditor/Analyst Services 
Cost of Suit 

Attorney Services 
Paralegal Services 
Auditor/Analyst Services 
Cost of Suit 

Attorney Services 
Paralegal Services 
Auditor/Analyst 
Cost of Suit 

Attorney Services 
Paralegal Services 
Auditor/Analyst 
Cost of Suit 

Number of Hours 

5,876.75 
442.75 

92.25 

5,669.25 
376.00 

87.50 

Rate 

170.00 
120.00 
99.00 

170.00 
120.00 
99.00 

170.00 
120.00 
99.00 

170.00 
120.00 
99.00 

170.00 
120.00 
99.00 

170.00 
120.00 
99.00 

July - Dec Total :::: 

FY 10/11 Budget :::: 


Amount 

999,047.50 
53,130.00 
9,132.75 

1,061,310.25 

963,772.50 
45,120.00 

8,662.50 

1,017,555.00 

0.00 
0.00 
0.00 

0.00 

0.00 
0.00 
0.00 

0.00 

0.00 
0.00 
0.00 

0.00 

0.00 
0.00 
0.00 

0.00 

2,078,865.25 
13,157,280.00 

202 

http:13,157,280.00
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ENFORCEMENT/PROBATION RECEIPTS 
MONTHLY PROFILE: JULY 2008 - AUGUST 2010 

Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 Apr-09 May-09 Jun-09 
Invest Cost Recovery 
Criminal Cost Recovery 
Probation 
Exam 
Cite/Fine 

MONTHLY 

FYTD TOTAL 

Invest Cost Recovery 
Criminal Cost Recovery 
Probation Monitoring 
Exam 
Cite/Fine 

MONTHLY TOTAL 

FYTD TOTAL 

Invest Cost Recovery 
Criminal Cost Recovery 
Probation 
Exam 
Cite/Fine 

MONTHLY 

FYTD 

18,069 1,850 2,935 6,569 3,616 4,564 8,445 14,535 2,716 5,585 3,650 5,200 
0 5,694 0 0 0 0 3,500 0 0 0 0 0 

56,999 17,107 28,739 109,603 53,626 75,517 218,781 232,169 82,153 52,220 44,309 37,530 
825 75 50 3,495 50 2,150 125 5,740 100 75 75 50 

3,200 9,050 2,400 1,500 5,650 4,300 10,400 9,415 5,375 5,700 8,300 
27,926 40,774 122,067 58,792 87,881 235,151 262,844 94,384 63,255 53,734 51,080 

106,869 147,643 269,710 328,502 416,383 651,534 914,378 1,008,762 1,072,017 1,125,751 1,176,831 

Jul-09 Aug-09 Sep-09 Oct-09 Nov-09 Dec-09 Jan-10 Feb-10 Mar-10 Apr-10 May-10 Jun-10 

4,486 1,050 1,250 740 67 1 61 7,409 11,613 0 2,186 11,388 1,500 


0 0 0 0 0 0 0 0 0 0 0 0 

46,225 21,354 22,836 34,983 22,419 186,279 345,366 200,249 60,048 59,731 29,879 42,043 


150 250 105 330 3,480 1,658 292 200 1,500 300 325 500 

3,500 3,025 2,425 3,225 3,055 5,320 475 4,723 4,600 5,200 3,261 5,340 


54,361 25,679 26,616 39,278 29,021 194,418 353,542 216,785 66,148 67,417 44,853 49,383 

54,361 80,040 106,656 145,934 174,955 369,373 722,915 939,700 1 ,005,848 1 ,073 ,265 1,118,118 1,167,501 

Jul-10 

3,981 
0 

43,697 
2,475 
5,500 

Aug-10 

971 
0 

Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11 
FYTD 
Total 

4,952 
0 

91511010 



SERVICES 

TOTAL PERSONAL 

EXPENSES & 

Communications 

Travel In-State 
Training 
Facilities Operation 
Consult/Professional Services 
Departmental Services 
Interagency Services 
Data Processing 
Statewide Pro Rata 
Attorney General 
EvidencelWitness Fees 
Court Reporter Services 
Major Equipment 
Minor Equipment 

MEDICAL BOARD OF CALIFORNIA 

LICENSING PROGRAM 


BUDGET REPORT 

JULY 1,2010 -AUGUST 31,2010 


FY 10/11 
BUDGET 

2,532,051 
1,092,068 

3,624,119 

IPMENT 
15,000 

329,248 
30,000 
50,000 
73,511 
25,000 

3,500 
225,000 
506,873 
421,364 

499 
3,000 

166,901 
150,000 

7,500 
250 

12,000 
67,500 

TOTAL OPERATING EXPENSES & 
EQUIPMENT 2,087,146 

SCHEDULED REIMBURSEMENTS (384,000) 

DISTRIBUTED COSTS (49,282) 

TOTAL BUDGET/EXPENDITURES 5,211,983 

EXPENDITURESI 

ENCUMBRANCES 


YR-TO-DATE 


359,287 

494,890 

0 
0 

7,999 
0 
0 
0 
0 

218,708 
75,900 

0 
0 

2,324 
0 

14,110 
0 
0 
0 
Q 

319,041 

(52,038) 

0 

761,893 

LAG 
TIME 

current 
current 

2 
2 
1-2 
2 
2 
2 
2 

current 
1-2 

current 
current 

1-2 
current 
current 

2 
2 
2 
2 

n::ln'm"'nT of Justice invoices for fingerprint reports, name and subsequent arrest reports 

gfadminllicensn2.xls 

9/28/2010 
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Board of California 
Members' Expense hl'c.,..,.nl'T 

July 1, 0 - August 31,2010 

Per Diem* 
JUL AUG 

Dr. Carreon 600 800 

Ms. 0 0 
Dr. Chin 0 0 

Dr. 0 100 
Dr. Duruisseau 1,000 700 
Dr. Esrailian 500 300 
Dr. Gitnick 0 0 
Dr. Levine 0 0 
Dr. Low 0 0 
Dr. Moran 0 0 
Dr. Salomonson 400 0 
Ms. Schipske 0 0 
Ms. Yaroslavsky 0 0 
Mr. Zerunyan 1,400 1,400 

BOARD TOTAL 3,900 3,300 

Travel Total Total 
Jut-Aug FYTD 

TOTAL 

1,400 0.00 1,400.00 1,400.00 

0 0.00 0.00 0.00 

0 0.00 0.00 0.00 
100 81.50 181.50 181.50 

1,700 110.00 1,810.00 1,810.00 

800 979.76 1,779.76 1,779.76 

0 747.33 747.33 747.33 

0 0.00 0.00 0.00 

0 0.00 0.00 0.00 

0 0.00 0.00 0.00 

400 1,003.09 1,403.09 1,403.09 

0 0.00 0.00 0.00 

0 0.00 0.00 0.00 
2,800 208.66 3,008.66 3,008.66 

7,200 3,130.34 10,330.34 10,330.34 

'includes claims paid/submitted through ';;"""""1"11"1", 24,2010 

Board Members Expense Report.xls 

Dale: September 29.2010 



MEDICAL BOARD OF CALIFORNIA BUDGET OVERVIEW BY BOARD COMPONENT 

OPERATION 
SAFE ADMIN 

SERVICES DIVERSION 
INFO 

SYSTEMS 

FY 07/08 

$ Spent' 
Positions 
Authorized 

1,896,000 
1,796,000 

8.8 

35,696,000 
33,478,000 

147.6 

4,334,000 
4,077,000 

44.5 

2,855,000 
2,113,000 

15.0 

1,397,000 
1,037,000 

14.0 

3,078,000 
2,696,000 

16.0 

2,750,000 
1,647,000 

19.0 

FY 08/09 
2,158,000 36,659,000 4,599,000 2,048,000 3,370,000 1,914,000 

$ Spent' 1,875,000 34,026,000 4,522,000 1,697,000 2,668,000 625,000 
Positions 
Authorized 8.8 146.6 45.5 15.0 16.0 20.0 

BOARD 

TOTAL 


52,006,000 
46,844,000 • 

50,748,000 
45,413,000 • 

2,030,000 36,539,000 567,000 4,262,000 1,558,000 2,953,000 1,589,000 
$ Spent' 2,920,000 34,130,000 494,000 4,772,000 1,547,000 2,728,000 500,000 
POSitions 
Authorized 8.8 146.6 6.0 45.5 15.0 16.0 25.0 

49,498,000 
47,091,000 • 

$ Spent thru 8/31 • 
Positions 
Authorized 

1,935,000 
617,000 

8.8 

39,758,000 
5,577,000 

165.0 

621,000 
81,000 

6.0 

5,278,000 
762,000 

53.3 

1,699,000 
257,000 

15.0 

3,212,000 
391,000 

17.0 

1,830,000 
249,000 

24.0 

54,333,000 
7,934,000 • 

289.1 

* net expenditures (includes unscheduled reimbursements) 

912812010 

Budgel Overview by Program.xls 

264.9 

251.9 

262.9 



ITEM24D 


PROPOSED 

BOARD MEETING DATES 


2011 


January 28 San Francisco 

May 6 Los Angeles 

July 28, 29 Sacramento (MBC Headquarters) 

October 28 Diego 



AG DAITEM25 

BOARD EVALUATION 
PRESE TATIO AND DISCUSSIO 

Full report and response from the 
Attorney General's Office are under 
separate cover and are posted on the 
Board's website at www.mbc.ca.gov 

http:www.mbc.ca.gov
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31,2010 

Ms. Linda Executive Director 

Medical Board of California 

2005 Suite 1 200 


California 95815 

_ Evaluation 
Volume I - Summary 

Dear Ms. Whitney, 

We are to present this Report which documents the and recommendations 
from our review of the Medical Board's programs, The report presents results of extensive of the Medical 
Board's complaint intake and screeninq, investiaation, and on 

fiscal and program from 
we completed assessments of other aspects of the Board's programs as required pursuant to our contract with the Board. 

Prolirninl"fn/ Diagnostic Review 

to refine the scope and focus of our assessment, we a review of the Medical Board's 
and Enforcement during the past five (51 years. The results of this review indicated 

on1'''''''''''' of Vertical Enforcement during costs for services the General 
escalated rapidlv while other service costs declined. the number of cases referred for the number of 

referred for the number of accusations filed, the number of 
decisions submitted, and the number of disciplinarv actions all declined. Additionallv, the averaae elapsed time to 

Given the amount of services the General more than $ million per month) 
and these it was in consultation with Medical Board management, that the focus of 
this assessment should be on (11 the impacts of the VE Pilot Proiect on the Enforcement (2) 

Performance 
Plan. 

106 BRECKENWOOD WAY '* SACRAMENTO, CALlFORNIA 95864 


PHONE: 916.425.1475 '* FAX: 866.216.1785 


EMAIL: BEN@BENjAMINFRANICCOM '* WEB: WWW.13ENjAMINFRANICCOM
N ....... 

o 

WWW.13ENjAMINFRANICCOM


PAGE 2 OF 

'';nvt=lrnlnn Board Structure and 

We and disseminated a survey of board members to obtain members' the structure and of 
the Medical Board's board, board and and the effectiveness of training 
members. As of June 2010, a sufficient number of 
conclusions, or recommendations for in these areas. 

License Fees and Fund Condition 

Since increasing initial and renewal fees for and surgeons from $600 to $790, effective 1, 2006, there 
have been concerns regarding whether the fees are . Section of Article 20 of the Medical Practice 
Act, in with the 2006 fee increase, a statutory cap on the amount of reserves that the Medical 
Board could accumulate in its Fund. Section stated that "It is the intent of the that, in fees 
pursuant to this section, the board shall seek to maintain a reserve in the Fund of the Medical Board of California to 

two months' " Su Section 2435(h) was modified (AB 501, Emmerson) 
to enable the Medical Board to maintain a hiaher reserve fund balance 

Our assessment of the Medical Board's fiscal circumstances focused on with Section 2435(h) of the Medical Practice 
Act. Results of our review show that, within 2 to 3 years, the Medical Board's reserves are likely to decrease to a level to 
less than four (4) months' operatin!l expenditures. Consequently, an adjustment to the Medical Board's license 
$783, would not be 

Program 

2009 the Medical Board contracted with Hubbert Inc. to conduct an assessment of the 
that would facilitate with governing 

was on the license process. We 
a critical review of HSC's report. We also results of we performed in other related areas. 

business processes and support systems, HSC 
54 percent (from 26 to 41 

four (4) half-time 
and (8) (eauivalent to 6 full-

was recommended, a 27 percent increase in authorized staTt""", 

total authorized for the Licensing would increase 
offsets for the elimination of retired annuitants and student assistants). 

N 
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200911 0 the Medical Board (8) new in a 2010/11 BCP that was not 
epartment of Consumer Affairs (DCA) authorization to fill these 

on an accelerated basis. At the time of HSC's four of the positions had been filled. As of early-July 201 
seven (7) of the were including one (1) new SSM I . With these eight (8) additional positions, authorized 

for the Licensing now exceeds 52 total retired annuitants and student assistants. These 
additional resources fully restore the decade and would exceed, 10 to 20 percent, the total 
number of positions authorized for the Division at any the 8-year from 2000/01 through 2007108. 
this period, Licensing Division workload grew modestly (e.g., from 2004/05 through 2008/09, the number of license 

about 10 

Results of our the need for the additional BCP. there is not 
a clear rationale for HSC's recommendation to seek authorization for seven (7) additional the additional 
included in the 2010/11 BCP. HSC no of the cost-benefit trade-offs of permanent intermittent 
temporary such as retired annuitants and student and overtime, in lieu of additional full-time permanent 
address seasonal workload Additionally, HSC's recommendation to two of the Licensing Section's 

three (3) Office Technician and to eliminate the use of student would shift clerical and 
administrative support activities and workload to higher level staff. 

Enforcement Program 

Our assessment of the Enforcement business processes and and related management, and 
of the Vertical Enforcement Pilot which the Medical Board and Health 

Enforcement Section 2006. Our included collection and review of historical data, 
interviews with management and staff at both the Medical Board and 

To support our assessment, Medical Board staff several dozen sets of data to the intake, 
and of disciplinary outcomes, and other related activities and events. We filtered, 

summarized, and as needed for purposes of this assessment. Where or 
sets of data were Some statistical data was also provided by data regarding time 

and services. Where we incorporated HOES' data into our but much of the data 
HOES was not until near the conclusion of the assessment. Also, much of the data provided was and 

of limited utility. 

Overall, results of our assessment of the Enforcement show that Vertical Enforcement was 
in different geographic reqions of the State, with service 

reverse the deterioration in Enforcement 
a more uniform and effective statewide to 

N 
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on Investigations 

the District offices, the are 
significantly . Most concerning, is the increase in the time 
needed to of care case investigations, which take an average of more than 18 months to 
that are referred for Also, performance levels have declined as much, or more, in the Los Angeles Metro 
other of the State even though Los Angeles Metro are significantly more involved with 
times level of involvement than Attorneys in other the much level of 
involvement in Los Metro area investigations, 2007/08, only about 75 cases per year were 
referred for . This compares to about 72 cases per year referred for in the Other Southern California and 

100 cases per year referred for prosecution in the Northern California . Of particular concern, the past two 
25 percent of Los were referred for prosecution. In contrast, in the Northern 

28 percent of and, in the Other Southern California reoion, 32 

on Prosecution of Cases 

Results of our assessment show that the number of accusations and decisions 
and the number of the average time taken to file accusations has decreased, 

years, took an time to file. In 
the average time to file accusations remains than in other regions due, in part, to (1) 

inconsistent use of requests for of limited activity while cases are pendinq at HOES 
following referral of the cases for 

The average has also decreased. However, there are 
variations between The decrease in times from filing to settlement, to a statewide average of 

11 the past two (2) years, is attributable to improved in the Los Angeles Metro and Other Southern 
However, even with this improvement, the average time for the Los Angeles Metro the past 

of the other two regions. For the Northern California the times from filina to 
about ten (1 a) months the past six (6) years. 

Impact on UISGIDII Outcomes 

2006/07, 312 actions were taken per year. the next two years 
actions were taken per year. The decrease in number of actions is greater if Out

of-State cases, which are handled the District are excluded. the two (2) years, there were 
vanatlOns in outcomes among the different of the State. In the Northern California the total 
number of disciplinarv actions decreased bv about 9 percent, but the proDortion of disciplinarv actions involvinq license revocation, 

N 
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NT 
TS PAGE50F8 

surrender, suspenSion, or increased (from 72 to 74 percent). In the Other Southern California the number 
of actions increased by 10 percent, due to a siqnificant increase in the number of - there was no 

in the number of As a result, for the Other 
Southern California the 
decreased 75 percent to 66 
percent and the number of 
percent. As a result, in the Los Metro license revocation, surrender, 

, or decreased from 74 percent to 67 percent. The of Los Anqeles Metro 
actions were the 

actions taken, and (2) the number of actions taken license or 

on Overall Enforcement Process Performance 

of VE there has been a marked deterioration in several overall indicators of enforcement process 
rather than more, interim actions are taken. Also, it was with 

the time from referral of a case for to filing of the accusation 
would decrease. In the average to accusation filed has increased by two months 

the past several years. The average to accusation filed increased in all three (3) 
However, there were variances among the The Northern California and Other 

Southern California had much shorter average times than the Los Metro (17 to 19 months for the 
Northern California and Other Southern California to 22 to 23 months for the Los 
of 5 to 6 months). From this data it is abundantlv clear that the much hiQher level of involvement of Metro 

has not any differential benefit in terms of times from referral of a case for 
of the accusation, which provides notice to the or misconduct a licensee. 

times from referral of cases for investigation to 
for most cases, represents of the of the enforcement process. It was 

that in addition to time to and the average 
to file accusations, that of VE increase the oroportion of cases that settle without a 
(2) reduce the average a settlement and prepare the 

With respect to of cases that settle rather than to about 80 to 85 percent of cases 
settle without a it was considered that of VE would increase the 

of cases that settle without a On an annual basis for the past six (6) years, the of cases that did not settle, and 
to fluctuated between 15 and 20 percent. There is no evidence that of VE had any 

beneficial in terms of the the average 
time from referral for for cases with District office Identifiers the average times 

measure was lower the past three 
tv 
.j::. 
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years than the three (3) years. However, as cases migrate from the 
200911 0 and years, it is that the average received 

will increase. 

with respect to this variations among the 
Metro region had slgnltlcantly higher average times from referral for 

received than the other the past two (2) years the average time for the Los Metro 
seven (7) months longer than the average time for the Northern California and about three (3) months 

time for the Other Southern California 

and Workforce 

There are a number of factors over the past several years that have contributed to the Enforcement 
The loss of to a number of state to have it is not 

or to what extent would have been met if fewer had separated from the Board. It 
has a number of lateral transfers to of Vertical 
Enforcement. Some staff were that pay raises did not materialize, case levels did not decline as and the 

were not transferred to the of Justice. It is also a fact that there are tensions between Medical Board and 
HOES management, and a lack of among All involved are resDonsible for 

and an emolovment environment conducive to oroductivitv. and it would appear that and 

have been in several years and the workforce is 

Medical Board may high attrition and vacancy rates if are not made. 


Fiscal I"",n",..~" 

In recent years the Medical Board's costs for HOES services increased due to rate increases and 
a 20 percent increase in authorized to support the Medical Board 
more than $1 million per month for services ($13 million per and these now account for more than 25 percent of 
the Medical Board's entire budget. HQES' Los Metro office accounts for about two-thirds of HOES' increased costs. Some 

also were incurred $0.7 million per , but the Program 
offset these additional costs. The increased resources now used to support the Enforcement 

lower levels of output. Expectations that imolementation of VE would imorove efficiency have not 

...... 
U'l 
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Enforcement Dr"n.",,,,, Plan 

Nineteen (19) recommendations are presented in the Final Report 
and related 

needs complaint intake and 

CCU's 

medical specialties or 

Reviewer pool in targeted 

flexibility to waive the 

requirement for review by a Medical Specialist 

CCU workforce and 

the handling of Section 801 (medical 

the statutes to the Medical Board's sale 

authority to determine whether to continue an 

Medical Consultant staffing 

Augmenting the Medical Expert pool 

back and 

investigations, and 

involvement in 

uniformity among 

../ 

Strengthening management and administration of the 

Medical Expert 

a review of the factors 

contributing to excessive Investigator turnover and 

developing and plans to minimize attrition 

!='"."hlichinr. inrl""<>nrl'mt ""n"l" to review all requests for 

../ new processes for tracking the status of cases 

following referral to HQES for orosecution and 

for legal services 

a new position within the Medical Board to 

monitor spending, review HQES costs, and identify 

inconsistencies or anomalies 

Restructuring the processes used for preparing 

and surrender for Out-of-State cases 

../ Developing new monthly management reports and new 

reports for the Board 

../ Restructuring the 

termination of probation 

of petitions for modification or systems for 

rnnni'fu;nn activities. 

and reporting key 

N 
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* * * * * * * * * 

for all of the assistance 
the efforts of Janie Marianne 

Debbie Titus, Jill and Liana Without the support of 
of this assessment would have been more difficult. 

We the to be of service to the Medical Board. you have any or need additional 
contact me at 916.425.1475. 

truly yours, 

LLC 

Frank 
Chief Executive Officer 

N 
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Exhibit A·1 

Page 1 of 4 


Summary for Improvements 

Section III. license Fees, 

Recommendation No. 111·1. 
2009/10) to 

request an 

and Fund Condition 

Invoice for the past three 
anomalies that may have occurred. If 

Recommendation No. 111-2. Maintain the current $783 initial and biennial fee structure. Reserves will fall below the 4·month set forth 
in statute within the next two to three years. 

Section V. Intake and 

Recommendation No. V-1. Reviewer pool in medical 
fail to reviews on a or amend the 

without review by a Medical 

CCU's workforce 
and that will be achieved 

reports to the Medical Board each of 

Recommendation No. V-3. Resume surveys of CCU customer satisfaction levels and and the results of the surveys. 

Section VI. 

Recommendation No. VI-1. Medical Consultant Medical Consultants should be available to all District offices all of the time 
, the equivalent of at least one full-time actual will be less than full time due to 

are classified as Permanent Intermittent, work hours can be 
accommodate workload a sufficient of resources is available to the services and the PhYSICians are 

to work the number of hours needed. Offset costs for additional Medical Consultant oositions bv reducinq expenditures for HOES 
services .f in the Los 

some 
would contract for the services of a 
more University of California Medical 

and augment the Medical Expert pool and enhance 
Reviewer and consider 

services toward a new program under which the Medical Board 
Aqreement with one or 

Recommendation No. VI-3. and implement an Immediate Action Plan to address critical District office workload and work 
environment issues. Meet with District office staff at each office to present the and 
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Ms. Linda Whitney, Executive Director 
Medical Board of California 
2005 Evergreen Street, Suite 1200 
Sacramento, California  95815 

Program Evaluation 
Volume I – Summary Report 

Dear Ms. Whitney, 

 We are pleased to present this Summary Report which documents the major findings, conclusions, and recommendations resulting 
from our review of the Medical Board’s programs. The report presents results of extensive analyses we performed of the Medical 
Board’s complaint intake and screening, investigation, and prosecution processes, including numerous analyses targeted specifically on 
assessing fiscal and program performance impacts resulting from implementation of Vertical Enforcement (VE) during 2006. 
Additionally, we completed assessments of other aspects of the Board’s programs as required pursuant to our contract with the Board. 

Preliminary Diagnostic Review 

Initially, to refine the scope and focus of our assessment, we completed a preliminary diagnostic review of the Medical Board’s 
expenditures and Enforcement Program performance during the past five (5) years. The results of this review indicated that, 
subsequent to implementation of Vertical Enforcement during 2006, costs for legal services provided by the Attorney General 
escalated rapidly while other legal service costs declined. Concurrently, the number of cases referred for investigation, the number of 
completed investigations referred for prosecution, the number of accusations filed, the number of stipulated settlements and proposed 
decisions submitted, and the number of disciplinary actions all declined. Additionally, the average elapsed time to complete 
investigations increased while the average elapsed time to complete prosecutions declined. 

Given the amount of funding utilized for legal services provided by the Attorney General (currently more than $1 million per month) 
and these performance trends, it was jointly determined, in consultation with Medical Board management, that the primary focus of 
this assessment should be on (1) identifying and assessing the impacts of the VE Pilot Project on the Enforcement Program, (2) 
identifying and assessing the benefits provided from increased expenditures for VE-related legal services, (3) identifying and assessing 
other factors contributing to deteriorating Enforcement Program performance, and (4) developing an Enforcement Program Performance 
Improvement Plan. 
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Governing Board Structure and Composition 

We prepared and disseminated a survey of board members to obtain members’ input regarding the structure and composition of 
the Medical Board’s governing board, board capabilities and effectiveness, and the effectiveness of training provided to board 
members. As of June 30, 2010, a sufficient number of completed surveys had not been returned to enable development of findings, 
conclusions, or recommendations for improvement in these areas. 

License Fees and Fund Condition 

Since increasing initial and biennial renewal fees for physicians and surgeons from $600 to $790, effective January 1, 2006, there 
have been continuing concerns regarding whether the higher fees are justified. Section 2435(h) of Article 20 of the Medical Practice 
Act, adopted in conjunction with the January 2006 fee increase, placed a statutory cap on the amount of reserves that the Medical 
Board could accumulate in its Contingent Fund. Section 2435(h) stated that “It is the intent of the Legislature that, in setting fees 
pursuant to this section, the board shall seek to maintain a reserve in the Contingent Fund of the Medical Board of California equal to 
approximately two months’ operating expenditures.” Subsequently, during 2009, Section 2435(h) was modified (AB 501, Emmerson) 
to enable the Medical Board to maintain a higher reserve fund balance equal to 2 to 4 months’ operating expenditures. 

Our assessment of the Medical Board’s fiscal circumstances focused on compliance with Section 2435(h) of the Medical Practice 
Act. Results of our review show that, within 2 to 3 years, the Medical Board’s reserves are likely to decrease to a level equivalent to 
less than four (4) months’ operating expenditures. Consequently, an adjustment to the Medical Board’s license fees, currently set at 
$783, would not be supported. 

Licensing Program 

During 2009 the Medical Board contracted with Hubbert Systems Consulting, Inc. (HSC) to conduct an assessment of the 
Licensing Program to identify effectiveness, efficiency, and other improvements that would facilitate compliance with governing 
statutes and regulations and improve customer service. The focus of HSC’s study was on the license application process. We 
completed a critical review of HSC’s report. We also incorporated results of analyses we performed in other related areas.  

In addition to recommending various improvements to licensing-related business processes and technology support systems, HSC 
recommended increasing the number of authorized permanent Licensing Section positions by 54 percent (from 26 positions to 41 
positions, an increase of 15 positions). Partially offsetting this proposed increase, HSC also proposed eliminating four (4) half-time 
retired annuitant positions (equivalent to 2 full-time positions) and eight (8) part-time student assistant positions (equivalent to 6 full-
time positions, assuming all of the student assistants work a maximum of 30 hours per week). With these offsets, a net increase of at 
least seven (7) full-time-equivalent positions was recommended, representing a 27 percent increase in authorized staffing for the 
Licensing Section. With these recommendations, total authorized positions for the Licensing Program would increase by 33 percent 
(from about 45 to 60 positions, excluding offsets for the elimination of retired annuitants and student assistants).  



 PAGE 3 OF 8 

As noted by HSC, during 2009/10 the Medical Board began filling eight (8) new positions proposed in a 2010/11 BCP that was not 
yet approved. The Department of Consumer Affairs (DCA) provided the Medical Board with a special authorization to fill these 
positions on an accelerated basis. At the time of HSC’s study, four (4) of the positions had already been filled. As of early-July 2010, 
seven (7) of the positions were filled, including one (1) new SSM I position. With these eight (8) additional positions, authorized 
staffing for the Licensing Program now exceeds 52 total positions, excluding retired annuitants and student assistants. These 
additional resources fully restore positions lost earlier during the decade and would actually exceed, by 10 to 20 percent, the total 
number of positions authorized for the Licensing Division at any point during the 8-year period from 2000/01 through 2007/08. During 
this period, Licensing Division workload grew modestly (e.g., from 2004/05 through 2008/09, the number of license applications 
increased by about 10 percent).  

Results of our analyses support the need for the additional eight (8) positions included in the 2010/11 BCP. However, there is not 
a clear rationale for HSC’s recommendation to seek authorization for seven (7) additional positions beyond the additional positions 
included in the 2010/11 BCP. Also, HSC provided no analysis of the cost-benefit trade-offs of using permanent intermittent positions, 
temporary help, such as retired annuitants and student assistants, and overtime, in lieu of additional full-time permanent positions, to 
address recurring seasonal workload peaks. Additionally, HSC’s recommendation to upgrade two (2) of the Licensing Section’s 
remaining three (3) Office Technician positions, and to completely eliminate the use of student assistants, would shift clerical and 
administrative support activities and workload to higher level staff.  

Enforcement Program 

Our assessment of the Enforcement Program’s business processes and performance, and related organizational, management, and 
staffing capabilities, focused on impacts of the Vertical Enforcement Pilot Project which the Medical Board and Health Quality 
Enforcement Section (HQES) jointly implemented beginning during 2006. Our analyses included collection and review of historical data, 
interviews with management and staff at both the Medical Board and HQES, and research of several dozen individual case histories. 

To support our assessment, Medical Board staff produced several dozen sets of data pertaining to the intake, screening, 
investigation, and prosecution of complaints, disciplinary outcomes, and other related activities and events. We filtered, compiled, 
summarized, and analyzed the data provided as needed for purposes of this assessment. Where required, replacement or supplemental 
sets of data were requested and provided. Some statistical data was also provided by HQES, including data regarding time charges for 
investigation and prosecution-related services. Where appropriate, we incorporated HQES’ data into our analyses, but much of the data 
provided by HQES was not provided until near the conclusion of the assessment. Also, much of the data provided was incomplete and 
of limited utility. 

Overall, results of our assessment of the Enforcement Program show that Vertical Enforcement was implemented very differently 
in different geographic regions of the State, with differing impacts in terms of cost-effectiveness, service levels, and outcomes 
achieved. These differences provide an opportunity to identify best practices, reverse the deterioration in Enforcement Program 
performance that has occurred, and enhance consumer protection by instituting a more uniform and effective statewide approach to 
investigating and prosecuting complaints.  
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Impacts on Investigations 

Results of our analyses show that fewer investigations are being completed by the District offices, the investigations are taking 
significantly longer to complete, and fewer cases are being referred for prosecution. Most concerning, is the increase in the time 
needed to complete quality of care case investigations, which already take an average of more than 18 months to complete for cases 
that are referred for prosecution. Also, performance levels have declined as much, or more, in the Los Angeles Metro region than in 
other regions of the State even though Los Angeles Metro region Attorneys are significantly more involved with investigations (2 to 3 
times higher level of involvement than Attorneys in other regions of the State). Notwithstanding the much higher level of Attorney 
involvement in Los Angeles Metro area investigations, during 2008/09, and also during 2007/08, only about 75 cases per year were 
referred for prosecution. This compares to about 72 cases per year referred for prosecution in the Other Southern California region and 
more than 100 cases per year referred for prosecution in the Northern California region. Of particular concern, during the past two (2) 
years, only 25 percent of completed Los Angeles Metro region investigations were referred for prosecution. In contrast, in the Northern 
California region, 28 percent of completed investigations were referred for prosecution and, in the Other Southern California region, 32 
percent of completed investigations were referred for prosecution. 

Impact on Prosecution of Cases 

Results of our assessment show that the number of accusations filed, the number of proposed stipulations and proposed decisions 
received, and the number of disciplinary actions, have all declined.  Although the average time taken to file accusations has decreased, 
the decrease is largely attributable to activity in the Los Angeles region which, in prior years, took an abnormally long time to file. In 
the Los Angeles region, the average elapsed time to file accusations remains higher than in other regions due, in part, to (1) 
inconsistent use of requests for supplemental investigations, and (2) periods of limited activity while cases are pending at HQES 
following referral of the cases for prosecution. 

The average elapsed time from filing to settlement (stipulation received) has also decreased. However, there are significant 
performance variations between regions. The decrease in composite elapsed times from filing to settlement, to a statewide average of 
11 months during the past two (2) years, is attributable to improved performance in the Los Angeles Metro and Other Southern 
California regions. However, even with this improvement, the average elapsed time for the Los Angeles Metro region during the past 
two (2) years lagged performance of the other two regions. For the Northern California region, the elapsed times from filing to 
stipulation received generally averaged about ten (10) months throughout the past six (6) years. 

Impact on Disciplinary Outcomes 

During the 4-year period from 2003/04 through 2006/07, 312 disciplinary actions were taken per year. During the next two years 
(2007/08 and 2008/09), 292 disciplinary actions were taken per year. The decrease in number of disciplinary actions is greater if Out-
of-State cases, which are rarely handled by the District offices, are excluded. During the past two (2) years, there were significant 
variations in disciplinary outcomes among the different geographic regions of the State. In the Northern California region, the total 
number of disciplinary actions decreased by about 9 percent, but the proportion of disciplinary actions involving license revocation, 
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surrender, suspension, or probation increased marginally (from 72 to 74 percent). In the Other Southern California region, the number 
of disciplinary actions increased by about 10 percent, due to a significant increase in the number of public reprimands – there was no 
change in the number of disciplinary actions involving license revocation, surrender, suspension, or probation. As a result, for the Other 
Southern California region, the proportion of disciplinary actions involving license revocation, surrender, suspension, or probation 
decreased (from 75 percent to 66 percent). In the Los Angeles Metro region, the total number of disciplinary actions decreased by 13 
percent and the number of disciplinary actions involving license revocation, surrender, suspension, or probation decreased by 20 
percent. As a result, in the Los Angeles Metro region, the proportion of disciplinary actions involving license revocation, surrender, 
suspension, or probation decreased from 74 percent to 67 percent. The changes in the number and composition of Los Angeles Metro 
region disciplinary actions were the largest contributors to the decreases that recently occurred in (1) the overall number of disciplinary 
actions taken, and (2) the number of disciplinary actions taken involving license revocation, surrender, suspension, or probation. 

Impacts on Overall Enforcement Process Performance 

Since implementation of VE there has been a marked deterioration in several overall indicators of enforcement process 
performance. For example, significantly fewer, rather than more, interim suspension actions are taken. Also, it was expected that, with 
HQES Attorneys more involved with investigations, the elapsed time from referral of a case for investigation to filing of the accusation 
would decrease. In fact, the average elapsed time from referral for investigation to accusation filed has increased by two (2) months 
during the past several years. The average elapsed times from referral for investigation to accusation filed increased in all three (3) 
geographic regions. However, there were significant performance variances among the regions. The Northern California and Other 
Southern California regions had much shorter average elapsed times than the Los Angeles Metro region (17 to 19 months for the 
Northern California and Other Southern California regions compared to 22 to 23 months for the Los Angeles Metro region, a difference 
of 5 to 6 months). From this data it is abundantly clear that the much higher level of involvement of Attorneys in Los Angeles Metro 
region investigations has not provided any differential benefit in terms of reducing average elapsed times from referral of a case for 
investigation to filing of the accusation, which provides notice to the public of alleged negligence or misconduct by a licensee. 

Implementation of VE was also expected to reduce average elapsed times from referral of cases for investigation to stipulation 
received which, for most cases, effectively represents completion of the prosecution phase of the enforcement process. It was 
anticipated, for example, that in addition to reducing the average elapsed time to complete investigations and the average elapsed time 
to file accusations, that implementation of VE might (1) marginally increase the proportion of cases that settle without a hearing, and 
(2) reduce the average elapsed time to negotiate a settlement and prepare the stipulation. 

With respect to increasing the proportion of cases that settle rather than proceed to hearing, about 80 to 85 percent of cases 
usually settle without a hearing. Thus, it was considered unlikely that implementation of VE would significantly increase the proportion 
of cases that settle without a hearing. On an annual basis for the past six (6) years, the proportion of cases that did not settle, and 
proceeded to hearing, fluctuated between 15 and 20 percent. There is no evidence that implementation of VE had any significant 
beneficial impact in terms of increasing the proportion of cases that settle without a hearing. With respect to reducing the average 
elapsed time from referral for investigation to stipulation received, for cases with District office Identifiers the average elapsed times 
changed very little in recent years and, for all regions, this performance measure was only marginally lower during the past three (3) 
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years than during the preceding three (3) years. However, as aged cases migrate from the Investigation Stage to the Prosecution Stage 
during 2009/10 and subsequent years, it is likely that the average elapsed time from referral for investigation to stipulation received 
will increase. 

Finally, with respect to this key performance metric, there are significant performance variations among the regions. For example, 
the Los Angeles Metro region consistently had significantly higher average elapsed times from referral for investigation to stipulation 
received than the other regions. During the past two (2) years the average elapsed time for the Los Angeles Metro region was about 
seven (7) months longer than the average elapsed time for the Northern California region, and about three (3) months longer than the 
average elapsed time for the Other Southern California region. 

Organizational and Workforce Development Impacts 

There are a number of factors over the past several years that have contributed to the Enforcement Program’s inability to meet its 
goals. The loss of Investigators to a number of state agencies is likely to have contributed, although it is not possible to know whether 
or to what extent goals would have been met if fewer Investigators had separated from the Board. It is, however a fact that the Board 
has experienced a number of lateral transfers (non-promotional) to other State agencies subsequent to implementation of Vertical 
Enforcement. Some staff were disappointed that pay raises did not materialize, case levels did not decline as hoped, and the 
Investigators were not transferred to the Department of Justice. It is also a fact that there are tensions between Medical Board and 
HQES management, and a lack of consistency of VE implementation among regions. All parties involved are jointly responsible for 
ensuring stability and an employment environment conducive to productivity, and it would appear that significant and continuing 
problems in this area have not been sufficiently addressed. Although current Enforcement Program staffing levels are higher than they 
have been in several years and the workforce is stable, likely due to current economic conditions, as the economy improves the 
Medical Board may again experience high attrition and vacancy rates if improvements are not made. 

Fiscal Impacts 

 In recent years the Medical Board’s costs for HQES legal services increased by $3.6 million (43 percent) due to rate increases and 
a 20 percent increase in Attorney staffing authorized to support implementation of VE. HQES currently charges the Medical Board 
more than $1 million per month for legal services ($13 million per year) and these charges now account for more than 25 percent of 
the Medical Board’s entire budget. HQES’ Los Angeles Metro office accounts for about two-thirds of HQES’ increased costs. Some 
increased expenditures for additional Investigators also were incurred (about $0.7 million per year), but the Furlough Friday Program 
during 2009/10 temporarily offset these additional costs. The increased resources now being used to support the Enforcement 
Program are producing increasingly lower levels of output. Expectations that implementation of VE would improve efficiency have not 
been fully realized. 
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Enforcement Program Improvement Plan 

 Nineteen (19) recommendations are presented in the Final Report addressing improvement needs involving complaint intake and 
screening, investigations, prosecutions, probation monitoring, and related organizational and management structures. These 
recommendations for improvement include: 

 Augmenting CCU’s Specialist Reviewer pool in targeted 
medical specialties or providing flexibility to waive the 
requirement for review by a Medical Specialist 

 Augmenting CCU workforce capabilities and training 

 Augmenting Medical Consultant staffing 

 Augmenting the Medical Expert pool 

 Strengthening management and administration of the 
Medical Expert Program 

 Conducting a structured diagnostic review of the factors 
contributing to excessive Investigator turnover and 
developing and implementing plans to minimize attrition 

 Establishing independent panels to review all requests for 
supplemental investigations and decline to file cases 

 Restructuring the processes used for preparing accusations 
and surrender stipulations for Out-of-State cases 

 Restructuring the handling of petitions for modification or 
termination of probation 

 Restructuring the handling of Section 801 (medical 
malpractice) cases 

 Amending the statutes to clarify the Medical Board’s sole 
authority to determine whether to continue an investigation 

 Scaling back and optimizing Attorney involvement in 
investigations, and increasing uniformity among regions 

 Establishing new processes for tracking the status of cases 
following referral to HQES for prosecution and reviewing 
charges for legal services 

 Establishing a new position within the Medical Board to 
monitor spending, review HQES costs, and identify 
inconsistencies or anomalies 

 Developing new monthly management reports and new 
quarterly reports for the Board 

 Developing systems for tracking and reporting key probation 
monitoring activities.

 
 
 
 
 
 
 
 
 
 



 PAGE 8 OF 8 

 

* * * * * * * * * 

 
We are grateful for all of the assistance provided to us by both Medical Board and HQES staff. In particular, we want to 

acknowledge the efforts of Janie Cordray, Nancy Smith, Sean Eichelkraut, Susan Cady, John Harai, Laura Guardhouse, Marianne 
Eckhoff, Debbie Titus, Jill Johnson, Carlos Ramirez, Gail Heppell, Jose Guerrero, Tom Lazar, and Liana Ashley. Without the support of 
these and many other Medical Board and HQES staff, completion of this assessment would have been substantially more difficult. 

We appreciate the opportunity to be of service to the Medical Board.  If you have any questions or need additional information, 
please contact me at 916.425.1475. 

 

Very truly yours, 

BENJAMIN FRANK, LLC 

Benjamin M. Frank 

Benjamin Frank 
Chief Executive Officer 
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During 2009 the Medical Board, along with all of the State’s other health profession licensing programs, were the subject of a series 
of critical reports in the Los Angeles Times and other newspapers that highlighted the extended timeframes needed to complete 
investigations and initiate disciplinary actions against regulated professionals. These reports also highlighted related problems with large, 
and growing, workloads and backlogs at these agencies. In response to this publicity, a series or organizational changes were implemented 
at the Board of Registered Nursing, which was the primary focus of these reports. Additionally, the Governor and the newly-appointed 
Director of Consumer Affairs pledged to implement broad reforms to improve patient safety by reducing backlogs of work at all of the 
health profession licensing boards, and initiating administrative and program oversight improvements. Concurrently, at its July Quarterly 
Meeting, the members of the Medical Board’s Governing Board expressed concerns about the newspaper reports, and about growing 
backlogs of work in the Licensing and Enforcement programs, increased turnover of staff, the impacts of work furloughs, and 
management’s plans to achieve meaningful effectiveness and efficiency improvements. 

To address the above concerns, the Board directed the Executive Director to undertake a comprehensive, independent evaluation of 
the Medical Board. A Request for Offers was issued on August 25, 2009, the Medical Board completed its evaluation September 2009, 
and Benjamin Frank, LLC was awarded the contract on October 26, 2009 (extending to August 31, 2010). Work commenced on 
November 4, 2009.  

This Summary Report is a condensed version of the Final Report which more fully documents the results of our assessment. The 
Summary Report is organized as follows: 

 Section Title Section Title

 I. Introduction 

 II. Overview of the Evolution of the Medical Board’s Governance 
Structure, Licensing Fees, and Enforcement Program 

 III. License Fees, Expenditures, and Fund Condition 

 IV. Overview of Complaint Workload, Workflows, and Performance 

V. CCU Complaint Intake and Screening 

 VI. Investigations 

 VII. Prosecutions and Disciplinary Action 

 VIII. Probation Program 

 IX. Integrated Assessment of Enforcement Program Performance 

 X. Organizational and Management Structures 

 XI. Licensing Program. 

A listing of all recommendations for improvement is provided in Appendix A. Additional technical information and analyses are presented in 
Volume II (Final Report). 
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A. Project Purpose and Scope 

The purpose of this study was to conduct an independent and unbiased review of the Medical Board’s organizational structure and 
core programs to identify strengths and weaknesses of current operations and develop recommendations for improvements. The scope of 
the review encompassed assessment of the Medical Board’s governance structure and a review of the Medical Board’s internal 
organizational and management structure. Additionally, the study scope included assessment of: 

 The sufficiency of fees to meet legislative goals and 
mandates 

 Identification of laws, regulations, policies, and 
procedures that may hinder effectiveness 

 The value of services provided by external agencies 

 The value of services provided by contractors 

 The uses and effectiveness of major equipment 
purchases 

 The effectiveness of IT applications used for 
enforcement and licensing.

Initially, we completed a preliminary diagnostic review of the Medical Board’s expenditures and Enforcement Program performance 
during the past five (5) years to refine the scope and focus of our assessment efforts. The results of this review indicated that, subsequent 
to implementation of the Vertical Enforcement (VE) Pilot Project during 2006, costs for legal services provided by the Attorney General had 
escalated rapidly while other legal service costs declined. Concurrently, the number of cases referred for investigation, the number of 
completed investigations referred for prosecution, the number of accusations filed, the number of stipulated settlements and proposed 
decisions submitted, and the number of disciplinary actions all declined. Additionally, the average elapsed time to complete investigations 
increased while the average elapsed time to complete prosecutions declined.  

Given the amount of funding utilized for legal services provided by the Attorney General (currently more than $1 million per month) 
and these performance trends, it was jointly determined, in consultation with Medical Board management, that the primary focus of this 
assessment should be on (1) identifying and assessing the impacts of the VE Pilot Project on the Enforcement Program, (2) identifying and 
assessing the benefits provided from increased expenditures for VE-related legal services, (3) identifying and assessing other factors 
contributing to deteriorating Enforcement Program performance, and (4) developing an Enforcement Program Performance Improvement 
Plan. 
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B. Medical Board Data Constraints and Effects 

As part of this assessment Medical Board staff produced several dozen sets of data pertaining to the intake, screening, 
investigation, and prosecution of complaints, disciplinary outcomes, and other related activities and events. The data provided also 
included mandated reports submitted by licensees, insurers, and other government agencies, reports submitted by medical/osteopathic 
boards in other states, Medical Board-originated complaint records, petitions for modification or termination of probation, petitions for 
reinstatement, and other matters that are tracked using the Medical Board’s Complaint Tracking System (CAS), such as statements of 
issues (SOIs) and probationary license certificates issued to some new licensees in lieu of full licensure. We filtered, compiled, summarized, 
and analyzed the data provided as needed for purposes of this study. Where required, replacement or supplemental sets of data were 
requested and provided. To the extent practicable we corrected significant anomalies in the data and, where appropriate, excluded some 
records from our analyses. 

In the past, and currently, a major area of contention between the Medical Board and the Health Quality Enforcement Section 
(HQES) involves differences in how the two agencies account for the time that elapses between referral (or transmittal) of a case to HQES 
for prosecution and filing of an accusation. The Medical Board generally measures the elapsed time from transmittal of a case to HQES to 
the filing of an accusation. HQES generally measures the elapsed time from its acceptance of a case for prosecution to completion of its 
preparation of a pleading. These alternative measurement approaches can result in significant differences in resulting performance 
measures. Factors which contribute to the differences include the following: 

 The Medical Board’s measurement approach includes the elapsed time from transmittal of the case to HQES to HQES’ 
acceptance of the case for prosecution. Generally, the difference between these two events should be limited to a period 
of just a few days, but can extend for somewhat longer periods as a result of delays due to the unavailability of staff to 
promptly review the case, case reassignments, or internal deliberations about whether or not to accept the case for 
prosecution. Additionally, HQES sometimes requests a supplemental investigation, and does not accept the case for 
prosecution until the supplemental investigation is completed and accepted. In some cases multiple supplemental 
investigations are requested. In these circumstances the elapsed time between transmittal of the case and filing of the 
accusation can include extended periods of additional time. This additional time is included in the Medical Board’s 
elapsed time measures, but not in HQES’ elapsed time measures. 

 The Medical Board’s measurement approach includes elapsed time from HQES’ submittal of the accusation to the 
Medical Board to the filing of the accusation. In some cases the Medical Board may request that HQES amend the 
accusation which can delay the filing. This additional elapsed time is included in the Medical Board’s elapsed time 
measures, but not in HQES’ elapsed time measures. 
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While the data maintained in CAS appears to be reasonably complete and accurate for most data elements, it appears that some 
updates to CAS are not always consistently posted by District office staff for various interim investigation activities, including activities 
involving (1) medical records requests, (2) Complainant and Subject interviews, and (3) Medical Consultant case reviews. The output and 
performance measures related to obtaining medical records are especially limited. Medical records are sometimes requested from multiple 
sources for the same case, but the Medical Board’s performance measures typically only account for one records request for each case. 
Also, in some cases the records submitted are incomplete or overly redacted and are re-requested. The Medical Board’s measures count 
the records as received irrespective of the completeness or quality of the records provided, and do not account for supplemental 
submissions. Problems with obtaining complete records quickly have been ongoing over the years and are likely to continue as poor 
performers are also more likely to keep poor records or engage in maneuvers to avoid producing them. These problems may be addressed 
in the future by the universal use of electronic medical records. 

In the past concerns have surfaced about the extent to which measures of Enforcement Program performance focus on outputs 
without consideration of the quality of the outputs (e.g., measures of the number of cases referred for prosecution, without consideration 
of the quality of the completed investigations). Our analyses included assessment of the following measures which potentially reflect the 
quality of completed investigations, but which also have various inherent limitations: 

Supplemental Investigations – If there is insufficient evidence to meet the burden of proof in a completed investigation, HQES 
can request a supplemental investigation to address the deficiencies. However, HQES Attorneys sometimes request 
supplemental investigations to strengthen a case even though another HQES Attorney might consider the initial submission 
sufficient without further investigation. 

HQES Decline to File – If an investigation does not contain sufficient evidence to meet the burden of proof that cannot 
reasonably be corrected with a supplemental investigation, HQES can decline to file the case. However, HQES Attorneys 
sometimes reject cases that other HQES Attorneys accept for prosecution. Also, HQES may decline to file a case for reasons 
unrelated to the quality of the completed investigation. 

Accusations Withdrawn or Dismissed – If after an accusation is filed, there is insufficient evidence to meet the burden of 
proof, HQES can, with the permission of the Board, withdraw the accusation or, if the case proceeds to hearing, the Hearing 
Officer can dismiss the case. However, accusations can be, and oftentimes are, withdrawn or dismissed for reasons 
completely unrelated to the quality of the completed investigation (e.g., death of the physician, cancellation of the license, 
modified Expert opinion, etc.). 

A final area of concern about statistical measures of Enforcement Program performance involves consideration of not just the 
number of disciplinary actions taken by the Medical Board, but also the level of discipline imposed. To address this concern, our 
assessment includes analysis, where appropriate, of the number and proportion of public reprimands compared to other types of discipline 
imposed (license revocation, surrender, suspension, or probation). Additionally, where appropriate, we segregated disciplinary actions 
taken related to complaints investigated by the Medical Board’s District offices from disciplinary actions taken related to other types of 
cases (e.g., license surrenders resulting from disciplinary actions taken by medical/osteopathic boards in other states). 
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C. HQES Data Constraints and Effects 

In the past, concerns have been expressed about the failure to include HQES data in prior analyses of Enforcement Program 
performance. Accordingly, as part of this assessment, in mid-January 2010 we asked HQES’ Senior Assistant Attorney General to provide 
us with detailed organization charts and staffing rosters for HQES, to disclose to us the availability of any workload, workflow, or 
performance data showing how VE had impacted investigation or prosecution processes, and to provide us with any general background 
information that would be helpful to us in performing our assessment. HQES provided us with staff rosters showing HQES positions, by 
office, but provided no other information to us in response to this request. 

During February 2010 we met with the HQES’ Supervising DAGs and selected Attorneys at HQES’ offices in San Diego, Los 
Angeles, Sacramento, and San Francisco. At each of these meetings we requested copies of any background documents or statistical data 
that HQES thought might be helpful to us for purposes of our assessment of the impacts of VE on the investigation and prosecution 
processes. At these meetings we were told that Los Angeles-based HQES technical support staff could potentially provide us with 
workload, workflow, and performance data that was available from HQES’ ProLaw System. With the exception of a one-page spreadsheet 
summarizing the number of Investigation and Administrative matters opened and closed by HQES during 2009, no other data or other 
background information was provided to us following these meetings. 

On March 3, 2010, we submitted to HQES’ Senior Assistant Attorney General a draft data request listing about 20 specific sets of 
data. The draft Data Request included requests for time series data for the past 4 to 5 years regarding: 

 Numbers of hours charged to Investigation matters 

 Numbers of Investigation matters opened and closed 

 Numbers of Subject interviews attended 

 Numbers of Expert opinions reviewed 

 Numbers of Final Reports of Investigation reviewed 

 Numbers of ISOs, TROs, and PC 23s 

 Numbers of hours charged to Administrative matters 

 Number of Administrative matters opened and closed 

 Numbers of accusations and SOIs prepared 

 Numbers of petitions to revoke probation prepared 

 Numbers of stipulations prepared 

 Number of administrative hearings attended. 

We also requested extracts of data showing the migration of cases, by milestone, through the investigation and prosecution processes, 
and the hours charged to each completed case. We reviewed the draft data request with HQES’ Senior Assistant Attorney General and 
HQES’ technical support specialist to identify items for which sufficiently complete and reliable data were not available and to identify 
ways to better align the data request with the specific data elements captured within the ProLaw System. Finally, HQES agreed to provide 
us with the requested data on a flow basis as it was prepared, with a goal of providing all of the requested data by March 31, 2010. A 
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revised data request was transmitted to HQES’ Senior Assistant Attorney General on March 9, 2010. The revised data request excluded 
nearly one-half of the items included in the draft data request because: 

 The data is captured in ProLaw, but is substantially incomplete or unreliable (e.g., numbers of investigation and 
Administrative cases closed) 

 The data is only captured in ProLaw in non-standardized “case notes” (e.g., numbers of Subject interviews, Expert report 
reviews, and Report of Investigation reviews) 

 More reliable data was believed to be available from the Medical Board (e.g., numbers of ISOs, TROs, and PC 23s). 

We also consolidated data elements to make it simpler and easier for HQES to provide the requested data. 

 After a period of nearly a month, HQES provided a partial response to the revised data request. However, in terms of completeness 
and quality, there appeared to be some significant deficiencies with some of the data provided. We requested additional information from 
HQES regarding these deficiencies. HQES was non-responsive to this request. 

 On April 22, 2010, the Medical Board re-submitted the revised data request to HQES. Additionally, the Medical Board again 
requested an explanation of the completeness and quality deficiencies identified with some of the previously provided data. The Medical 
Board also requested additional data regarding hours charged for Investigation Stage-related activities that would supplement data 
previously provided by HQES regarding hours charged to specific Investigation matters. Finally, the Medical Board requested that HQES 
submit a schedule indicating when the requested data would be provided. 

As of June 20, 2010, the following three (3) sets of statistical data had been provided by HQES: 

 Numbers of Investigation matters opened, by HQES office, by year (CY2006 through CY2009) 

 Numbers of hours charged to Investigation matters, by classification level, by HQES office, by year (CY2006 through 
CY2009) 

 Numbers of hours charged to Administrative matters, by classification level, by HQES office, by year (CY2005 through 
CY2009). 

During late-June, HQES provided data showing the number of Administrative matters opened by HQES office by year (CY2005 
through CY2009). This data set also included information showing the completion of pleadings, settlement agreements, and other 
milestones for these matters. However, the data is incomplete because it does not include pleadings, settlement agreements, and other 
milestones completed during 2005, and subsequent years, related to Administrative matters opened by HQES during 2004 and prior years. 
Thus, the data was of limited utility for purposes of this analysis. 
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Finally, in mid-July HQES provided data showing Investigation matters opened by HQES office by year (CY2006 through CY2009). 
This data set also included information showing the assignment of an Attorney to each case and acceptance of the case for prosecution. 
However, because HQES only began tracking cases referred for investigation after January 1, 2006, the data provided for the first several 
years following implementation of Vertical Enforcement is incomplete and not representative of all completed investigations. For example, 
the cases shown as referred for prosecution during 2006 only includes cases referred for investigation after 2005 and, hence, only 
includes a small number of investigations that were completed in less than one (1) year. The data provided for cases referred for 
prosecution during 2009 (and possibly the latter part of 2008) is the only data that appears reasonably complete. The data provided for 
these cases is not completely consistent with comparable data separately provided by the Medical Board. For example, HQES’ data shows 
somewhat fewer cases referred for prosecution, possibly due to failure to open separate Investigation matters for each complaint referred 
for investigation. On a statewide basis, the average elapsed timeframes to complete the investigations, as shown by HQES’ data for cases 
referred for prosecution during 2008 and 2009, were similar to comparable data obtained from the Medical Board (e.g., an average elapsed 
time of about 15 to 16 months). However, because of the limitations mentioned above, the data provided by HQES for cases referred for 
prosecution during 2009 is not comparable to HQES’ data for prior years (2006 through 2008). For 2009, HQES’ data shows significantly 
longer average elapsed times to complete investigations of cases referred for prosecution in the Los Angeles Metro region than for other 
geographic regions of the State (an average of 16.8 months for the Los Angeles Metro region compared to an average of 15.3 months in 
the Other Southern California region and an average of 14.3 months in the Northern California region). 

\  
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This section presents an overview of the history and evolution of the Medical Board’s governance structure, licensing fees, and 
Enforcement Program. The overview of the Enforcement Program highlights a 35-year history of efforts to strengthen discipline and reduce 
the time required to complete complaint intake/screening, investigation, and prosecution processes. A more detailed chronicle of the 
history of the Medical Board from the mid-1970s through 2004/05 is included in Volume II (Final Report) and in the Initial and Final 
Reports prepared by the Medical Board Enforcement Monitor (dated November 1, 2004 and November 1, 2005, respectively). 

A. Governing Board Structure and Composition 

Prior to 1975, the Medical Board, known then as the Board of Medical Examiners (BME), had 11 members, of which 10 were 
physicians. During this period responsibility for physician discipline was largely delegated to physician-dominated regional Medical Quality 
Review Committees (MQRCs). The MQRCs were five-member panels that held medical disciplinary hearings and made recommendations to 
BME. BME rarely disciplined physicians for incompetence or gross negligence and nearly all disciplinary actions took two (2) to three (3) 
years to complete. 

Concurrently, during the early-1970s, medical malpractice Insurance premiums in the State skyrocketed due to increased costs 
associated with medical malpractice litigation. The insurance premium increases threatened to disrupt delivery of physician services, 
particularly to economically disadvantaged segments of the population. In response, the Medical Injury Compensation Reform Act (MICRA) 
was enacted (AB 1, Keene) during a 1975 Special Session of the Legislature. AB 1 (Keene) established a $250,000 cap on non-economic 
damages in medical malpractice actions, such as damages for pain and suffering, and limited the contingency fees that could be charged 
by the plaintiff’s counsel. Additionally, MICRA abolished the Board of Medical Examiners and created a new Board of Medical Quality 
Assurance (BMQA) consisting of 12 physician members and seven (7) public members. BMQA was organized into three divisions: 

 A 7-member Division of Licensing (DOL) responsible for licensing examinations, issuing licenses, and administering a new 
Continuing Medical Education (CME) program 

 A 7-member Division of Medical Quality (DMQ) responsible for overseeing the Enforcement Program and disciplinary 
actions  

 A 5-member Division of Allied Health Professions (DAHP) responsible for overseeing non-physician Allied Health 
Licensing Programs (AHLPs) that were placed under BMQA’s jurisdiction. 

MICRA also transferred responsibility for investigating complaints against physicians from the Department of Consumer Affairs (DCA) to 
BMQA, and added public members to the MQRCs which continued to be responsible for conducting disciplinary hearings. Finally, MICRA 
added several mandatory reporting requirements, including requirements that: 
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 Insurers and the insured report to BMQA the payment of judgments, settlements, and arbitration awards in medical 
malpractice actions (Sections 801 and 802 of the Business and Professions Code) 

 Court clerks report to BMQA criminal charges and convictions against physicians (Section 803 of the Business and 
Professions Code) 

 Hospitals and health care institutions report to BMQA adverse peer review actions taken against physicians (Section 805 
of the Business and Professions Code). 

During 1990 BMQA was renamed the Medical Board of California (AB 184, Speier) and, in 1993, the DAHP was abolished and its 
members were combined with the DMQ (SB 916, Presley). SB 916 also abolished the MQRCs and assigned responsibility for conducting 
medical disciplinary hearings to the Office of Administrative Hearings (OAH). SB 916 preserved the DMQ’s authority to review disciplinary 
actions, but divided the DMQ into two panels for purposes of reviewing (1) stipulated settlement agreements (STIPs) that are oftentimes 
entered into in lieu of proceeding to an administrative hearing, and (2) proposed decisions (PDs) prepared by Administrative Law Judges 
(ALJs) for cases where a hearing is held. 

Effective January 1, 2003, two (2) additional public members were added to the DMQ (SB 1950, Figueroa), thereby increasing the 
size of the Medical Board to 21 total members, including 12 physicians and nine (9) public members. With these additions, the DOL had 
seven (7) members (4 physicians and 3 public members) and the DMQ had 14 members (8 physicians and 6 public members). For 
purposes of reviewing STIPs and PDs, each DMQ panel was allocated seven (7) members (4 physicians and 3 public members). 

Effective January 1, 2008, the DOL and DMQ were consolidated into a single 15-member governing Board, including eight (8) 
physicians and seven (7) public members (AB 253, Eng). This is the fewest physician members that the Medical Board has ever had. 
Additionally, AB 253 mandated that the Medical Board delegate to the Executive Director authority to adopt default decisions and specified 
types of STIPs. To carry out its responsibilities, the Medical Board subsequently established 15 Standing Committees.  

B. License Fees and Expenditures 

During 1992, initial and biennial renewal fees for physicians and surgeons were increased to $480 ($240 per year) from $400 
previously ($200 per year). Subsequently, during November 1993 the Medical Board adopted Emergency Regulations increasing initial and 
biennial renewal fees to $600 ($300 per year). The primary purpose of the higher fees was to fund a 100 percent increase in staffing for 
the Health Quality Enforcement Section (HQES) within the Office of the Attorney General (from 22 Attorney positions, to 44 Attorney 
positions). At the time, HQES Attorneys were carrying an average of 30 cases per position and taking an average of 16 months to file 
accusations. Initial and biennial renewal fees remained at the $600 level until 2003 when they were increased marginally to $610 ($305 
per year). 
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Effective January 1, 2006, initial and biennial fees were statutorily increased to $790 ($395 per year). This increase was needed to 
replenish the Medical Board’s depleted reserves and to fund general cost increases and additional Investigator and HQES Attorney 
positions to support of implementation of the VE Pilot Project. By May 1 of each year, the Medical Board is required to set the fee for the 
next subsequent fiscal year, subject to the ceiling set in statute. The fee is required to be sufficient to recover actual costs of operating 
the Medical Board’s Licensing Program as projected for the fiscal year commencing on the date that the fees become effective. Provisions 
also were included in the statutes stating that it was the intent of the Legislature that the Medical Board maintain a reserve fund equal to 
two months’ operating expenditures. 

In conjunction with the 2006 fee increase, the statutory provisions governing the reimbursement of investigative and enforcement 
costs by licensees subject to disciplinary action by the Medical Board (cost recovery) were repealed. Subject to several limiting provisions 
set forth in statute, the maximum initial and biennial licensee fees may be increased above the current $790 ceiling to recover the 
difference, if any, between (1) the average amount of reimbursements (cost recovery) paid for investigation and enforcement costs during 
the three fiscal years preceding July 1, 2006, and (2) any increase in investigation and enforcement costs incurred following July 1, 2006, 
as compared to average costs during the three fiscal years preceding July 1, 2006. The purpose for incorporating these provisions was to 
enable the Medical Board to potentially recover some of the increased costs of investigation and enforcement that would otherwise have 
been paid by licensees subject to disciplinary action if the provisions governing cost recovery had not been repealed. 

During 2007, initial and biennial renewal fees were increased by $15 to $805. Then, following termination of the Diversion Program, 
these fees were reduced by $22 to $783. Additionally, during 2010/11, some licensees have or will receive a $22 renewal credit 
reflecting their prior over-payment of Diversion Program costs when they renewed their license. 

Exhibit II-1, on the next page, shows actual personal services and operating expenditures by year for the past five (5) years, and 
projected expenditures for 2009/10. As shown by Exhibit II-1, total expenditures peaked at a level of about $49.5 million during 2007/08, 
and then declined by $1.75 million (4 percent) during 2008/09. The recent decrease in expenditures was due to (1) a decrease in salaries 
and benefits paid to Medical Board staff, (2) reductions in major and minor equipment purchases, and (3) decreases in general 
administrative and operating expenses, including reduced expenditures for professional services and lower costs for support services 
provided by DCA. These expenditure reductions resulted primarily from spending controls implemented during 2008/09 in response to the 
State’s General Fund fiscal crisis. Additionally, charges during 2008/09 for legal services provided by the Attorney General and OAH were 
more than $600,000 lower than the amounts charged during the prior fiscal year. 



Exhibit II-1

Historical and Budgeted Medical Board Expenditures

2004/05 2005/06 2006/071 2007/08 2008/092

Salaries/Wages, Including Fitness Incentive Pay $12,688 $12,647 $13,253 $13,527 $13,425 $13,336
Staff Benefits 5,620 4,719 5,067 5,340 5,327 6,005
Temporary Help (Medical Consultants, Retired Annuitants, and Student Assistants) 1,154 1,143 1,270 1,742 1,321 1,144
Board Members 33 32 34 24 24 31
Overtime (Primarily for the Licensing Program) 21 31 77 86 196 12
DEC 21 32 27 22 0 0
Salary Savings 0 0 0 0 0 (836)
  Total Personal Services Expenses $19,537 $18,604 $19,728 $20,741 $20,293 $19,692
Printing, Communications, and Postage $1,413 $1,050 $1,121 $1,350 $1,475 $1,603
General Expense, Minor Equipment, and Insurance 535 626 716 928 721 472
Travel 291 314 380 403 379 397
Vehicle Operation/Other Items 273 269 350 446 300 262
Training 57 45 79 74 89 66
  Total General Expenses $2,569 $2,304 $2,646 $3,201 $2,964 $2,800

$1,851 $1,963 $2,814 $2,235 $2,173 $2,702
Professional Services $605 $788 $1,397 $1,386 $870 $983

$358 $382 $380 $334 $332 $492
Major Equipment (Items greater than $5,000) $295 $370 $375 $192 ($9) $333

Attorney General Services $8,292 $8,596 $11,247 $12,316 $11,881 $13,347
Evidence/Witness Fees 1,563 1,367 1,215 1,391 1,519 1,893
Office of Administrative Hearings 1,248 915 1,200 1,344 1,099 1,863
Court Reporter Services 69 113 143 158 128 175
  Total Legal Services $11,172 $10,991 $13,805 $15,209 $14,627 $17,278
Department Prorata $3,296 $3,395 $3,670 $3,906 $3,671 $3,882
Statewide Prorata 1,185 1,315 1,376 1,794 2,323 1,699
Consolidated Data Center (Teale) 304 293 238 259 300 647
Data Processing 289 321 128 232 224 125
  Total Administrative and Data Processing Services $5,074 $5,324 $5,412 $6,191 $6,518 $6,353
DOI Investigations $0 $0 $0 $2 $0 $0
State Controller's Office (Including 21st Century Project) 0 0 0 38 2 0
Special Adjustment (24) 0 0 (1) 10 0
Court-Ordered and Tort Payments 7 2 13 3 0 0
  Total Miscellaneous Expenses ($17) $2 $13 $42 $12 $0

$21,907 $22,124 $26,842 $28,790 $27,487 $30,941
$41,444 $40,728 $46,570 $49,531 $47,780 $50,633

1 In 2006/07, authorized staffing levels increased by 12.50 positions (2.0 Diversion Program, 4.0 Investigators, 4.0 Investigative Assistants, 2.0 Information System
   Analysts, and 0.5 Staff Services Analyst).
2 In 2008/09, authorized staffing levels decreased by 12.40 positions due to termination of the Diversion Program.
3 The 2009/10 budget incorporates cost-savings related to the Furlough Friday Program and includes unfunded allocations for six (6) new Operation Safe Medicine
   positions ($500,000), four (4) new Probation Program positions ($300,000), and contracts for Telemedicine ($399,734 for the first year), an evaluation of Medical
   Board programs ($159,300), and an analysis of Licensing Program business processes ($40,350).
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Over the 5-year period from 2004/05 through 2008/09, total expenditures increased by about $6.3 million (15 percent). Table II-1, 
below, shows the expenses that contributed most to these increased costs.  

 

 

 

 

 

 

 

 

As shown by Table II-1, costs for legal services provided by the Attorney General increased significantly on both an absolute and 
percentage basis, and accounted for more than one-half of the total increase in expenditures during this period. In contrast, costs for 
services provided by OAH fluctuated between $0.9 million and $1.4 million during this same period, and the most recent year’s costs for 
OAH services were about average for the period ($1.1 million). The increased costs for Attorney General services reflect the combined 
impacts of rate increases and the authorization of 10 additional Attorney positions to support implementation of the VE Pilot Project. 

C. Complaint Intake and Screening 

During the 1980s complaint intake and screening were handled by a handful of Customer Service Representatives (CSRs) dispersed 
across regional offices in Sacramento, San Francisco, Los Angeles, and San Bernardino/San Diego. Each regional office also had 1 to 2 full-
time Medical Consultants who assisted the CSRs in determining which complaints should be referred for field investigation. During this 
period the Medical Board received fewer than 5,000 complaints per year, of which about one-half involved negligence/competency (quality 
of care) issues. About one-half of complaints received were referred to the District offices for investigation (2,500 per year). 

During the early-1990s the Medical Board consolidated responsibility for complaint intake and screening in the Sacramento 
Headquarters Central Complaint Unit (CCU). Since that time the number of positions authorized for the CCU has grown. CCU is currently 
authorized 24 positions, about the same number as authorized at the beginning of the decade. About two-thirds of CCU staff are classified 
at the SSA or AGPA levels.  AGPA is a higher classification level than CSR positions. In the early-2000s, CCU was reorganized into two 
specialized sections based on the type of complaint handled (Quality of Care and Physician Conduct). Most staff within the Quality of Care 

Category Amount Percent 
Increase

Attorney General Services $3.6 million 43%

State Prorata $1.1 million 96%

Personal Services $0.8 million 4%

Department Prorata $0.4 million 11%

Facilities (Rent) $0.3 million 17%

  Total $6.2 million 18%

Table II-1.  Expenditure Increases - 2004/05 through 2008/09
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Section are assigned to specific geographic regions of the State. Most staff within the Physician Conduct Section are assigned to specific 
types of complaints. 

In the early 1990s, HQES Attorneys were assigned to work at CCU on a part-time basis to assist in evaluating and screening 
complaints. In October 2003 the assignment of this position was formalized in response to legislative requirements enacted 12 years earlier 
during 1991 (SB 2375, Presley). Also during 2003, CCU began implementing a new Specialty Reviewer process pursuant to requirements 
set forth in SB 1950 (Figueroa). The Specialty Reviewer requirement was enacted to help reduce the number of complaints referred for 
investigation, and related needs to conduct field investigations in cases where it might not be warranted. Prior to implementation of the 
Specialty Reviewer process, a physician not specializing in the subject physician’s case may have reviewed the complaints, and, in some 
cases, were unable to make a preliminary determination regarding the merits of the complaint because they lacked knowledge of, and 
experience with, the medical specialty involved. In these circumstances the cases were referred for investigation where a more specialized 
medical professional would make a determination on the merits of the case as a part of the field investigation process. 

CCU currently handles about 7,200 complaints per year involving physicians and surgeons, or about 50 percent more complaints 
than were handled during the 1980s. These complaints include about 1,000 mandated reports that are submitted to the Medical Board 
pursuant to statutory requirements that were not in effect prior to 1990. The number of complaints received by the Medical Board has 
grown modestly over time, but more slowly than the growth rate of the industry during this period. CCU now performs a much more 
rigorous review of complaints than was previously performed and, except for disputes involving the release of the patients records, does 
not attempt to mediate complaints. CCU currently refers fewer than 20 percent of complaints for investigation, including some high-
priority complaints that are referred for investigation with only limited screening (e.g., Section 805 reports). 

For some types of cases CCU works collaboratively with the Discipline Coordination Unit (DCU). For example, CCU receives a 
significant number of reports of physician discipline from licensing boards in other states. Following intake by CCU, these cases are 
forwarded directly to DCU which reviews each case and, if needed, requests additional records. DCU may then close the case, prepare a 
proposed settlement agreement with the licensee (referred to as a pre-filing stipulation), or refer the case to HQES’ San Francisco office for 
prosecution. District offices are rarely involved with these cases, unless the licensee is practicing in California. 

D. Investigations and Prosecutions 

During the past 30 years several major comprehensive reform initiatives and numerous targeted changes and improvements have 
been implemented to strengthen discipline and reduce the time required to complete complaint intake/screening, investigation, and 
prosecutorial processes. These efforts included creating a new Health Quality Enforcement Section (HQES) within the Attorney General’s 
office, organizationally separate from the Licensing Section, transferring responsibility for disciplinary hearings to the Office of 
Administrative Hearings (OAH) and then creating a new Medical Quality Hearing Panel (MQHP) within OAH to hear medical discipline 
cases, and restructuring the Medical Board’s governance structure. These efforts had some success. For example, while the number of 
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cases referred for investigation decreased, the number of cases resulting in disciplinary action increased. However, concerns were raised 
nearly continuously throughout this period about the extended 2 to 3-year timeframes needed to complete investigations and prosecutions.  

Most recently, during 2006 the VE Pilot Project was implemented, representing the third major restructuring of the Enforcement 
Program within a period of 20 years. VE was intended to address long-standing problems that contributed to the extended timeframes 
needed to complete investigations and prosecutions, and was expected to provide significant benefits, including all of the following: 

 Improved efficiency and effectiveness 

 Reduced case cycle times 

 Improved Investigator and Prosecutor morale, recruitment, and retention 

 Improved training for Investigators and Prosecutors 

 Improved commitment to cases 

 Improved perception of the fairness of the process (this benefit would only accrue if Medical Board Investigators were 
transferred to the Department of Justice, which did not occur). 

 To support implementation of VE, 10 additional Attorney positions were authorized for HQES, which fully restored six (6) HQES 
Attorney positions previously eliminated. Additionally, eight (8) new positions were authorized for the Enforcement Program (4 
Investigators and 4 Assistant Investigators). The additional Investigator positions were authorized beginning with the 2006/07 fiscal year 
(6 months after implementation of VE commenced). The new Investigator positions only partially restored the 35 District office positions 
that had been eliminated since the beginning of the decade. Given the extended lead times to hire and train new staff, these additional 
resources were largely unavailable to support implementation of VE for the first full year following implementation of this new approach to 
conducting investigations. Subsequently, the Medical Board reclassified the four (4) new Assistant Investigator positions to Inspectors and 
assigned the positions to the Probation Units. Concurrently, a comparable number of Investigator positions assigned to the Probation Units 
were reassigned to the District offices along with a responsibility for investigating cases previously handled by the Probation Units.  

At the time that VE was implemented (2006), staffing levels at the District offices were 25 percent lower than existed earlier in the 
decade. Additionally, Investigator caseloads were growing and the average time to complete investigations had been steadily increasing for 
several years. The Medical Board’s District offices were not initially provided with any additional resources to assist them in responding to 
the additional workload demands associated with coordinating their investigation activities with HQES Attorneys and responding to the 
Attorneys’ directions regarding the conduct of investigations. 

To guide implementation of VE, the Medical Board and HQES jointly developed a Vertical Prosecution Manual that defined the roles 
and responsibilities of the members of the VE Team. Additionally, HQES created a new Lead Prosecutor (LP) designation for selected DAGs 
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to support implementation of VE. HQES assigned one (1) LP to each Medical Board District office to act as HQES’ principal liaison to that 
office. The LP is jointly assigned to each case along with a second DAG. The LP is required to review all incoming complaints and 
determine whether the complaints warrant an investigation or should be closed without investigation. The determination of whether to 
close a complaint without investigation is required to be made in consultation with the District office Supervisor. If the LP determines that 
an investigation is warranted, they are required to inform the assigned Investigator and then review and approve the Investigator’s 
Investigation Plan.  

The LP is also required to identify cases in which an Interim Suspension Order (ISO) or Penal Code Section 23 (PC 23) appearance is 
necessary, and notify the Supervising DAG (SDAG). In such cases the SDAG is required to designate the second DAG as the Primary DAG 
responsible for the ISO or PC 23 appearance. The SDAG is also required to designate the second DAG as the Primary DAG for cases 
involving sexual abuse or misconduct, mental or physical illness, and complex criminal conviction cases. Finally, whenever the LP 
determines that it is likely a violation of law may be found, the second DAG is required to replace the LP as the Primary DAG on the case 
for all purposes. If the second DAG is assigned as Primary DAG, then the LP is required to monitor the progress of the investigation and 
the appropriateness of the direction provided by the Primary DAG. If the second DAG is not assigned by the SDAG as the Primary DAG, 
then the LP is required to act as the Primary DAG throughout the investigation and prosecution of the case. LPs are required to be 
physically present at their assigned District office to the extent necessary to fully discharge their responsibilities. 

Subsequently, in April 2008 the Medical Board and HQES issued a set of Joint Vertical Enforcement Guidelines which supplement the 
policies and guidelines set forth in the Vertical Prosecution Manual. However, there are some disparities between the policies and 
guidelines established for the VE Pilot Project and actual case investigation practices, and considerable variability in how VE has been 
implemented in different regions throughout the State. For example: 

Lead Prosecutor Assignments – For some District offices an SDAG rather than a DAG serves as LP. At some District offices 
the assigned LP rarely changes while, at other District offices, the LP is changed on a rotational basis. At some District offices 
where Primary DAGs are assigned to most cases, the LP serves as an intermediary or liaison between the Investigator and the 
Primary DAG and the Investigator and Primary DAG directly interface only on an exception basis. At other District offices 
where Primary DAGs are assigned to most cases, the Investigator and Primary DAG usually interface directly, and the LP only 
becomes involved when there are disagreements or problems between the Investigator and Primary DAG. Depending on the 
location of the District office and other factors, LPs usually have either one (1) or two (2) regularly scheduled days each week 
where they are expected to physically visit their assigned District office (not necessarily for the full day). 

Case Intake and Investigator Assignments – For most District offices incoming complaints are accepted by the District office 
Supervisor and assigned to an Investigator without any involvement or consultation with the LP. Concurrently, the case file is 
transmitted to the LP. At some District offices a physical copy of the entire case file is staged for the LP’s review on their 
next regular duty day at the District office. At other District offices a soft copy of the case file is created and emailed to the 
LP but, if there are a large number of supporting documents, copies of all of the documents may not always be provided. 
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Generally, the LP’s review of a new complaint and their opening of a new Investigation matter in HQES’ ProLaw System 
occur at some point after the opening of the investigation by the District office, after the District office Supervisor’s 
assignment of an Investigator to the case, and, in some cases, after the initiation of investigation activities.  

Primary DAG Assignments – For some District offices a Primary DAG is usually assigned by the SDAG to each new 
investigation following the LP’s opening of the new investigation matter in HQES’ ProLaw System. For District offices where 
the SDAG serves as the LP, the assignment of a Primary DAG can occur concurrent with the SDAG’s case intake review. For 
some District offices a Primary DAG is only assigned to an investigation on an exception basis (e.g., cases involving sexual 
misconduct or if requested by the District office) or the assignment of a Primary DAG is usually deferred until much later 
during the investigation process (e.g., when the case is ready to be transmitted to an Expert Reviewer or following completion 
of the investigation when the case is ready to be referred for prosecution).  

Initial Investigation Plan Preparation and Review – For most District offices the assigned Investigator prepares the initial 
Investigation Plan, submits it to the District office Supervisor, LP, Primary DAG (if assigned), and others, as required (which 
varies among the District offices), and commences the investigation. HQES Attorneys rarely suggest any changes to the initial 
Investigation Plan. At some District offices the Investigators do not commence their Investigation until either the LP or 
Primary DAG approves the initial Investigation Plan (which is required to be provided within 5 business days, but can take 
longer due to absences, vacations, or other factors). 

Medical and Other Records – For some District offices complete copies of all medical and other records collected during the 
investigation are forwarded to the Primary DAG as they are obtained. In other District offices copies of these records are 
forwarded on an as-needed basis or are always forwarded to only some of the Primary DAGs assigned to the office’s cases. 

Subject Interviews – At some District offices the Primary DAG is expected to attend all Subject interviews. At other District 
offices either the LP attends most Subject interviews on behalf of the Primary DAGs or an HQES Attorney (usually either the 
LP or Primary DAG) only attends Subject interviews on an exception basis (e.g., cases involving sexual misconduct or if 
requested by the District office). At some District offices the LP rarely attends Subject interviews. Attorney practices 
regarding completion of pre-interview case file reviews, attendance at pre-interview planning meetings, and the extent of their 
participation during the interview vary greatly depending on individual Attorney personal preferences. Primary DAGs 
sometimes fail to show for Subject interviews that they were scheduled to attend. 

Expert Reviewer Selection and Expert Package Review – For some District offices the Primary DAG is usually substantively 
involved in selecting an Expert Reviewer and reviewing Expert packages. At other District offices the Primary DAG is not 
usually substantively involved in the investigation until this point in the process. At other District offices the Primary DAG 
usually declines to review the Expert Package. In some cases the Primary DAGs are not substantively involved in reviewing 
the Expert package because were previously substantively involved in the case during earlier stages of the investigation. At 
some District offices an HQES Attorney (Primary DAG or LP) is only involved in Expert Reviewer-related activities on an 
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exception basis. There is considerable variability in Medical Board and HQES practices related to the preparation and review of 
Expert packages. 

Completed Investigation Case Reviews – For some District offices most completed cases are regularly reviewed and accepted 
for closure or prosecution within required timeframes (5 business days for cases recommended for prosecution and 10 
business days for cases recommended for closure). For other District offices the completed cases oftentimes are not reviewed 
and approved within the required timeframes. At some District offices there appear to be chronic problems with these 
processes with HQES either (1) delaying the closure or transmittal of cases by requesting completion of additional 
investigation activity, or (2) not informing the District office regarding its approval or disapproval of the recommended case 
disposition, or not doing so on a timely basis. According to Medical Board staff, there is considerable variability in HQES 
practices related to acceptance of cases for prosecution. 

Investigator Attendance at Hearings – Investigators attend hearings to assist the DAGs prosecuting the cases, however, 
hearings are rarely conducted (fewer than 50 per year for cases investigated by District offices). When hearings are held, it is 
a major drain of resources as the hearing may extend over a period of weeks. The experience, however, is valuable and 
essential for the growth and development of seasoned Investigators.  

Finally, ambiguities in the statutes mandating use of the VE Model appear to underlie some of variability that exists is how VE was 
implemented in different regions of the State. Additionally, there is great deal of variability in the relationships between Medical Board 
Investigators and HQES Attorneys. Generally, there is a fairly high level of friction between the Investigators and Attorneys throughout the 
State. However, the relationships are particularly poor in the Los Angeles region. One source of the friction and conflict between Medical 
Board and HQES staff is variability in the perceptions of different individuals regarding the Legislative intent in mandating use of the VE 
Model, and ambiguities in the statutes requiring its use.  

 Following implementation of VE, during 2007/08 and 2008/09, there were some minor shifts in authorized positions between 
various programs and business units within the Medical Board. Collectively these shifts increased authorized staffing for the Licensing 
program by eight (8) positions (21 percent), but most of this increase is attributable to a concurrent transfer of the Cashiering Unit to the 
Licensing Program. Subsequently, during 2009/10, 10 additional positions were authorized for the Enforcement Program, the first 
increases since the addition of eight (8) Investigator and Assistant Investigator positions in 2006/07. Six (6) additional positions were 
authorized to re-establish the Operation Safe Medicine (OSM) Unit (1 Supervising Investigator, 4 Investigators, and 1 Office Technician) 
and four (4) additional positions were authorized for the Probation Program (3 Inspectors and 1 Office Technician). No additional positions 
were authorized for the District offices to support implementation of VE and investigate growing backlogs of complaints against licensed 
physicians. 
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E. HQES Staffing Resource Allocations 

For the past several years, excluding temporary help (retired annuitants) and Secretaries (7 positions), 58 full-time, permanent 
positions were authorized for the HQES, including 1 Senior Assistant Attorney General, 6 Supervising Deputy Attorneys, 47 Deputy 
Attorneys (all levels), 3 Senior Legal Analysts, and 1 Associate Government Program Analyst (AGPA). Prior to implementation of Vertical 
Enforcement, HQES did not have an AGPA position and had nine (9) fewer Attorney positions. The Secretary positions are not shown as 
budgeted to HQES in the Wage and Salary Supplements to the Governor’s Budgets.  

Table II-2, below, shows allocations of authorized SDAG, DAG, and Senior Legal Analyst positions by HQES office during 2008/09 
and 2009/10. The position allocations shown for 2009/10 reflect a reduction of four (4) authorized DAG positions. As shown by Table II-
2, nearly one-half of authorized DAG positions are assigned to the Los Angeles Metro office, 30 percent are assigned to Northern 
California offices (Sacramento and San Francisco), and less than one-quarter are assigned to the San Diego office. During 2009/10, 
authorized DAG staffing for HQES was reduced by four (4) positions. All of the reductions were absorbed by the smaller Sacramento, San 
Francisco, and San Diego offices. Additionally, one (1) vacant DAG position was shifted to the Los Angeles Metro office to accommodate 
unrelated personnel placement needs at that location. To better balance workload between the various HQES offices, the geographic 
boundaries of the Los Angeles Metro office were recently extended, both North and South, to encompass portions of the areas served 
previously by HQES’ Sacramento and San Diego offices. 

 

 

 

 

 

 

Number Percent

Sacramento, San Francisco, and Oakland 2 16 1 19 33% 33%

Los Angeles Metro 2 20 1 23 40% 42%

San Diego (Other Southern California) 2 12 1 15 26% 25%

  Total Allocated Positions1 6 48 3 57 100% 100%

Sacramento and San Francisco 2 13 1 16 30% 30%

Los Angeles Metro 2 21 1 24 45% 48%

San Diego (Other Southern California) 2 10 1 13 25% 23%

  Total Allocated Positions1 6 44 3 53 100% 100%

Table II-2. Health Quality Enforcement Section Staff Allocations by Office

Supervising
Deputy Attorney
General (SDAG)

Deputy Attorney
General (DAG)

Senior Legal
Analyst

Total1
Postion Classification

HQES Office LocationFiscal
Year

20
08

/0
9

20
09

/1
0

Percent
of DAGs

1 Excludes one (1) Senior Assistant Attorney General position, one (1) Associate Government Program Analyst (AGPA) position based in
   HQES' Los Angeles office, and seven (7) Secretary positions.



 

II. Overview of the Evolution of the Medical Board’s Governance Structure, 
Licensing Fees, and Enforcement Program 

 
 

II - 12 

Table II-3, below, shows the significant shift that has occurred during the past several years in the number of Attorney hours 
charged by HQES to Medical Board investigations. As shown by Table II-3, the number of hours charged by HQES Attorneys to Medical 
Board investigations increased significantly during the past three (3) years, and virtually all of the additional hours were charged by 
Attorneys based in HQES’ Los Angeles Metro office. During 2009, Los Angeles Metro office Attorneys charged more than 17,000 hours 
to Medical Board investigations compared to fewer than 6,000 hours charged to investigations by Attorneys in each of the other 
geographic regions of the State. The hours charged to investigations by Los Angeles Metro office Attorneys during 2009 accounted for 60 
percent of all HQES Attorney hours charged to investigations. 

 

 

 

 

 

 

 

In contrast with the distribution of Attorney billings shown in Table II-3, Table II-4, on the next page, shows much smaller 
differences between geographic regions in the number of hours charged by HQES Attorneys to prosecutions. Generally, more hours are 
charged for prosecutions by HQES’ Northern Region offices than are charged by HQES’ other two regional offices. However, the San 
Francisco and Sacramento offices handle nearly all Out-of-State and SOI cases. In the Northern California and Other Southern California 
regions, HQES Attorneys charge significantly more hours to prosecutions than charged to investigations. In contrast, in the Los Angeles 
Metro region, the proportions of time charged to investigations and prosecutions are reversed, with significantly fewer hours charged to 
prosecutions during 2009 (9,823) than charged to investigations (17,084). 

 

 

 

 

 

HQES Office(s) 2006 2007 2008 2009

Northern California1 6,610 6,085 5,007 5,168

Los Angeles Metro 6,349 6,388 13,528 17,084

San Diego (Other Southern California) 4,536 3,778 5,626 5,989

Total2 17,495 16,250 24,161 28,240

2 Excludes Supervising Deputy Attorneys (SDAGs).

Table II-3. Hours Charged by HQES Attorneys to Investigation Matters
Includes Hours Charged to Investigation Matters, Section-Specific Tracking and Client Service

1 Includes San Francisco, Oakland, Sacramento, and Fresno offices.
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The time charges by Los Angeles Metro office Attorneys are disproportionate to the geographic distribution of licensees. Only about 
30 percent of active licensees are based in counties served by HQES’ Los Angeles Metro office. Counties served by HQES’ Northern 
California offices account for 44 percent of active licensees while counties served by HQES’ San Diego office account for 25 percent of 
active licensees. The time charges by Los Angeles Metro office Attorneys are also disproportionate to the geographic distribution of 
investigations opened and cases referred for prosecution, which generally parallel the geographic distribution of licensees. The time 
charges are also inconsistent with data provided to us by HQES showing the number of Investigation matters opened by HQES. As shown 
by Table II-5, below, Investigation matters opened for Los Angeles Metro cases account for about one-third of all Investigation matters 
opened by HQES. 

 

 

 

 

  

 

 

HQES Office(s) 2005 2006 2007 2008 2009

Northern California1 11,333 11,718 12,960 12,231 13,026

Los Angeles Metro 10,150 9,696 12,937 11,820 9,823

San Diego (Other Southern California) 9,220 8,290 11,265 8,144 8,923

Total 30,703 29,704 37,161 32,195 31,772

2 Excludes Supervising Deputy Attorneys (SDAGs).

Table II-4. Hours Charged by HQES Attorneys to Administrative Matters
Excludes Appeals, Mandates, Civil-State, Civil-Federal, Civil Rights, Employment, and Tort Matters

1 Includes San Francisco, Oakland, Sacramento, and Fresno offices.

Number Percent

Northern California1 374 387 392 340 1,493 38%

Los Angeles Metro2 306 350 365 340 1,361 34%

San Diego3 (Other Southern California) 339 287 232 264 1,122 28%

Total 1,019 1,024 989 944 3,976 100%

3 Data shown for 2006 excludes 39 pre-2006 cases.

2 Data shown for 2009 includes 47 Fresno cases.

1 Includes HQES' San Francisco, Oakland, Sacramento, and Fresno offices.

Table II-5. Investigation Matters Opened by HQES

HQES Office(s) 2006 2007 2008 2009
Total
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Finally, as shown by Table II-6, below, the total hours charged by Attorneys assigned to HQES’ offices in Northern California and 
San Diego (Other Southern California) offices for investigations and prosecutions have changed little during the past several years (18,000 
hours and 15,000 hours per year, respectively). In contrast, the total hours charged by Los Angeles Metro office Attorneys increased by 
nearly 70 percent and, in 2009, exceeded the number of hours charged in each of the other two geographic regions by 50 to 80 percent. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The differences in hours charged by HQES Attorneys in each of the three major geographic regions of the State reflect significant 
differences in their level of involvement in Medical Board investigations, and substantive differences in the way that VE has been 
implemented. Since 2006, Los Angeles Metro office Attorneys have become increasing involved in Medical Board investigations and have, 
for several years, been much more intensively involved in investigations than Attorneys based in HQES’ other offices. As a result, 
expenditures for Attorney services provided by HQES’ Los Angeles Metro office during 2009 were more than $1.4 million greater than 
expenditures for Attorney services provided by HQES’ Northern California offices, and more than $2.0 million greater than expenditures for 
Attorney services provided by HQES’ San Diego office. 

Matter HQES Office(s) 2006 2007 2008 2009

Northern California1 6,610 6,085 5,007 5,168

Los Angeles Metro 6,349 6,388 13,528 17,084

San Diego (Other Southern California) 4,536 3,778 5,626 5,989

Total - Investigations 17,495 16,250 24,161 28,240

Northern California1 11,718 12,960 12,231 13,026

Los Angeles Metro 9,696 12,937 11,820 9,823

San Diego (Other Southern California) 8,290 11,265 8,144 8,923

Total - Prosecutions 29,704 37,161 32,195 31,772

Northern California1 18,328 19,045 17,238 18,194

Los Angeles Metro 16,045 19,325 25,348 26,907

San Diego (Other Southern California) 12,826 15,042 13,770 14,912

Total - Investigations and Prosecutions 47,198 53,411 56,356 60,012
1 Includes San Francisco, Oakland, Sacramento, and Fresno offices.

3 Excludes Supervising Deputy Attorneys (SDAGs).

Table II-6. Hours Charged by HQES Attorneys to Investigations and Prosecutions
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2 Includes Section-Specific Tracking and Client Service hours.
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F. Enforcement Program Attrition History 

During the two (2) years prior to implementation of VE (2004 and 2005), the Enforcement Program lost thirteen (13) Investigators, 
Senior Investigators, and Supervising Investigators, including, nine (9) employees who retired from State service, one (1) employee who 
transferred to DCA’s Division of Investigation, and three (3) employees who left State service. Beginning during 2006, concurrent with 
implementation of VE, there was a sharp acceleration in staff turnover within the Enforcement Program. Ten (10) Investigators, Senior 
Investigators, and Supervising Investigators retired from State service during 2006 and 2007. This is about the same number of staff with 
these classifications as retired during the preceding two (2) years. However, in contrast with prior years, 17 other Investigators, Senior 
Investigators, and Supervising Investigators separated from the Medical Board, including: 

 8 employees who transferred to DCA’s Division of 
Investigation 

 3 employees who transferred to the Department 
of Justice 

 5 employees who transferred to other State 
agencies 

 1 employee that left State service. 

Similarly, during the next two (2) years (2008 and 2009), nine (9) Investigators, Senior Investigators, and Supervising Investigators retired 
from State service. Concurrently, 17 others in these same classifications separated from the Medical Board, including:

 7 employees who transferred to DCA’s Division of 
Investigation 

 3 employees who transferred to the Department 
of Justice 

 4 employees who transferred to other State 
agencies 

 3 employees who left State service. 

In summary, during the past four (4) years more than one-half of the Enforcement Program’s Investigators, Senior Investigators, and 
Supervising Investigators separated from the Medical Board. Only about one-third of the separations were due to retirements (fewer than 5 
positions per year). Thirty (30) Investigators, Senior Investigators, and Supervising Investigators (7.5 positions per year) transferred to 
other State agencies, including 14 who transferred to DCA’s Division of Investigations. The staff that separated during this period were 
highly experienced, with an average of eight (8) years experience with the Medical Board prior to their separation. Geographically, a 
disproportionate share of the separations was from Northern Region District offices. 

High Investigator turnover over the past four (4) years compounded performance problems that the Medical Board was already 
experiencing as a result of staffing reductions imposed on the District offices earlier in the decade. Additionally, the smaller pool of 
remaining seasoned Investigators was increasingly used during this period to help train and mentor newly hired and less experienced staff. 

As of late-2009 the Medical Board had 13 vacant Investigator-series positions, representing 16 percent of total authorized 
Investigator positions. Typically, California State Government agencies operate with only about 5 percent of their positions vacant. The 
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relatively high Investigator vacancy rate is partially attributable to the recent creation of five (5) new Investigator series positions for the 
Rancho Cucamonga-based OSM Unit. In late-2009, Los Angles Metro District offices accounted for a disproportionate share of vacant 
Investigator positions due, in part, to the recent transfer of four (4) Investigator series positions from Los Angeles Metro District offices to 
the OSM Unit. As with the lateral transfers of Medical Board staff to DCA’s Division of Investigation, the Investigators that transferred to 
the OSM Unit did not receive a salary increase and are now no longer required to work under the direction of HQES Attorneys. As of May 
2010, the Investigator vacancy rate was reduced to 5 percent (with positions in background accounted for as filled). 

G. Prior Analyses of the Impacts of Vertical Enforcement 

Analyses of the impacts of Vertical Enforcement were previously completed during 2007 and 2009. Additionally, a one-page 
summary statistical report is provided on a quarterly basis to the Medical Board’s Governing Board. 

1. November 2007 Medical Board Analysis 

In November 2007, the Medical Board reported to the Legislature that implementation of VE had (1) reduced the average time 
to complete investigations by 10 days, (2) reduced the average time to close cases without prosecution by six (6) days, and (3) 
reduced the average time for HQES to file accusations by 29 days.  

2. June 2009 Integrated Solutions for Business and Government, Inc. Analysis 

During 2009 an independent consultant was retained to review Enforcement Program statistical data provided by the Medical 
Board from 2005 through 2008. In June 2009, the consultant reported that (1) significantly fewer investigations were completed 
during 2008 as compared to 2005, and (2) significantly fewer accusations were filed during 2008 as compared to 2005. The 
consultant also reported that (1) the average elapsed time to complete investigations that were not referred for prosecution had 
increased by more than three (3) months, (2) the average elapsed time to complete investigations that were referred for prosecution 
had increased by more than two (2) months, and (3) for cases with an accusation filed, the average elapsed time from assigned for 
investigation to filing of the accusation had increased by more than a month. 

3. Quarterly Board Reports 

These reports have been provided to the Medical Board since mid-2008. Recent reports show significant decreases, since 
implementation of VE, in (1) the number of suspension orders granted, and (2) the number of investigations completed. The reports 
show a significant increase in recent years in the average elapsed time to complete “All” investigations. The reports also show no 
significant change in the number of cases with a disciplinary outcome, and a limited (10 percent) decrease in the average elapsed 
time to investigate and prosecute these cases (from 38 months to 34 to 35 months). 
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H. Probation Program 

Since the early-1990s the Medical Board has maintained regional probation offices in Sacramento and the Los Angeles Metro area 
(e.g., Cerritos and Rancho Cucamonga). In addition to completing intake interviews of new probationers and monitoring Probationer 
compliance with the terms and condition of their probation, Investigators assigned to these offices also were responsible for investigating 
(1) complaints involving Probationers, (2) petitions of modification or termination of probation, and (3) petitions for reinstatement. 

During the early-2000s, about 500 probationers were assigned to the Probation program, including about 100 cases that were 
inactive because the Probationer was practicing outside the State. During 2003/04 the total number of Probationers increased by about 10 
percent to 547 cases. Since that time the number of Probationers has fluctuated between 510 and 550 cases. As of June 30, 2009, there 
were a total of 545 probation cases, including 109 inactive cases. Probation Program Investigators typically carry an average caseload of 
about 36 cases per position. 

In recent years the Medical Board referred for investigation an average of 48 complaints involving Probationers per year. Many of 
these cases were actually originated by Probation Program Investigators. On average, about two-thirds of these cases were closed 
following investigation and about one-third were referred to HQES for prosecution. The proportion of cases referred for prosecution is 
comparable to that for cases involving Non-Probationers.  Additionally, over the past 10 years the Medical Board received an average of 
about 40 petitions for modification or termination of probation per year. The number of petitions for modification or termination of 
probation received fluctuated within a range of 30 to 50 petitions per year. Variations in the number of petitions for modification or 
termination of probation received appear to be correlated with the number of Probationers. During 2008/09, 40 petitions for modification 
or termination of probation were received. A portion of this workload is now handled by the District offices. Finally, over the past 10 
years, the Medical Board received an average of about 16 petitions for reinstatement per year. The number of petitions for reinstatement 
received fluctuated within a range of 10 and 25 petitions per year. During 2008/09, 18 petitions for reinstatement were received. Over the 
past six (6) years, the total number of all petitions received fluctuated within a fairly narrow range (50 to 65 per year).  

Until recently, authorized staffing for the Probation Program typically consisted of about 24 total positions, including: 

 1 Supervising Investigator II (based in Sacramento) 

 3 Supervising Investigator I (1 per office) 

 14 Senior Investigator/Investigator (4 to 5 per office) 

 3 Investigator Assistant (1 per office) 

 3 Clerical Support staff (1 per office). 

However, during 2008/09 the Medical Board transferred all of its Assistant Investigator positions to the Probation Program and reclassified 
the positions to Inspector I/II. Concurrently, the Probation Program’s Supervisory and Management positions were reclassified to non-
sworn classifications (i.e., the 3 Supervising Investigator positions were reclassified to Inspector III and the Supervising Investigator II 
position was reclassified to Staff Services Manager I). Subsequently, during 2009/10 three (3) new Inspector positions and one (1) new 
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support position were authorized for the Probation Program. Currently, the Probation Program is authorized a total of 26 positions, 
including, one (1) Staff Services Manager I, three (3) Inspector III, 16 Inspector I/II, and five (5) technical/clerical support staff. 

Concurrent with the organizational restructuring of the Probation Program, responsibility for investigating complaints involving 
Probationers and petitions for reinstatement was transferred to the District offices. Also, petitions for modification or termination of 
probation were transferred to the District offices, except in cases where the Petitioner has generally been complying with the terms and 
conditions of their probation and there are not any pending investigations involving the Petitioner. The workload restructuring will enable 
Probation Program staff to focus their efforts on monitoring Probationer compliance with the terms and conditions of their probation.  

I. Current Enforcement Program Organization and Staffing Resource Allocations 

The Medical Board currently has 76 authorized Investigator and Senior Investigator positions, plus 19 Supervising Investigators (I or 
II). As shown by Table II-7, below, 10 of these positions are allocated to various Headquarters Units. 

 

 

 

 

 

 

The Medical Board’s District offices are organized into three (3) regional groups (Northern California, Los Angeles Metropolitan, and 
Other Southern California). Four (4) District offices are assigned to each region. A Regional Manager (Supervising Investigator II) oversees 
the operations of each region. Including the Regional Area Managers, District office Supervisors, Investigators and Senior Investigators, 
and clerical support staff, each of the three (3) regions is allocated 30 to 35 percent of total available staffing resources, with the fewest 
positions allocated to the Other Southern California region. These allocations are reasonably consistent with the geographic distribution of 
cases referred for investigation. 

Within each District office, first level supervision is provided by a Supervising Investigator I. Subordinate staffing at each District 
office typically consists of six (6) full-time Investigator positions (Investigator or Senior Investigator) and 1 to 2 full-time clerical support 
positions (Office Technician or Office Assistant). A few offices have only five (5) Investigator positions. In total, 96 permanent, full-time 
positions are currently authorized for the District offices, including 12 Supervising Investigators, 70 Investigators or Senior Investigators, 
and 14 Office Technicians or Office Assistants. 

Headquarters Unit Supervising
Investigator I/II

Investigator/
Senior

Investigator

Operation Safe Medicine (OSM) 1 4

Office of Standards and Training 3 2

  Total Investigator Positions 4 6

Table II-7. Investigator Positions Assigned to Headquarters Units
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Some District offices supplement their Investigator staffing with part-time Retired Annuitant Investigators and about one-half of the 
offices supplement their clerical support staffing with part-time Retired Annuitant Office Technicians or Office Assistants. Additionally, 
each District office is authorized 2 to 3 Part-Time Medical Consultant positions. While Investigator positions are allocated equally among 
District offices, Medical Consultant staffing levels vary considerably. For example, during 2008/09 the Medical Consultants at some 
District offices were paid a combined total of more than 1,500 hours (the equivalent of about 0.7 positions). At other District offices the 
Medical Consultants were paid a combined total of less than 800 hours (the equivalent of less than 0.4 positions). Due to holidays, 
vacation, sick leave, and other paid time off, the hours actually worked by Medical Consultants are less than the hours paid. 

J. Pending 2010/11 Budget Change Proposals 

A currently pending Budget Change Proposal (BCP), if adopted, would increase authorized Enforcement Program staffing by 22.50 
positions. The BCP would provide: 

 2 positions to strengthen and enhance management and 
administration of the Expert Reviewer Program (e.g., 
Expert recruitment and training) 

 2 positions for the Office of Standards and Training 
(OST), primarily to enhance CCU staff training 

 1 position for the Discipline Coordination Unit (DCU) to 
provide closer monitoring of disciplinary action cases 

 1 position to serve as an Assistant to the Chief of 
Enforcement 

 2 positions for CCU to be used primarily to enhance 
screening of AHLP cases 

 5.5 positions for CCU to be used primarily to enhance 
intake, screening, and specialty reviews of physician and 
surgeon quality of care cases 

 9 positions to perform investigations, including six (6) 
“non-sworn” staff, with two (2) of the positions 
designated for AHLP cases. 

It is anticipated that the new “non-sworn” positions will be based at Headquarters and that the positions will be used to investigate 
Section 801 (medical malpractice) cases, plus possibly some petitions for modification or termination of probation, petitions for 
reinstatement, criminal conviction reports, and probation violation cases. 
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Since increasing initial and biennial renewal fees for physicians and surgeons from $600 to $790, effective January 1, 2006, there 
have been continuing concerns regarding whether the higher fees are justified. Section 2435(h) of Article 20 of the Medical Practice Act, 
adopted in conjunction with the January 2006 fee increase, placed a statutory cap on the amount of reserves that the Medical Board could 
accumulate in its Contingent Fund. Section 2435(h) stated that “It is the intent of the Legislature that, in setting fees pursuant to this 
section, the board shall seek to maintain a reserve in the Contingent Fund of the Medical Board of California equal to approximately two 
months’ operating expenditures.” Subsequently, during 2009, Section 2435(h) was modified to enable the Medical Board to maintain a 
higher reserve fund balance equal to two (2) to four (4) months operating expenditures (AB 501, Emmerson). 

“It is the intent of the Legislature that, in setting fees pursuant to this section, the board shall seek to maintain a reserve in 
the Contingent Fund of the Medical Board of California in an amount not less than two nor more than four months’ operating 
expenditures.” 

Exhibit III-1, on the next page, shows the amount of the surplus/(deficit) for the Medical Board Contingent Fund by year for the past 
five (5) years, and the projected surplus for 2009/10. Exhibit III-1 also shows end-of-year reserves for each year. As shown by Exhibit III-
1, surpluses have been generated each year since implementation of the last fee increase during 2006. The amount of the surpluses 
ranged from $4.7 million during 2005/06 to $6.5 million during 2008/09. For 2009/10 a surplus of $1.9 million was projected. However, 
it is likely that the surplus for 2009/10 will be greater than $1.9 million due to: 

 Higher than projected renewal fees 

 Lower than projected expenditures for general expenses, rent, and major equipment 

 Lower than projected expenditures for legal services, except services provided by the Attorney General 

 Higher than projected probation monitoring reimbursements. 

The total amount of these additional revenues and cost-savings are unlikely to be completely offset by lower than projected revenues, or 
greater than projected expenditures, in other areas (e.g., lower than projected interest earnings, higher than projected expenditures for 
temporary help and overtime for the Licensing Program  



Exhibit III-1

Historical and Budgeted Medical Board Revenues, Expenditures, and Fund Reserves

2004/05 2005/061 2006/072 2007/08 2008/093

$36,544 $42,297 $49,688 $52,091 $51,313 $50,286

$19,537 $18,604 $19,728 $20,741 $20,293 $19,692

21,907 22,124 26,842 28,790 27,487 30,941

$41,444 $40,728 $46,570 $49,531 $47,780 $50,633

Reimbursements - Scheduled (Fingerprinting and Criminal Cost Recovery) $378 $408 $393 $347 $330 $384

Reimbursements - Unscheduled (Probation Monitoring) 2,120 1,819 1,495 1,498 1,215 1,000

Distributed Costs (Budgeted AHLP Reimbursements) 646 791 711 691 677 677

Internal Cost Recovery (Additional AHLP Reimbursement) 0 0 0 151 145 150

Prior Year Reserve Adjustments (1) 150 551 152 613 Unknown

$38,301 $37,560 $43,420 $46,692 $44,800 $48,422

($1,757) $4,737 $6,268 $5,399 $6,513 $1,864

($1,150) ($1,150) $0 $0 $0 $0

78 0 0 0 0 0

0 0 0 0 (6,000) 0

$8,540 $12,127 $18,395 $23,794 $24,307 $26,171

2.7 3.4 5.1 6.4 6.0 6.0

263.1 263.1 275.6 275.6 262.2 272.2

4 The 2009/10 budget incorporates cost-savings related to the Furlough Friday Program and includes unfunded allocations for six (6) new Operation Safe Medicine
   positions ($500,000), four (4) new Probation Program positions ($300,000), and contracts for the Telemedicine Pilot Program ($399,734 for the first year), an 
   evaluation of Medical Board programs ($159,300), and an analysis of Licensing Program business processes ($40,350).

3 In 2008/09 authorized staffing levels decreased by 12.40 positions due to termination of the Diversion Program.

Fund Condition Summary
Actual

1 Initial and biennial renewal fees increased $790 effective January 1, 2006.
2 In 2006/07 authorized staffing levels increased by 12.50 positions (2.0 Diversion Program, 4.0 Investigators, 4.0 Investigative Assistants, 2.0 Information System
   Analysts, and 0.5 Staff Services Analyst).

2009/10
Budget4

  Operating Expenses

Total Revenues

  Personal Services Expenses

Total Personal Services and Operating Expenses

Total Expenditures, Including Adjustments

Surplus/(Deficit)

End of Year Reserves

Estimated Months Reserve (based on subsequent year expenditures)

Authorized Positions, Including Diversion Program

A
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  Physician Loan Repayment Program

  Teale Data Center Adjustment

  Loan to General Fund
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As shown by Exhibit III-1, end-of-year reserves were about $24 million for the last two (2) years, after excluding a $6 million loan to 
the General Fund, and reserves were projected to increase to $26.2 million at the end of 2009/10, assuming a $1.9 million surplus for that 
year. It is likely that reserves at the end of 2009/10 will be greater than $26.2 million because it is likely that the 2009/10 surplus will be 
greater than the $1.9 amount budgeted. An end-of-year reserve of $26.2 million would be equivalent to nearly six (6) months of projected 
2010/11 expenditures, assuming: 

 Total fee and revenue collections are the same as budgeted for 2009/10 ($50.3 million) 

 $3.2 million in additional salary and benefit costs related to the expected elimination of the Furlough Friday Program 
(assumes 17 percent higher salary and benefit costs than budgeted for 2009/10) 

 $0.9 million in additional salary and benefit costs for 17 new Enforcement Program positions included in DCA’s 
Consumer Protection Enforcement Initiative BCP (assumes all positions start work on October 1, 2010, and an average 
annual cost of $70,000 per position) 

 $0.5 million in additional salary and benefit costs for 7 new Licensing Program positions recently authorized by DCA 
(assumes all positions start work by July 1, 2010, and an average annual cost of $70,000 per position) 

 $0.5 million in additional operating expenditures (e.g., major equipment replacements, service contracts, etc.) 

 $1.1 million in cost-savings related to adoption of new salary and benefit cost containment programs (e.g., pay rate 
reductions) 

 No offsetting reductions in expenditures for overtime or temporary help 

 No new funding for six (6) new Operation Safe Medicine Unit positions and four (4) new Probation Program positions 
authorized during 2009/10. 

With these assumptions total projected 2010/11 expenditures, net of reimbursement and cost recovery adjustments, would be 
about $52.4 million ($4.4 million per month). As has been the case for the past five (5) years, this level of reserves ($26.2 million) 
significantly exceeds the maximum amount current set forth in Section 2435(h) of the Medical Practice Act. It is likely that reserves 
at the end of 2009/10 will be greater than $26.2 million, and could approach a level equivalent to about 6.5 months of projected 
2010/11 expenditures ($28.6 million). At 2009/10 budgeted expenditure levels, a two-month reserve would be about $8 million, or 
$18 million less than current reserves, excluding $6 million loaned to the General Fund. However, results of our review show that, 
within 2 to 3 years, the Medical Board’s reserves are likely to decrease to a level equivalent to less than four (4) months’ operating 
expenditures.  
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As shown by Table III-1, below, if total expenditures increase by about 8 percent during 2010/11 (to $52.4 million), and 
increase by an additional $1.6 million per year (3 percent) for the next several years, reserves at the end of 2012/13 will still exceed 
the minimum set forth in statute, excluding the $6 million loan to the General Fund. The Medical Board’s proposed budget for 
2010/11 assumes a similar $4 million increase in total expenditures to $52.4 million. 

 

 

 

 

 

 

Irrespective of whether expenditures increase by $4.0 million in 2010/11, or a somewhat smaller amount, projected expenditures 
will likely exceed revenue collections during the year, and the resultant operating deficit will begin to deplete accumulated reserves. In 
subsequent years accumulated reserves will decrease further, assuming costs increase by several percent per year. It is likely that, at some 
point within the next two (2) to three (3) years, reserves will fall below the 4-month ceiling set forth in statute. However, in the absence 
of significant additional cost increases, reserves are unlikely to fall below the minimum 2-month level set forth in statute for at least 
several years. The $6 million loan outstanding to the State’s General Fund is not expected to be repaid in the near future but, even if 
repaid, would not significantly impact the Medical Board’s fund condition because the amount is equivalent to less than 1.5 months’ 
expenditures. 

Finally, we critically reviewed each major category of expenditures. Expenditures for HQES legal services have escalated rapidly in 
recent years, while other legal service costs declined. Costs for HQES legal services now exceed $1 million per month and account for 
more than 25 percent of total expenditures. We also identified potential internal control issues involving HQES’ billings to the Medical 
Board, and potential overcharges for HQES’ services. 

Recommendation No. III-1.  Closely review each of the Attorney General’s monthly Invoice Reports for the past three (3) 
fiscal years (2007/08 through 2009/10) to identify case billing inconsistencies by regions or billing anomalies that may have 
occurred. If significant over-charges are identified, request an adjustment in future billing periods. 

Recommendation No. III-2.  Maintain the current $783 initial and biennial fee structure. Reserves will likely fall below the 4-
month ceiling set forth in statute within the next two to three years. 

2009/10 2010/11 2011/12 2012/13 2013/14

Total Fees and Revenues $50.3 $50.3 $50.3 $50.3 $50.3

Total Expenditures, Including Adjustments and Cost Recovery 48.4 52.4 54.0 55.6 57.0

  Surplus/(Deficit) $1.9 ($2.1) ($3.7) ($5.3) ($6.7)

End-of-Year Reserves $26.2 $24.1 $20.4 $15.1 $8.4

Estimated Months Reserve (based on subsequent year expenditures) 6.0 5.4 4.4 3.2 1.7

Table III-1. Projected End-of-Year Reserves
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Over the past eight (8) years, the number of complaints opened by the Medical Board declined by about 10 percent from an average 
of more than 8,000 complaints per year to about 7,200 complaints per year, excluding decreases attributable to changes implemented by 
the Medical Board to discontinue counting certain categories of complaints. Specifically, effective January 1, 2005, the Medical Board 
stopped counting complaints created when initiating change of address citations which, until recently, typically accounted for 250 to 350 
complaints per year. Additionally, beginning in 2008/09 the Medical Board stopped opening complaints received that are determined during 
intake to be outside of the Board’s jurisdiction. During 2008/09 about 800 non-jurisdictional complaints were not counted as received or 
closed. Excluding change of address citations and non-jurisdictional complaints identified during CCU’s initial intake process, 6,442 
complaints were opened during 2008/09. This figure compares to an average of more than 7,400 complaints received per year during the 
early part of the decade, adjusted to exclude change of address citations and a comparable number of non-jurisdictional complaints. 

Exhibit IV-1, on the next page, shows the number of complaints opened from 2000/01 through 2008/09 for each of the following 
10 categories of matters: 

 Mandated Section 800 and 2240(a) reports 

 Disciplinary Action Reports Submitted by Other States 

 Medical Board-Originated Complaints with District 
Office Identifiers 

 Medical Board-Originated Complaints with 
Headquarters Unit Identifiers 

 Medical Board-Originated Cases with CME Audit 
Failure Citation Identifier 

 Medical Board-Originated Complaints with Probationer 
Identifier 

 Medical Board-Originated Complaints with Other 
Identifiers 

 Petitions for Modification or Termination of Probation 

 Petitions for Reinstatement 

 Other Complaints and Reports.

Exhibit IV-1 also shows, by year, the following aggregate output and performance measures: 

 Number of complaints closed with no further action 

 Number of complaints referred for investigation or prosecution 

 Percent of cases referred for investigation or prosecution 

 Average elapsed time to close or refer cases for investigation or prosecution. 



Exhibit IV-1

2000/01
through
2002/03

(3-Year Avg.)

2003/04 2004/051 2005/06 2006/07 2007/08 2008/092

Malpractice Reports from Insurers (Section 801 & 801.1) 888 787 722 726 676 597 605

Malpractice Self-Reports (Section 801(c), 802, and 803.2) 328 228 212 185 187 150 204

Malpractice Reports from Others (Section 803) 24 3 9 6 10 6 2

Coroner Reports (Section 802.5) 32 18 23 11 22 16 16

Health Care Facility Reports (Section 805) 146 157 110 138 127 138 122

Surgical Death/Complication Self-Reports (Section 2240(a)) 8 14 11 2 10 7 6

Criminal Charge and Conviction Self-Reports (Section 802.1 and 803.5) 33 33 20 16 29 76 91

   Total Mandated Reports 1,459 1,240 1,107 1,084 1,061 990 1,046

323 371 448 385 279 288 258

286 212 202 216 216 161 113

375 377 281 133 31 65 102

66 0 0 1 140 75 0

6 13 22 23 9 11 34

32 12 7 9 10 6 10

29 37 42 50 47 37 40

14 25 19 13 21 9 18

5,968 5,953 5,375 5,749 5,445 5,197 4,821

8,558 8,240 7,503 7,663 7,259 6,839 6,442

5,967 6,837 6,603 6,349 6,105 5,608 5,303

2,355 1,887 1,443 1,331 1,182 1,133 1,123

8,322 8,724 8,046 7,680 7,287 6,741 6,426

28% 22% 18% 17% 16% 17% 17%

55 Days 76 Days 66 Days 54 Days 54 Days 61 Days 75 Days

2,019 1,566 1,011 1,086 1,133 1,283 1,323

  Complaints and Other Matters Closed

Total Complaints and Other Matters Closed or Referred for Investigation or Prosecution1 2 3

Percent of Cases Referred for Investigation or Prosecution1 3

4 Includes Operation Safe Medicine, Internet Crimes Unit, and probation violation citation cases.

  Complaints and Other Matters Referred for Investigation or Prosecution1 3  Incl. PLRs (31 in 2008/09

2 Effective in 2008/09, some complaints received and determined by CCU to be outside of the Medical Board's jurisdiction were no longer counted as received or closed,
   thereby increasing CCU's reported average elapsed time to process complaints.

1 Effective in January 2005, change of address citations were no longer counted as complaints or investigations.

  Reported Open Complaints and Petitions (End of Period)

  Reported Average Days to Close or Refer Cases for Investigation or Prosecution1 2 3

Other Complaints and Reports1 2   Includes NPDB (26 in 2008/09)

Petitions for Reinstatement (IDENT 27)

Medical Board Originated Complaints with Probationer Identifiers (IDENT 19)

Medical Board Originated Complaints with CME Audit Failure Identifier (IDENT 21)

Medical Board Originated Complaints with Other Identifiers4 (IDENTs 22, 23, and 25)

Overview of Complaints Opened and Dispositions - 2000/01 through 2008/09

Petitions for Modification or Termination of Probation (IDENT 26)

Category of Complaints
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Disciplinary Action Reports Submitted by Other States (IDENT 16)

Medical Board Originated Complaints with Headquarters Identifier1 3 (IDENT 20, Excluding Petitions)

Total Complaints and Other Matters Opened1 2

Medical Board Originated Complaints with District Office Identifiers

3 Includes probationary license certificates, SOIs, and criminal conviction notifications, advertising violations, and cite and fine non-compliance cases. Also includes
   change of address citation cases (through December 2004), 
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Since the early part of the decade the number of complaints opened decreased significantly in both of the following areas: 

Medical Malpractice Reports – The number of Medical Malpractice Reports submitted to the Medical Board decreased by 37 
percent from an average of 1,240 reports per year during the early part of the decade to an average of 782 reports per year 
during the past two (2) years. 

Out-of-State Disciplinary Action Reports – The number of Disciplinary Action Reports submitted to the Medical Board by 
medical/osteopathic boards in other states decreased by 27 percent from an average of about 350 reports per year during 
the early part of the decade to an average of 273 reports per year during the past two (2) years. 

All complaints are opened by the CCU, but are assigned different Identifiers to distinguish the District office to which they are 
assigned. Additionally, CCU opens complaints on behalf of other Medical Board business units to track various matters that are not usually 
assigned to the District offices for investigation, including:

 Probationary License Certificates (issued in lieu of full 
licensure) 

 Appeals of license application denials, referred to as 
statements of issues (SOIs) 

 Continuing Medical Education (CME) audit failure 
citations 

 Operation Safe Medicine (OSM) investigations 

 Internet crime investigations 

 Probation violation citations 

 Advertising violation citations 

 Cite and fine non-compliance cases 

 Petitions for modification or termination of probation 

 Petitions for reinstatement. 

In some years there have been significant changes in the number of complaint records opened by CCU for these matters. Since the early 
part of the decade the total number of complaint records opened for these matters has decreased by 60 percent (from more than 500 
“records” opened per year to about 200 “records” opened per year). 

Since the beginning of the decade the number of complaints submitted by patients, family members, other licensees, and numerous 
other similar external referral sources has fluctuated within a relatively narrow range (5,200 to 5,800 per year). Also, there has been a 
significant increase in the number of complaints received since the beginning of the decade in only one category of complaints (Criminal 
Charge and Conviction Self-Reports). The number of these complaints recently increased primarily as a result of new requirements that 
licensees self-report misdemeanor charges and convictions in addition to previously required self-reporting of felony charges and 
convictions. This requirement became effective in January 2006 (SB 231, Figueroa). 
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Various changes have occurred in the composition of complaints received since the early part of the decade (e.g., fewer medical 
malpractice reports, fewer Out-of-State reports, and fewer Medical Board-originated complaints). These changes appear to have had 
offsetting impacts on some aggregate complaint-handling performance measures. For example, over the past five (5) years the Medical 
Board has consistently closed about 83 to 84 percent of all complaints, and referred the remaining 16 to 17 percent for investigation or 
prosecution. 

Since 2004/05, the number of complaints closed, adjusted for recent changes in the reporting of change of address citations and 
non-jurisdictional complaints, decreased by about 10 percent. Concurrently, the number of complaints referred for investigation or 
prosecution decreased by about 15 percent, after adjustment for changes in the reporting of change of address citation cases. During the 
past two (2) years an average of 1,128 complaints was referred for investigation or prosecution – about 200 fewer complaints than were 
referred during 2004/05, after adjustment for changes in the reporting of change of address citations. 

From 2004/05 through 2007/08, the Medical Board maintained an average processing timeframe for all complaints of about two (2) 
months (60 days). The recent increase in the average complaint processing time to 75 days in 2008/09 is partially attributable to 
elimination of about 800 non-jurisdictional complaints from the calculation of this performance measure. 

Finally, during the early part of the decade Medical Board closed or referred for investigation or prosecution significantly more 
complaints than were opened, and reduced the backlog of open complaints by 50 percent (from 2,000 open complaints to 1,000 open 
complaints). However, in recent years fewer complaints have been closed or referred for investigation or prosecution than have been 
opened. This has resulted in continuous increases in the number of pending complaints. At the end of 2008/09 there were 1,323 pending 
complaints. This is 300 (30 percent) more pending complaints than existed at the end of 2004/05. Inevitably, the growing number of open 
complaints will soon translate into longer average processing times, particularly given the continuation of the Furlough Friday Program 
through June 2010. Ultimately, over a period of several years, these complaint-handling delays will adversely impact aggregate 
Enforcement Program performance measures (e.g., total elapsed time from receipt of complaint to disciplinary outcome). 
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A. Overview of Complaint Intake and Screening Outputs and Performance 

CCU continues to do an outstanding job of administering and operating the Medical Board’s complaint intake and screening 
processes. However, in recent years CCU has struggled to prevent growth in the number of pending complaints, which is beginning to 
adversely impact elapsed timeframes to close or refer complaints for investigation or prosecution. Exhibit V-1, on the next page, shows the 
total number of complaints closed and referred to investigation or prosecution during 2008/09, and the average elapsed time to close or 
refer the complaints. As shown by Exhibit V-1, during 2008/09: 

 More than 6,100 complaints were either closed or referred for investigation or prosecution by CCU. About 30 percent of 
these complaints were reviewed by an outside Medical Specialist prior to closure or referral for investigation or 
prosecution. About 85 percent of the complaints handled by CCU were closed. 

 The average elapsed time for CCU to close or refer complaints for investigation or prosecution was 78 days (about 2.5 
months), after excluding more than 800 closed non-jurisdictional complaints. If all non-jurisdictional complaints were 
included, CCU’s average processing time would be about 67 days. Prior to 2008/09, the average processing time for 
complaints, including all non-jurisdictional complaints, was about 60 days (1 week less). 

 The average elapsed time to close or refer complaints not reviewed by a Medical Specialist was about two (2) months 
(54 days). This compares to an average time of more than four (4) months (127 days) to close or refer complaints that 
were reviewed by a Medical Specialist. 

 The average time to refer complaints for investigation or prosecution for cases not reviewed by a Medical Specialist was 
about one (1) month (33 days), reflecting both the expedited referral of selected, high-priority cases to investigation and 
also the accelerated processing timeframes associated with DCU’s handling of Out-of-State cases, most of which are 
referred directly to HQES for prosecution. 

CCU’s overall average processing time to close or refer complaints reflects the impacts of efforts to complete a substantive 
screening of all complaints to identify those that require a field investigation. These processes, including independent review of nearly all 
quality of care complaints by a Medical Specialist, increase the amount of time needed to complete screening, but reduce the number of 
complaints referred to the District offices for investigation. It is much more effective and efficient for CCU to screen complaints than to 
have District office staff investigate and close the cases, and the case dispositions are determined within an average of about 2.5 months. 
Nearly 95 percent of the cases handled by CCU are either closed or referred for investigation within a maximum of six (6) months. 



Exhibit V-1

Number Percent Number Percent Number Percent

Less than 1 Month 1,479 41% 6 0% 1,485 29%

1 to 2 Months 720 20% 107 7% 827 16%

2 to 3 Months 598 17% 304 19% 902 17%

3 to 4 Months 366 10% 415 26% 781 15%

4 to 6 Months 315 9% 510 32% 825 16%

Longer than 6 Months 112 3% 237 15% 349 7%

Total 3,590 100% 1,579 100% 5,169 100%

Average Days

Less than 1 Month 391 62% 8 2% 399 41%

1 to 2 Months 139 22% 43 12% 182 19%

2 to 3 Months 37 6% 70 20% 107 11%

3 to 4 Months 29 5% 82 24% 111 11%

4 to 6 Months 23 4% 97 28% 120 12%

Longer than 6 Months 8 1% 48 14% 56 6%

Total 627 100% 348 100% 975 100%

Average Days

Less than 1 Month 1,870 44% 14 1% 1,884 31%

1 to 2 Months 859 20% 150 8% 1,009 16%

2 to 3 Months 635 15% 374 19% 1,009 16%

3 to 4 Months 395 9% 497 26% 892 15%

4 to 6 Months 338 8% 607 31% 945 15%

Longer than 6 Months 120 3% 285 15% 405 7%

Total 4,217 100% 1,927 100% 6,144 100%

Average Days

2 Includes all Out-of-State (IDENT 16) cases, most of which are referred directly to HQES rather than to the District offices for investigation.

1 Excludes 13 closed records and 145 records referred by Medical Board Headquarters or Probation Units directly to the District offices or HQES.
  Nearly all of the excluded records were SOIs, petitions for modification or termination of probation, petitions for reinstatement or probation violation
  matters originated by Medical Board Headquarters or Probation Units.

Summary of 2008/09 CCU Processing Timeframes for All Complaints
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Only about 15 percent of all complaints handled by CCU, those considered most likely to involve a violation of the Medical Practice 
Act, are referred for investigation, and about one-third of these cases are subsequently referred for prosecution. Because of the filtering 
performed by CCU, the District offices receive few complaints that do not require a substantive investigation. The District offices, in turn, 
are expected to perform substantive investigations of most of these cases, and not simply re-screen and re-triage the cases to limit the 
number of investigations performed. 

The specialist reviews and CCU’s post-closure review processes help to ensure that cases requiring investigation are not improperly 
closed. Conversely, only a small percent of cases referred by CCU to the District offices are rejected and returned to CCU. Returns are 
usually due to either (1) referral of a complaint that is redundant to a currently pending investigation, or (2) referral of a complaint related 
to a pending multiple patient case investigation where the new patient would not strengthen the case if added to it. These cases are 
properly referred to the District offices for these determinations and, if returned, are properly accounted for as a CCU rather than District 
office closure.  

Quality of care complaints represent about one-half of all complaints closed or referred for prosecution, and the average time to 
close or refer these complaints during 2008/09 was about three (3) months (96 days) compared to about 2 months (56 days) for other 
complaints. Quality of care complaints reviewed by a Medical Specialist took an average of more than four (4) months to close or refer for 
investigation or prosecution. Of more than 400 complaints that CCU took longer than six (6) months to close or refer, nearly three quarters 
were quality of care complaints, and nearly all of these complaints were reviewed by a Medical Specialist. 

The most common sources of delay in referring cases for investigation are related to obtaining and reviewing medical records. The 
delays become extended when problems surface at different points during the screening process (e.g., delayed getting patient cooperation 
and release of the records, then further delayed obtaining the records, then further delayed identifying a Medical Specialist to review the 
records, and then further delayed getting the completed review from the Medical Specialist). Some of these delays are within CCU’s 
control, or CCU could more effectively manage the process to reduce the delays. In other cases the cause of the delay is outside CCU’s 
control and CCU has limited capability to reduce the delay (e.g., waiting for a recovering patient to provide a release). 

The number of pending complaints recently increased, from about 1,308 open complaints at the end of June 2009, to 1,443 at the 
end of the year. The 10 percent increase in open complaints during this brief period is primarily attributable to staffing reductions resulting 
from implementation of the closure of the Medical Board’s offices during the first three (3) Fridays of each month (Furlough Fridays). Since 
2004/05, the number of pending CCU complaints has increased by more than 40 percent (from fewer than 1,000 complaints at the end of 
2004/05 to more than 1,400 complaints at the end of the 2009). 
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B. Specialist Reviews 

The average elapsed times to complete Medical Specialist reviews vary by specialty. For six (6) high volume specialties, which 
collectively account for nearly two-thirds of all reviews, the average elapsed time to complete the reviews is about one (1) month (31 
days). This compares to an average elapsed time of about two (2) months for 14 moderate volume medical specialties that collectively 
account for most of the remaining reviews.  

For nearly all of the moderate volume specialties, the Medical Board has available a pool of fewer than 10 Medical Specialists to 
perform the reviews. For nine (9) of the 14 moderate volume specialties, a pool of five (5) or fewer Medical Specialists is available to 
review the complaints. The small number of Medical Specialists available to perform reviews of moderate volume specialty complaints 
contributes to the longer time needed to complete the reviews. However, the moderate volume specialties represent less than one-third of 
all reviewed complaints, and the Medical Specialist review accounts for only about one-half of the total elapsed time to process these 
complaints. Therefore, significantly reducing the average elapsed time to complete the reviews (e.g., to the same one-month average 
timeframe achieved for high volume specialties), will only marginally improve the Medical Board’s overall average complaint processing 
performance. 

Table V-1, on the next page, provides a profile of the dispositions of complaints following Medical Specialist review for periods 
immediate prior to, and concurrent with, implementation of Medical Specialist reviews. Additionally, a profile of the dispositions of 
complaints following Medical Specialist review is provided for 2008/09. As shown by Table V-1, 17 percent of complaints were referred 
for investigation during 2008/09 compared to 20 to 21 percent referred to investigation previously. Additionally, a higher proportion of 
complaints are Closed-Insufficient Evidence (which usually refers to cases involving a simple or minor departure) and a lower percent of 
complaints are Closed-No Violation (which usually refers to cases where no departure is identified). 

The primary purpose of enacting the Specialist Review requirements was to reduce unnecessary referrals of complaints for field 
investigation that occurred due to competency limitations of the assigned reviewer. The data presented in Table V-1 indicate that the 
Medical Specialist review requirement is marginally reducing the number of complaints referred for investigation (i.e., by about 50 
complaints per year, assuming 20 percent of 1,999 complaints would otherwise have been referred to investigation). Additionally, 
significantly more complaints are now being closed with an “Insufficient Evidence” designation. These complaints can potentially serve to 
support future disciplinary actions against the licensee on the basis that the licensee performed repeated negligent acts. 
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C. Recommendations for Improvement 

The following recommendations are structured to enhance CCU’s performance. 

1. Medical Specialist Reviews 

There are only a relatively small number of Medical Specialists available to review complaints in a number of moderate 
volume specialty areas, and some of the specialty areas are the same as those that have some of the longest average elapsed 
times to complete complaint reviews. On average, these reviews take only a few hours of labor time, but a few months of 
calendar time, to complete. For example, there are only four (4) neurologists available to review more than two (2) dozen 
complaints per year and the average time to review these complaints is nearly three (3) months. Similar situations exist with: 

 Urologists (2 Specialists, 54 complaints, 61-day 
average review time) 

 Radiologists (5 Specialist, 53 complaints, 80-day 
average review time) 

 Pediatrics (8 Specialists, 38 complaints, 76-day 
average review time) 

 Anesthesiologists (9 Specialists, 30 complaints, 
66-day average review time) 

 Neurological Surgeons (3 Specialists, 25 
complaints, 76-day average review time) 

 Oncologists (5 Specialists, 21 complaints, 75-day 
average review time).  

Average
Number Percent Average

Number Percent Number Percent

Closed - No Violation
              (i.e., No Departure) 1,852 61% 1,331 59% 1,082 54%

Closed - Insufficient Evidence
              (i.e., Simple/Minor Departure) 486 16% 348 16% 456 23%

Closed - Information on File 49 2% 72 3% 80 4%

Closed - Other 29 1% 22 1% 33 2%

Total 2,416 80% 1,773 79% 1,651 83%

  Referred to Investigation 596 20% 468 21% 348 17%

Total 3,012 100% 2,241 100% 1,999 100%

Table V-1. Disposition of Complaints Following Medical Specialist Review

Disposition
FY2008/09CY2003 to CY2004CY2000 to CY2002
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It would be beneficial to increase the number of Medical Specialists available to CCU in these and other moderate volume 
specialty areas. 

Recommendation No. V-1. Augment the Specialist Reviewer pool in targeted medical specialties and counsel or 
replace current Medical Specialists who consistently fail to complete reviews on a timely basis, or amend the 
governing statutes to provide flexibility to refer complaints for investigation without review by a Medical Specialist. 

2. CCU Workforce Capability and Competency 

Seven and one-half (7.5) new CCU positions, including one (1) SSM I position, five (5) AGPA positions, and 1.5 MST/OT 
positions, are expected to be authorized in the 2010/11 Budget. These positions will be used primarily to enhance intake and 
screening of physician and surgeon and AHLP cases, and to enhance management and administration of the Specialty Review 
process. Additionally, two (2) new AGPA positions are expected to be authorized for the Office of Standards and Training 
(OST). These positions are expected to focus their efforts on training programs for CCU staff. These additional positions 
would significantly enhance CCU workforce capabilities. To ensure anticipated benefits are actually realized, CCU 
management should develop a specific plan detailing the program development and performance improvement goals and 
objectives that will be achieved as a result of these significant increases in authorized CCU and OST staffing levels. As much 
as possible the program development and performance improvement goals and objectives should be stated in terms that will 
enable assessment of the extent to which the objectives are actually achieved. 

Recommendation No. V-2. Augment CCU’s workforce capability. When authorized, fill the new CCU and OST 
positions. Develop a specific plan detailing the program development and performance improvement goals and 
objectives that will be achieved by increasing authorized CCU and OST staffing levels. Track progress relative to 
the plan and provide periodic reports to the Medical Board showing progress in achieving each of the plan’s goals 
and objectives.  

3. Customer Satisfaction Metrics 

CCU has not surveyed customers regarding the level of satisfaction with CCU services since the late-1990s. Monitoring 
customer satisfaction levels helps to maintain and improve the level of service provided to the public by linking changes in 
policies and procedures with measures of the impacts of these changes on the customer community. Other DCA-affiliated 
regulatory programs utilize a simple postcard survey for this purpose.  

Recommendation No. V-3. Resume surveys of CCU customer satisfaction levels and compile and publish the results 
of the surveys.  
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Our assessment of investigation process performance focused on determination of the numbers of investigations completed by the 
District offices concurrent with and following implementation of the VE during 2006, the disposition of the cases, and the elapsed time to 
complete the investigations. The assessment also encompassed analysis of time spent by HQES Attorneys on investigations and in-depth 
reviews of more than two (2) dozen cases with more than 40 hours of time charged by HQES Attorneys during 2008/09. Additionally, we 
completed analyses of Medical Consultant and Medical Expert services and expenditures. 

Results of these analyses show that fewer investigations are being completed by the District offices, the investigations are taking 
significantly longer to complete, and fewer cases are being referred for prosecution. Also, performance levels have declined as much, or 
more, in the Los Angeles Metro region than in other regions of the State even though Los Angeles Metro region Attorneys are significantly 
more involved with investigations. For example, during 2008/09 Los Angeles Metro region Attorneys billed the Medical Board about 50 
hours of time per completed investigation, compared to about 31 hours of Attorney time billed per completed investigation in the Other 
Southern California region, and 15 hours of Attorney time billed per completed investigation in the Northern California region. Yet, 
notwithstanding this much higher level of Attorney involvement in investigations, during 2008/09, and also during 2007/08, only about 75 
cases per year were referred for prosecution by Los Angeles Metro region District offices. This compares to about 72 cases per year 
referred for prosecution in the Other Southern California region and more than 100 cases per year referred for prosecution in the Northern 
California region. During the past two (2) years 25 percent of completed Los Angeles Metro region investigations were referred for 
prosecution. In the Northern California region, 28 percent of completed investigations were referred for prosecution and, in the Other 
Southern California region, 32 percent of completed investigations were referred for prosecution.  

A. Investigations Opened and Completed by Identifier 

Exhibit VI-1, on the next page, shows the number of investigations opened and completed by Identifier, by fiscal year. As shown by 
Exhibit VI-1, in recent years the number of investigations with District office Identifiers that were opened, closed, and referred for 
prosecution decreased significantly. During this period there was little change in the overall percentage of cases referred for prosecution, 
which averaged 29 percent during this period. However, there were significant differences in performance between the three (3) regions to 
which District offices are assigned. For example: 

 The number of cases referred for prosecution decreased significantly in the Los Angeles Metro and Other Southern 
California regions. In contrast, there was no decrease in the number of cases referred for prosecution by the Northern 
California region. 

 During the past several years the Northern and Other Southern California regions both closed or referred more cases than 
were opened. In contrast, in the Los Angeles Metro region, fewer cases were closed or referred than were opened. 
However, during 2008/09 none of the three (3) regions closed or referred more cases than were opened. 



Exhibit VI-1

2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Northern California 398 379 324 344 Out of State (IDENT 16) 105 50 132 93

Los Angeles Metro 343 338 350 306 Probation (IDENT 19) 39 48 50 54

Other Southern California 382 246 193 222 Headquarters (IDENTs 20, 21, 22, 26, and 27) 72 88 61 108

Total Investigations Opened 1,123 963 867 872 Internet (IDENT 23) 15 8 15 8

Northern California 399 389 383 330 Total Investigations Opened 231 194 258 263

Los Angeles Metro 343 308 302 305 Out of State (IDENT 16) 18 13 13 9

Other Southern California 325 257 258 190 Probation (IDENT 19) 48 34 49 51

Total Investigations Closed or Referred 1,067 954 943 825 Headquarters (IDENTs 20, 21, 26, and 27) 41 50 55 56

Northern California (1) (10) (59) 14 Internet (IDENT 23) 5 9 6 19

Los Angeles Metro 0 30 48 1 Direct Referrals and Same-Day Closures
(IDENTs 16 and 19 through 27)

102 65 105 132

Other Southern California 57 (11) (65) 32 Total Investigations Closed or Referred 214 171 228 267

Difference: Opened Less Closed or Referred 56 9 (76) 47 17 23 30 (4)

Northern California 89 107 100 103 Out of State (IDENT 16) 6 7 9 1

Los Angeles Metro 112 86 76 75 Probation (IDENT 19) 17 14 17 22

Other Southern California 104 101 71 74 Headquarters (IDENTs 20, 21, 26, and 27) 39 45 53 51

Total District Office Legal Closures 305 294 247 252 Internet (IDENT 23) 1 1 2 10

Northern California 22% 28% 26% 31% Direct Referrals to AG or DA
(IDENTs 16, 19, 20, and 21)

100 65 89 122

Los Angeles Metro 33% 28% 25% 25% Total Legal Closures - Other Identifiers 163 132 170 206

Other Southern California 32% 39% 28% 39%

Total - District Office Identifiers 29% 31% 26% 31%

1 Excludes re-opened cases. Statewide, an average of about 30 cases are re-opened per year.

77% 75% 77%76%

Summary of Investigations Opened and Completed, by Identifier
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 In the Los Angeles region, the proportion of cases referred for prosecution decreased from 33 percent during 2005/06 to 
25 percent during each of the past two (2) fiscal years. In contrast, the proportion of cases referred for prosecution by 
the Northern California region increased from 22 percent during 2005/06 to an average of 28 percent during the past 
several years. For the Other Southern California region, the proportion of cases referred for prosecution averaged about 
35 percent during the past several years, a higher proportion than achieved by either of the other two regions. 

In contrast to the workload trends at the District offices, the number of cases with Out-of-State, Probationer, and Headquarters Unit 
Identifiers that were opened, closed, and referred for prosecution increased during the past several years. About 76 percent of these cases 
were consistently referred for prosecution. These cases consistently have a comparatively high 76 percent referral rate, and typically 
account for 20 to 25 percent of all case closures and referrals. The consolidation of these cases, for performance reporting purposes, with 
cases handled by the District offices, obscures changes occurring in District office performance. 

B. Elapsed Time to Complete Investigations 

Exhibit VI-2, on the next page, shows average elapsed times to investigate cases, by fiscal year, for quality of care and other cases. 
The data shown excludes cases closed or referred directly for prosecution by the originating Headquarters or Probation Unit without 
involvement of the District offices. During the past several years the average elapsed time to complete quality of care case investigations 
increased by 35 percent (from 11.3 months during 2005/06 to 15.2 months during 2008/09). For other cases, the average elapsed time 
to investigate the cases increased by 42 percent (from 7.4 months during 2005/06 to 10.5 months during 2008/09). The 35 percent 
increase over the past several years in the average elapsed time to complete quality of care case investigations is particularly surprising 
given the impacts that VE was expected to have on these types of cases. For example, HQES Attorney involvement was expected to 
significantly reduce the amount of time needed to obtain patient medical records needed to determine the viability of the cases, and that 
cases that were not viable would be closed more quickly, thereby enabling redeployment of Investigators to accelerate the processing of 
other cases. 

Exhibit VI-3, following Exhibit VI-2, shows average elapsed times to investigate cases by District office Identifier, by fiscal year. The 
average elapsed time to investigate cases with District office Identifiers increased by 35 percent (from 10.2 months during 2005/06 to 
13.7 months during 2008/09). Average elapsed times to complete investigations increased significantly in all three (3) regions. In the 
Other Southern California region the average elapsed time to complete investigations reached nearly 16 months and the number of cases 
closed or referred for prosecution decreased by 42 percent (to fewer than 200 completed investigations compared to more than 300 
investigations completed in both of the other regions). For cases with other Identifiers, the number of completed investigations decreased 
during the past several years and the average elapsed time to investigate these cases increased significantly. Some of these cases were 
handled by Headquarters Units, some were handled by Probation Units, and some were handled by the District offices. 

 



Exhibit VI-2

Number Percent Number Percent Number Percent Number Percent

6 Months or Less 128 17% 85 14% 90 15% 78 14%

9 to 12 Months 323 43% 227 36% 212 35% 149 27%

12 to 18 Months 213 28% 193 31% 161 26% 140 25%

18 to 24 Months 59 8% 86 14% 102 17% 97 18%

More than 24 Months 25 3% 31 5% 47 8% 86 16%

  Total 748 100% 622 100% 612 100% 550 100%

Average Number of Months 11.3  Months 12.5  Months 13.1  Months 15.2  Months

6 Months or Less1 206 48% 183 42% 162 36% 139 34%

9 to 12 Months 145 34% 145 33% 139 31% 133 33%

12 to 18 Months 63 15% 78 18% 74 16% 64 16%

18 to 24 Months 13 3% 21 5% 54 12% 33 8%

More than 24 Months 2 0% 10 2% 25 6% 35 9%

  Total 429 100% 437 100% 454 100% 404 100%

Average Number of Months 7.4  Months 8.4  Months 10.3  Months 10.5  Months

6 Months or Less1 334 28% 268 25% 252 24% 217 23%

9 to 12 Months 468 40% 372 35% 351 33% 282 30%

12 to 18 Months 276 23% 271 26% 235 22% 204 21%

18 to 24 Months 72 6% 107 10% 156 15% 130 14%

More than 24 Months 27 2% 41 4% 72 7% 121 13%

  Total 1,177 100% 1,059 100% 1,066 100% 954 100%

Average Number of Months 9.9  Months 10.8  Months 11.9  Months 13.1  Months

Quality of Care Cases 3 3% 12 18% 47 34% 20 14%

Other Cases 101 97% 54 82% 93 66% 118 86%

Total 104 100% 66 100% 140 100% 138 100%

Summary of Completed Investigations, By Type of Case
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1 Data shown excludes cases closed by Headquarters and Probation Units, cases closed with a citation issued by DCU or Probation Units, and cases referred 
   directly for prosecution without District office investigation, including nearly all Out-of-State (IDENT 16) cases, cases involving probation violations (IDENT 19),
   originated by the Medical Board), and SOI, CME audit failure, and citation non-compliance cases (IDENT 20 or 21, originated by the Medical Board).
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Exhibit VI-3

2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Fresno 72 67 87 55 12.3 13.1 15.1 18.6 Includes several aged Section 805 cases.

Pleasant Hill 120 93 99 102 10.1 10.4 13.5 13.9

Sacramento 117 139 116 97 12.8 13.1 10.7 9.8

San Jose 90 90 81 76 9.8 10.8 11.1 12.6

  Total - Northern California 399 389 383 330 11.2 11.9 12.5 13.2

Cerritos 100 86 115 118 10.2 8.7 10.1 10.9

Diamond Bar 83 54 60 64 8.6 11.9 12.7 17.0

Glendale 82 67 40 72 11.0 11.6 12.2 13.5

Valencia 78 101 87 51 11.1 8.9 10.9 12.2

  Total - Los Angeles Metro Area 343 308 302 305 10.2 9.9 11.1 13.0

Rancho Cucamonga N/A N/A N/A 6 N/A N/A N/A 8.6 Prior to 2008/09, Rancho Cucamonga was a Regional Probation Unit.

San Bernardino 119 105 87 61 9.4 11.3 15.0 16.9

San Diego 102 68 106 69 9.6 12.6 12.8 15.1

Tustin 104 84 65 54 8.3 10.4 13.6 16.6

  Total - Other Southern California 325 257 258 190 9.1 11.3 13.8 15.9

Total - District Offices 1,067 954 943 825 10.2 11.1 12.4 13.7
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Comments
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Out of State (IDENT 16) 16 12 13 3 3.6 8.0 6.3 11.7 These cases are nearly always referred from DCU directly to HQES. They are only 
assigned to District offices when the licensee is practicing in California. 

Probation (IDENT 19) 48 34 49 51 9.7 10.1 9.9 10.9 Prior to 2008/09 these cases were investigated by regional Probation Units. 
Subsequently, the investigations were performed by District offices.

Headquarters (IDENT 20) 41 50 55 17 3.8 6.3 7.1 7.1 Includes SOIs and probationary license certificates which are not handled by the District 
offices.

Petition for Modification/Termination of Probation  (IDENT 26) 31 6.7

Petition for Reinstatement (IDENT 27) 8 9.3

Internet (IDENT 23) 5 9 6 19 7.6 8.3 12.1 13.2 These cases are handled by a specialized Headquarters Unit. They are usually referred 
to DAs for prosecution without involvement of the District offices.

Total - Other Identifiers 110 105 123 129 6.5 7.9 8.4 9.6

1,177 1,059 1,066 954 9.9 10.8 12.0 13.2

104 66 140 138

Total
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1 Data shown excludes closed Headquarters and Probation Unit cases, cases closed with a citation issued by DCU or Probation Units, and cases referred directly for prosecution without District office investigation,
   including nearly all Out-of-State (IDENT 16) cases, cases involving probation violations (IDENT 19, originated by the Medical Board), and all SOI, CME audit failure, and citation non-compliance cases (IDENT 20
   or 21, originated by the Medical Board).

Cases Closed or Referred Directly for Prosecution
by the Originating Headquarters or Probation Unit Not Applicable

Included with Headquarters Cases Included with Headquarters Cases

Prior to 2008/09, petitions were handled by regional Probation Units. Subsequently, 
petitions for modification/termination of probation were handled by Probation Monitoring 
Units and the District offices and petitions for reinstatement were handled exclusively by 
the District offices.
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C. Elapsed Time to Refer Cases for Prosecution 

Exhibit VI-4, on the next page, shows average elapsed times to complete investigations for cases referred for prosecution, by fiscal 
year, for quality of care and other cases. As shown by Exhibit VI-4, during the past several years the average elapsed time to complete 
quality of care case investigations increased by 34 percent (from 13.7 months during 2005/06 to 18.4 months during 2008/09). During 
2008/09 it took longer than 18 months to investigate nearly 50 percent of these cases. For cases with other Identifiers, the average 
elapsed time to complete the investigations increased by 16 percent (from 7.5 months during 2005/06 to 8.7 months during 2008/09). 
Overall, the average elapsed time to investigate cases referred for prosecution increased by 23 percent (from 10.9 months during 2005/06 
to 13.4 months during 2008/09). Concurrently, the number of cases referred for prosecution decreased by 9 percent (from 368 cases 
during 2005/06 to 336 cases during 2008/09). 

Exhibit VI-5, following Exhibit VI-4, shows average elapsed times to investigate cases referred for prosecution, by Identifier, by 
fiscal year. As shown by Exhibit VI-5, the average elapsed time to investigate cases with District office Identifiers increased by 27 percent 
(from 11.9 months during 2005/06 to 15.1 months during 2008/09). The average elapsed time to investigate these cases increased 
significantly in all three (3) regions. During 2008/09 the average elapsed time to investigate cases in the Other Southern California region 
reached 15 months for cases referred for prosecution. This region also experienced a relatively large 29 percent decrease in the number of 
cases referred for prosecution. In contrast, in the Northern California region, the number of cases referred for prosecution, and the average 
elapsed time to complete these investigations, increased by 10 percent. In each of the last two fiscal years the Northern California region 
referred at least 30 percent more cases for prosecution than either the Los Angeles Metro or Other Southern California regions (100 cases 
referred for prosecution by the Northern California region compared to 76 or fewer cases in each of the other regions). For cases with 
other Identifiers, the number of cases referred for prosecution and the average elapsed time to complete the investigations increased 
during the past several years. Some of these cases were handled by Headquarters Units, some were handled by Probation Units, and some 
were handled by the District offices. 

D. HQES Decline to File Cases 

With a greater level of HQES Attorney involvement in investigations, it might be expected that the number of cases that HQES 
declined to file would decrease. During the past several years there were not any sustained changes in the number of cases that HQES 
declined to file. The average number of cases that HQES declined to file during the past two (2) years (20 cases per year) was about the 
same as the average number of cases that HQES declined to file during the preceding three (3) years (21 cases per year). 

Implementation of VE has not reduced the number of cases that HQES declines to file, notwithstanding HQES’ higher level of 
involvement in the investigation of the cases. During the past two (2) years there was little difference between geographic regions in the 
average number of cases that HQES declined to file. HQES’ Los Angeles Metro office continues to decline to file as many, or more, cases 
than offices in other regions, notwithstanding the Los Angeles Metro office’s much higher level of Attorney involvement in the 
investigation of cases in that region. 



Exhibit VI-4

Number Percent Number Percent Number Percent Number Percent

6 Months or Less1 20 10% 21 10% 17 10% 14 9%

6 to 12 Months 72 35% 76 36% 47 28% 26 16%

12 to 18 Months 71 35% 65 31% 44 26% 44 27%

18 to 24 Months 27 13% 35 17% 36 21% 34 21%

More than 24 Months 15 7% 14 7% 26 15% 46 28%

  Total 205 100% 211 100% 170 100% 164 100%

Average Number of Months

6 Months or Less1 84 52% 72 48% 66 42% 75 44%

6 to 12 Months 43 26% 46 31% 54 34% 54 31%

12 to 18 Months 29 18% 16 11% 17 11% 23 13%

18 to 24 Months 5 3% 14 9% 17 11% 13 8%

More than 24 Months 2 1% 2 1% 4 3% 7 4%

  Total 163 100% 150 100% 158 100% 172 100%

Average Number of Months

6 Months or Less1 104 28% 93 26% 83 25% 89 26%

6 to 12 Months 115 31% 122 34% 101 31% 80 24%

12 to 18 Months 100 27% 81 22% 61 19% 67 20%

18 to 24 Months 32 9% 49 14% 53 16% 47 14%

More than 24 Months 17 5% 16 4% 30 9% 53 16%

  Total 368 100% 361 100% 328 100% 336 100%

Average Number of Months

Quality of Care Cases 3 3% 12 18% 47 38% 20 16%

Other Cases 99 97% 54 82% 77 62% 108 84%

Total 102 100% 66 100% 124 100% 128 100%
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10.9 Months 11.1 Months 12.4 Months
1 Data shown excludes cases referred directly to the Attorney General or a District Attorney without District office investigation, including nearly all Out of State
  (IDENT 16) cases, cases involving probation violations (IDENT 19, originated by the Medical Board), and SOI, CME Audit Failure, and Citation
  Non-Compliance cases (IDENT 20 or 21, originated by the Medical Board).
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13.7 Months 13.4 Months 15.6 Months

Summary of Investigations Referred for Prosecution, By Type of Case
2005/06 through 2008/09

Case
Type

Timeframe to Complete
Investigation

2005/06 2006/07 2007/08 2008/09
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2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Fresno 25 29 25 12 13.5 12.0 17.2 21.3 Includes several aged Section 805 cases.

Pleasant Hill 26 18 27 33 12.1 11.1 15.6 16.9

Sacramento 24 38 20 34 14.6 11.1 12.4 10.4

San Jose 14 22 28 24 12.6 13.7 12.2 13.8

  Total - Northern California 89 107 100 103 13.2 11.9 14.4 14.5

Cerritos 35 18 33 26 12.0 11.8 13.0 11.8

Diamond Bar 26 16 10 12 10.2 14.6 18.1 18.7

Glendale 27 28 14 26 15.2 13.6 14.4 15.8

Valencia 24 24 19 11 13.1 8.9 12.4 12.9 Includes several 3-week HQES cases.

  Total - Los Angeles Metro Area 112 86 76 75 12.6 12.1 13.8 14.5

Rancho Cucamonga N/A N/A N/A 2 N/A N/A N/A 8.1 Prior to 2008/09, Rancho Cucamonga was a Regional Probation Unit.

San Bernardino 44 39 19 15 10.0 12.6 15.0 18.5

San Diego 25 29 34 34 11.4 13.0 14.5 16.5

Tustin 35 33 18 23 9.0 10.3 10.8 16.1

  Total - Other Southern California 104 101 71 74 10.0 12.0 13.7 16.6

Total - District Offices 305 294 247 252 11.9 12.0 14.0 15.1
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Summary of Investigations Referred for Prosecution, By Identifier

Business Unit
Cases Referred for Prosecution Average Elapsed Time to Refer (Months)

Comments

2005/06 through 2008/09

Out of State (16) 6 7 9 1 2.2 8.0 7.5 3.6 These cases are nearly always referred from the Disciplinary Unit directly to the AG. 
They are only assigned to District offices when the licensee is practicing in California. 

Probation (19) 17 14 17 22 12.1 11.2 8.7 10.3 Prior to 2008/09, these cases were investigated by Regional Probation Units. 
Subsequently, the investigations were performed by District offices.

Headquarters (20) 39 45 53 14 3.9 6.2 7.0 5.9 Includes Statement of Issue (SOI) cases and Probation Certifications which are not 
handled by the District Offices.

Petitions for Modification/Termination of Probation  (26) 29 6.1

Petitions for Reinstatement  (27) 8 9.3

Internet (23) 1 1 2 10 9.4 10.6 17.6 14.5 These cases are handled by a specialized Headquarters Unit. They are usually 
referred to DAs for prosecution without involvement of the District offices.

Total - Other Identifiers1 63 67 81 84 6.0 7.5 7.7 8.4

368 361 328 336 10.9 11.1 12.4 13.4

102 66 124 128

Total, Excluding Direct Referrals1

1 Data shown excludes closed Headquarters and Probation Unit cases, cases closed with a citation issued by DCU or Probation Units, and cases referred directly for prosecution without District office investigation,
   including nearly all Out-of-State (IDENT 16) cases, cases involving probation violations (IDENT 19, originated by the Medical Board), and all SOI, CME audit failure, and citation non-compliance cases (IDENT 20
   or 21, originated by the Medical Board).
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Included with Headquarters Cases Included with Headquarters Cases

Cases Referred Directly for Prosecution
from Headquarters or Probation Units Not Applicable

Prior to 2008/09 petitions were handled by regional Probation Units. Subsequently, 
petitions for modification/termination of probation were handled by Probation 
Monitoring Units and the District offices and petitions for reinstatement were handled 
exclusively by the District offices.
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E. Expenditures for HQES Investigation Services 

Concurrent with implementation of VE during 2006, HQES began opening “Investigation Matters” for specific cases during the 
Investigation Stage, and HQES Attorneys began charging time to these matters when they worked on these cases. Additionally, many 
HQES Attorneys, and Lead Prosecutors in particular, began charging additional time to general “Client Service” matters reflecting time 
spent assisting with Investigations that was not charged to specific cases. In some cases the HQES Attorneys charged their time to 
“Section-Specific Tracking” matters rather than to general “Client Service” matters. Based on a review of individual Attorney time charges 
during 2008/09, most of the time charged by HQES Attorneys to general Client Service and Section-Specific Tracking matters, excluding 
time charged by Supervising DAGs, was for time worked on investigation-related activities. Additionally, in the Northern California region, 
these charges include time providing assistance to CCU (i.e., several hours per week). 

Exhibit VI-6, on the next page, summarizes HQES time charges to Investigation, Client Service, and Section-Specific Tracking 
matters by year from 2006 through 2009, excluding time charged by Supervising DAGs and HQES’ Senior Assistant Attorney General. As 
shown by Exhibit VI-6, during the past two years the number of hours charged by HQES DAGs to these matters increased by nearly 70 
percent, from an average of 16,872 hours during 2006 and 2007 to more than 28,000 hours during 2009. Exhibit VI-6 also shows that 
time charges by Los Angeles Metro office Attorneys accounted for nearly all of this increase. During 2009, Los Angeles Metro office 
Attorneys charged more than 17,000 hours to Medical Board investigations, compared to fewer than 6,400 hours charged during 2006 
and 2007. Additionally, during 2009 Los Angeles Metro office Attorneys charged about 11,000 more hours to Medical Board 
investigations than HQES’ San Diego office Attorneys, and nearly 12,000 more hours than charged by HQES’ Northern California offices. 

HQES’ hourly billing rates for Attorney services during 2008/09 and 2009/10 were $158 and $170, respectively, or an average of 
$164 per hour. Assuming a $164 hourly billing rate for Attorney services, estimated billings during 2009 for investigation-related services 
for cases assigned to the Northern and Southern California regions were less than $1 million each during 2009, compared to more than 
$2.8 million for cases assigned to the Los Angeles Metro office. 

As discussed previously, there are significant variations between regions in the number of investigations completed, as well as 
variations in other output and performance measures, such as the proportion of completed investigations referred for prosecution. Table 
VI-1, on page VI-11, shows the number of investigations completed by year, by region. Also shown are corresponding ratios of the 
number of HQES Attorney hours charged per completed investigation based on the Attorney hours charged during each fiscal year as 
shown in Exhibit VI-6. 

 



Exhibit VI-6

2006 2007 2008 2009

Northern California1 6,610.25 6,084.50 5,007.25 5,167.75

Los Angeles Metro 6,349.00 6,388.00 13,527.75 17,083.50

San Diego (Other Southern California) 4,535.50 3,777.50 5,625.50 5,988.75

Total 17,494.75 16,250.00 24,160.50 28,240.00

Northern California1 235.25 286.25 201.75 175.00

Los Angeles Metro 189.50 739.00 1,166.75 1,193.75

San Diego (Other Southern California) 1,391.25 1,369.25 1,847.25 1,386.00

Total 1,816.00 2,394.50 3,215.75 2,754.75

Northern California1 6,845.50 6,370.75 5,209.00 5,342.75

Los Angeles Metro 6,538.50 7,127.00 14,694.50 18,277.25

San Diego (Other Southern California) 5,926.75 5,146.75 7,472.75 7,374.75

Total, Excluding Supervising DAGs 19,310.75 18,644.50 27,376.25 30,994.75

2006/07 2007/08 2008/09

Northern California1 6,347.38 5,545.88 5,087.50

Los Angeles Metro 6,368.50 9,957.88 15,305.63

4,156.50 4,701.50 5,807.13

Total 16,872.38 20,205.26 26,200.26

Northern California1 260.75 244.00 188.38

Los Angeles Metro 464.25 952.88 1,180.25

1,380.25 1,608.25 1,616.63

Total 2,105.25 2,805.13 2,985.26

Northern California1 6,608.13 5,789.88 5,275.88

Los Angeles Metro 6,832.75 10,910.76 16,485.88

5,536.75 6,309.75 7,423.76

Total, Excluding Supervising DAGs 18,977.63 23,010.39 29,185.52

San Diego (Other Southern California)

San Diego (Other Southern California)

San Diego (Other Southern California)

Hours Charged by HQES Staff to Investigation Matters - 2006 through 2009
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Including Hours Charged to Section-Specific Tracking and Client Service Matters

1 Includes Fresno, Sacramento, Oakland, and San Francisco offices, including CCU support services.

Calendar Year (Actual)
HQES Office(s)Classification

Classification
Fiscal Year (Interpolated)

HQES Office(s)
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As shown by Table VI-1, during 2008/09 HQES Attorneys assigned to Los Angeles Metro region cases billed: 

 60 percent more hours per completed investigation as were billed by Attorneys assigned to Other Southern California 
region cases (50 hours per completed investigation compared to 31 hours per completed investigation) 

 More than three times (3x) as many hours per completed investigation as were billed by Attorneys assigned to Northern 
California region cases (50 hours per completed investigation compared to 15 hours per completed investigation). 

Assuming a $158 per hour billing rate for Attorney services, on a per case basis Attorneys working on Northern California region cases 
billed the Medical Board an average of less than $2,400 per investigation completed during 2008/09. This compares to an average of 
about $4,900 billed per completed investigation for Other Southern California region cases, and an average of $7,900 billed per completed 
investigation for Los Angeles Metro region cases. 

If HQES had charged an average of $2,400 in Attorney fees per completed investigation during 2008/09 for all completed 
investigations, statewide, HQES’ billings to the Medical Board for Attorney services would have been about $2.0 million, or about $2.2 
million less than the estimated amount actually billed ($4.2 million). Conversely, if HQES had charged $7,900 in Attorney fees per 

Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total

Estimated Hours Charged1 (see Exhibit VI-6) 6,347 6,369 4,157 16,872 5,546 9,958 4,702 20,205 5,088 15,306 5,807 26,200

Investigations Closed without Citation 221 213 100 534 282 212 178 672 221 213 100 534

Investigations Closed with Citation Issued 5 14 22 41 1 14 11 26 6 17 16 39

Investigations Referred for Prosecution 107 86 101 294 100 76 71 247 103 75 74 252

Total Investigations Closed or Referred for Prosecution2 333 313 223 869 383 302 260 945 330 305 190 825

HQES Attorney Hours Charged per Completed Investigation 19 20 19 19 14 33 18 21 15 50 31 32

Hourly Billing Rate for Attorney Services $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158

Average Attorney Cost per Case $3,002 $3,160 $3,002 $3,002 $2,212 $5,214 $2,844 $3,318 $2,370 $7,900 $4,898 $5,056

Table VI-1. HQES Attorney Hours Charged to Investigations per Completed Investigation

1 Data shown includes hours charged by Lead Prosecutors and other Deputy Attorneys to Investigation, Section-Specific Tracking, and Client Service matters.
2 Data shown excludes cases involving licensees on probation, Petitions for Modification or Termination of Probation, and Petitions for Reinstatement. The excluded cases are
   assumed to be proportionately distributed throughout the State.

2008/092006/07 2007/08

Performance Indicator
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completed investigation for all completed investigations, statewide, billings to the Medical Board for Attorney services would have been 
about $6.5 million or nearly $2.35 million more than the estimated amount actually billed. 

In an effort to better understand Los Angles Metro office Attorney charges for investigation-related services, we researched a 
sample of Los Angeles Metro office cases selected from HQES’ June 2009 Invoice Report to the Medical Board. The Invoice Report shows 
time charges during the month for each matter that had time charged during the billing period, and also cumulative charges for fiscal year 
2008/09, and cumulative charges for the matter including charges from prior fiscal years. We selected all cases that were included in the 
June 2009 billing with more than 40 hours billed during 2008/09, irrespective of the number of hours charged during June. Twenty-eight 
(28) cases were selected. Of the 28 cases, nine (9) were assigned to the Valencia office, 11 were assigned to the Cerritos office, three (3) 
were assigned to the Diamond Bar office, and four (4) were assigned to the Glendale office. Within these offices, the cases were assigned 
to various Investigators. The cases involved a mix of medical malpractice reports, Section 805 reports, sexual misconduct and impaired 
physician complaints, prescribing violations, and other quality of care and physician conduct matters. Of the 28 cases, seven (7) were 
assigned to one HQES Attorney, six (6) were assigned to another HQES Attorney, three (3) were assigned to a third HQES Attorney, and 
the remaining 12 cases were assigned to 10 other HQES Attorneys. Table VI-2, below, summarizes the disposition and current status of 
these 28 cases as of mid-June 2010 (1 year later). 

 

 

 

 

 

 

 

 

 

 

 

Pending or Closed Number Referred for Prosecution Number

Pending Investigation 2 Referred for Prosecution, Accusation Not Yet Filed 3

Closed – Without Referral or Citation 12 Referred for Prosecution, Accusation Filed
(Pending Settlement or Hearing) 4

Closed – Subject Passed Competency Exam 2 Referred for Criminal Prosecution and PC 23
(License Restricted) 1

Closed – Recommended for Citation 1 Referred for Prosecution, Disciplinary Action 2

Referred to Office of Safe Medicine
(Pending OSM Investigation) 1

Total 18 Total 10

Table VI-2. Disposition and Status of Selected Los Angeles Metro Cases
         with Attorney Time Charged During June 2009    
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With the assistance of Medical Board staff, we researched each of these 28 cases. The histories of several of these cases illustrate 
the benefits of having HQES Attorneys working jointly with Medical Board Investigators during the Investigation Stage. For example, HQES 
Attorneys helped to issue and enforce subpoenas for records, assisted in interviewing parties involved with the matter, provided advice 
and direction on the course and direction of the investigations, promptly prepared and filed pleadings, and sought adoption of disciplinary 
actions. However, the case histories also illustrate a number of significant, and troubling, problems with the services provided by HQES’ 
Los Angeles Metro office. Some of these problems may also exist, to a lesser extent, at other HQES offices. These problems include: 

Performing Detailed Document and Record Reviews and Analyses – These case histories show that some Los Angeles Metro 
office Attorneys are substantively involved in performing detailed document and record reviews and analyses during the 
Investigation Stage. These activities appear to go well beyond providing legal advice and direction to the Medical Board 
regarding the course and direction of the investigation as provided in Section 12529.6 of the Government Code and in the 
Vertical Prosecution Manual adopted by HQES and the Medical Board. Nothing in Section 12529.6 suggests or implies that 
HQES Attorneys should be as intensively involved as they are in performing these types of investigation activities. The VE 
Manual specifically defines the role of the Primary DAG as follows: 

“Works closely with other team members and, in conjunction with Supervising Investigator I, directs Investigators 
in obtaining evidence. Also, provides legal advice to the Medical Board and prosecutes the case.” 

Excessive Time Spent on Cases that are Closed – These case histories show that some Los Angeles Metro office Attorneys 
spend as much time on cases that close as on cases that are referred for prosecution. The theory that greater Attorney 
involvement during the Investigation Stage will enable faster identification and earlier closure of cases is not supported by 
actual experience. 

Delayed Filing of Pleading – Even though Attorneys were substantively involved with all of these cases, accusations were not 
promptly prepared for 3 of 6 cases that were referred for prosecution. The three (3) cases were referred for prosecution 5 to 
7 months ago and, as of late-June, 2010, the accusations were not yet prepared.  

Delayed Prosecution – Rather than initiating prosecution of a single patient case involving sexual misconduct (with a patient) 
was referred for prosecution, the Primary DAG directed that the Medical Board investigate a case involving a second potential 
victim. The Primary DAG was extensively involved with each step of this supplemental investigation, which took eight (8) 
additional months to complete. Another five (5) months elapsed before the accusation was filed. Several additional months 
elapsed before the Primary DAG requested a hearing, which was not scheduled for another six (6) months. Throughout this 
period the Subject continued to practice without restriction.  

Rejecting Completed Case Investigations – HQES’ Los Angeles office declined to file a case that one of its Primary DAGs 
worked on extensively (more than 300 hours over three years). During the investigation the Subject was placed on probation 
following investigation of another complaint involving similar treatment issues. The Decline to File Memorandum was not 
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issued until just a few days before expiration of the statute of limitations. In consultation with HOES management, the 
HQES promptly transferred the case to another HOES office where a different Attorney came to work early the next 

day to prepare and file a pleading. Several months later the Medical Board accepted a settlement agreement negotiated by the 
second HOES office that imposed additional discipline. 

The problems highlighted by the above case histories are not isolated cases . Additional analyses and case history summaries 

showing the prevalence of several of these problems, particularly in the Los Angeles region, are presented in Section VII (Prosecutions and 
Disciplinary Actions). Additionally, these cases highlight various internal control problems with the posting of Attorney time charges (e.g., 
time charges are sometimes posted to Investigation matters that reference a different Medical Board complaint from the case actually 
being investigated). The cases also highlight the outstanding work that HOES Attorneys are capable of performing, such as occurred when 

HOES' San Diego office accepted a case that the Los Angeles Metro office rejected, prepared and filed an accusation and petition to 
revoke probation within a day to avoid expiration of the statute of limitations on the case, and successfully negotiated additional discipline 
within a period of several months of the filing . 

F. Medical Consultant and Outside Expert Services and Expenditures 

Generally, each District office has 2 to 3 part-time Medical Consultants assigned, and most of the Medical Consultants usually work 
at their assigned office for several hours either 1 or 2 days per week. Total wages paid to Medical Consultants during 2008/09 were 
$852,000 ($71,000 per month) for a total of 13,991 paid hours of services ($61 per hour). This is equivalent to an average of about 22 
paid hours per week for each District office. However, due to pa id holidays, vacat ion, sick leave, and other paid time off, the actual 
number of hours worked by the Medical Consultants was less than 13,991 hours, and the average number of hours worked per week per 

District office was less than 22 hours. 

At the beginning of 2008 /09 the hours paid to Medical Consultants were restricted by Executive Order S-09-09 which temporarily 

suspended the use of all part-time staff by agencies throughout the State. During 2008/09, Medical Consultant availability varied 
significantly between District offices and regions. For example, during 2008/09 an average of 15 paid hours per week, or less, of Medical 
Consultant services was utilized by some District offices while, at other District offices, an average of 25 paid hours per week, or more, of 
Medical Consultant services was utilized. Only one (1) District office (Cerritos) utilized the equivalent of more than one (1) full-time Medical 

Consultant position. 

During 2008/09 the District offices completed investigations of 550 quality of care cases and 404 other (physician conduct) cases. 
For cases involving quality of care issues, Medical Consultants are usually substantively involved in the investigations, provided they are 

available. Medical Consultants are usually involved less frequently with other cases. Medical Consultants spend an average of less than 25 
hours working on each completed case in which they are involved, assuming that (1) at least 10 percent of the hours paid to Medical 
Consultants are for paid time off, and (2) substantive involvement with only about 500 completed cases per year, which is possibly 
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understated. The amount of time spent by the Medical Consultants on these cases includes performance of, or assistance with, all of the 
following activities: 

 Ad-hoc consultations to Medical Board Investigators, 
HQES Attorneys, and District office Supervisors 

 Preparation and attendance at Subject interviews, 
including pre-interview planning and post-interview 
debriefing meetings 

 Reviews of medical records 

 Identification of cases that should be closed without 
obtaining an Expert opinion 

 Identification and selection of Medical Experts 

 Preparation of Medical Expert packages 

 Review of Medical Expert reports. 

Depending of their availability and area(s) of specialization, Medical Consultants can potentially impact a District office’s need for 
outside Medical Experts and the average timeframe to complete investigations. Although there are many factors that can significantly 
impact the timeframe needed to complete investigations, the two (2) District offices with the highest Medical Consultant expenditures 
during 2008/09 (Cerritos and Sacramento) also had comparatively low average elapsed times per completed investigation for that same 
year (an average of 11 months and 10 months, respectively, compared to a statewide average for all District offices of nearly 14 months). 

Medical Experts are involved in fewer cases than the Medical Consultants and, except for their possible involvement in hearings, 
provide a more limited scope of services. During 2008/09, $598,570 was billed by Medical Experts for case review services. Some 
Medical Experts may not all fully charge the Medical Board for all time spent on Medical Board matters. The billing rate for case review 
services is currently $150 per hour. During 2008/09 the Medical Experts charged the Medical Board an average of less than 12 hours of 
time per completed case review, or about one-half the average amount of time utilized by the Medical Consultants. While the Medical 
Experts charge an average of less than 12 hours of time to complete the case reviews and prepare their Expert opinion, available data 
suggests that the provision of these services oftentimes extends over a period of 2 to 3 months, or longer. On average, the Medical 
Board’s cost for Expert opinions is less than $1,800 per completed review. 

On a statewide basis, only 38 percent of all Medical Expert reviews are completed within one (1) month, and 23 percent take longer 
than two (2) months. While there is some variability, the frequency distributions of elapsed times to complete these reviews at individual 
District offices are similar to the statewide distribution. More than 30 percent of the Medical Expert reviews took longer than two (2) 
months to complete at one District office in each of the three regions (Sacramento, Valencia, and San Diego). Overall, the average elapsed 
time to complete Medical Expert reviews was 48 days (about 7 weeks).  

It is our understanding that, during the early-1990s, the Medical Board routinely obtained two (2) Medical Expert opinions for single 
patient cases, but that this practice was discontinued. However, it is evident that there have been ongoing disagreements regarding needs 
for obtaining more than one (1) Medical Expert opinion during the Investigation Stage, particularly in the Los Angeles Metro region, and 
that the disagreements are not limited to single patient cases. In some cases significant disputes with District office Supervisors and 
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Investigators have arisen over this issue primarily because of concerns about increased risks of harm to patients and the general public, but 
also because of adverse impacts on workflow, caseloads, costs, and the availability of Medical Experts to perform reviews of other cases. 

In connection with requirements to obtain a second Medical Expert opinion, it should not be overlooked that nearly all quality of care 
cases, and many other cases, were previously reviewed by a Medical Specialist as part of CCU’s complaint screening process, and that the 
Medical Specialist determined that the departures warranted referral of the case for investigation. Additionally, the District office Medical 
Consultant also completes a review of all of these same cases. Thus, the first Medical Expert’s opinion is actually the second, or third, 
review of the case resulting in a determination that either an extreme departure or multiple simple departures, or both, occurred. The 
second Medical Expert’s review would be the third, or fourth, medical review of the case. It is our understanding that, outside of the Los 
Angeles Metro region, second opinions are rarely requested unless the case involves a second medical specialty, or it is determined that a 
case will proceed to hearing, which isn’t determined sometime after the pleading is filed and, even then, still might not be needed if the 
departure is obvious. The overwhelming majority of cases are settled without a hearing, thus avoiding the need to obtain a second Medical 
Expert opinion in most cases. 

It is our understanding that Enforcement Program and HQES management recently conferenced during April 2010 and reached an 
agreement to require two (2) Medical Expert opinions for all single patient cases. Although Enforcement Program and HQES management 
apparently reached an agreement to universally require two (2) Medical Expert opinions for all single patient cases, the actual practice in 
the field has not changed. District office Supervisors and HQES Supervising DAGs outside the Los Angeles Metro region rarely require a 
second Medical Expert opinion for single patient cases, except when an opinion is needed in a second specialty area or it appears likely. 

G. Recommendations for Improvement 

The recommendations presented below concern Medical Consultant staffing, the availability of outside Medical Experts, and 
retention of Investigators. Additional recommendations that would impact investigations are included in Section X (Organizational and 
Management Structures), including recommendations involving: 

 Restructuring the handling of Section 801 cases 

 Restructuring the management of District office investigations 

 Scaling back and optimizing HQES involvement in District office investigations 

 Developing new organizational structures and processes for managing HQES expenditures and tracking cases following 
referral for prosecution  

 Improving workload and performance reporting processes. 
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1. Medical Consultant Staffing 

As noted in the Enforcement Monitor’s 2004/05 reports, “the medical consultant’s (MC) function is central to the speed 
and quality of QC cases processing at the district office level; however problems regarding medical consultant availability, 
training, and proper use contribute significantly to lengthy investigations and inefficient operations. . . Shortages of medical 
consultant time have made it continuously difficult for investigators to obtain sufficient medical consultant assistance. . .” 
However, the Medical Consultant’s function is not limited to quality of care cases. They are also involved in many physician 
conduct cases. Additionally, their availability is critical not just to the process of reviewing Expert opinion reports, as 
emphasized by the Enforcement Monitor. Rather, the Medical Consultants are critical during earlier stages of the investigation 
during which, for example, medical records are initially received and reviewed, the Subject is interviewed, a decision is made 
as to whether to obtain an Expert opinion, potential Experts are identified and a selection decision is made, and the Expert 
package and instructions are prepared for the Expert’s review. 

Perhaps most importantly, the Medical Consultant is a key (perhaps the key) participant in the process of assessing, prior 
to referral of a case to an outside Expert, whether the facts and circumstances of a case, particularly for quality of care 
cases, indicate that an extreme departure or multiple simple departures occurred and, hence, whether to close the case or 
continue the investigation. In fact, the Medical Consultant’s involvement in reviewing the Expert’s opinion, which is the last 
step in the investigation process, is only one of their many important responsibilities. If the Expert has clearly presented their 
opinion as to whether an extreme departure or multiple simple departures has occurred, and support for the opinion is clearly 
organized and presented, then subsequent involvement of the Medical Consultant will probably be minimal. However, if the 
Expert’s opinion is not clearly stated or well-supported in their report, the Medical Consultant’s role is key in assessing the 
Expert’s report and determining whether, or how, to proceed from that point forward (e.g., collect additional evidence, obtain 
clarification of the opinion, close the case, refer the case for prosecution, etc.).  

Additionally, the Medical Board’s pool of Medical Consultants serves as a gatekeeper on the flow of cases to Experts. In 
many cases the Medical Consultants are sufficiently qualified in the specialties involved to determine whether a case should 
be closed, avoiding completely the need for review services from an outside Medical Expert. To the extent that the Medical 
Consultants are able to make such determinations, the flow of cases to, and the Medical Board’s needs for, outside Medical 
Experts is reduced. This not only reduces the timeframes to complete these investigations, but enables redirection of District 
office resources to other cases. It also helps to preserve the availability of outside Medical Experts for use on other cases. 

Since publication of the Enforcement Monitor’s reports there has been very little change in the availability of Medical 
Consultants. Needs in this area have not been emphasized. Additional Attorney positions (10) were authorized for HQES, 
additional Investigator and Assistant Investigator positions (8) were authorized for the Medical Board, additional positions (6) 
were authorized to reestablish an OSM Unit, additional positions (4) were authorized for the Probation Program and, most 
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recently, new non-sworn positions (6) and a number of other Enforcement Program positions are expected to be authorized as 
part of the 2010/11 Budget, but no additional funding for Medical Consultants was included in this package. 

Recommendation No. VI-1. Augment Medical Consultant staffing. Medical Consultants should be available to all 
District offices all of the time (e.g., the equivalent of at least one full-time position per office, although actual 
availability will be less than full time due to vacations, sick leave and other time off). Because the Medical 
Consultant positions are classified as Permanent Intermittent, work hours can be adjusted to accommodate 
fluctuating workload demands, assuming a sufficient pool of resources is available to provide the services and the 
physicians are willing to work the number of hours needed. Augment funding for additional Medical Consultant 
positions by reducing expenditures for HQES investigation-related services (e.g., in the Los Angeles  region).   

2. Medical Expert Resources 

Although Medical Experts are of vital importance to the success of investigations and prosecutions, the Expert Reviewer 
Program has suffered from chronic weaknesses inherent in the system.  A major problem, perhaps the most critical, is the 
limitation on utilization of the most qualified Medical Experts. While the Medical Board has attempted to remedy some of 
these problems by increasing the billing rate for Medical Expert review services from $100 to $150 per hour, the rate increase 
did not address restrictions on the Board’s use of its most qualified Medical Experts.  

Under current Board policy, Medical Experts may not be used more than three (3) times per year. As with medical 
procedures, Medical Experts tend to become more qualified as they complete more reviews. However, under current policy, at 
the very point when the Medical Experts may become most qualified, and also faster and more effective, they must stop  
work until another year. As defense counsels are under no such restrictions, under the current system the Investigators and 
Prosecutors are severely handicapped. 

Recommendation No. VI-2. Eliminate the limitation on reutilization of Medical Experts and augment the Medical 
Expert pool and enhance capabilities. In addition to strengthening Expert Reviewer oversight and overall Expert 
Reviewer Program management and administration, consider redirecting some funding currently used for HQES 
investigation-related services toward establishing a new program under which the Medical Board would contract for 
the services of a pool of physicians to provide Expert Review services (e.g., through an Interagency Agreement 
with one or more University of California Medical Centers, although this model may have its own problems relating 
to conflicts of interest). 
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3. Investigator Retention 

It is unlikely that Enforcement Program performance will improve significantly unless Investigator workforce capability 
levels are stabilized. Medical Board management does not control pay and benefit levels, mandated furloughs, baby boomer 
retirements, or recruitment efforts by other agencies, but it can impact District office work environments in significant and 
meaningful ways that can help to minimize Investigator attrition. A strategy to retain experienced Investigators should include 
efforts to create a work environment to promote communication with staff to provide assurances that work problems will be 
addressed.  This strategy should include the following initiatives: 

 Reducing and simplifying Investigator caseloads  

 Increasing the availability of Medical Consultants 

 Targeting HQES Attorney involvement during investigations to those cases where such involvement is needed 

 Limiting HQES Attorney involvement to activities that are appropriately performed by an Attorney (e.g., 
providing legal advice and direction) 

 Promoting uniformity in the use of requests for supplemental investigations and decline to file cases to ensure 
that such requests and handling are reasonable and defensible, and do not unnecessarily delay the filing of 
accusations or result in inappropriate case closures. 

Additionally, needs exist for all appropriate members of the Medical Board’s Executive Management Team, and their 
counterparts at the Department of Justice, to meet jointly with staff from each District office and communicate directly to 
them that they are important and that management is committed to addressing as many of their issues and concerns as they 
reasonably can. Additionally, a process should be outlined for completing a structured diagnostic review of all of the factors 
contributing to excessive staff turnover during the past several years, and developing and implementing a plan to address 
related improvement needs. 

Recommendation No. VI-3. Develop and implement an Immediate Action Improvement Plan to address critical 
District office workload and work environment issues. Meet with staff at each District office to present the 
Improvement Plan and outline the process for identifying and implementing further improvements. Conduct a 
structured diagnostic review of factors contributing to excessive Investigator turnover during the past several years, 
and develop and implement a Longer-Term Improvement Plan to reduce Investigator attrition and rebuild the 
Enforcement Program’s field investigation workforce capabilities and competencies. 
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This section summarizes results of our assessment of prosecutions and disciplinary outcomes. Following referral of cases from 
Medical Board Headquarters Units or the District offices, prosecutions are largely carried out by HQES which prepares the pleading, 
negotiates proposed settlements, and represents the Medical Board at administrative hearings. Our assessment focused on determination 
of the numbers of prosecutions completed and related disciplinary outcomes prior to, concurrent with, and following implementation of VE 
during 2006, the average elapsed time to complete the prosecutions and disciplinary actions, and expenditures for related HQES services.  

Results of the assessment show that the number of accusations filed, the number of proposed stipulations and proposed decisions 
received, and the number of disciplinary actions have all declined. Several other secondary output and performance measures also have 
declined. Concurrently, the elapsed time to file accusations has decreased, but this decrease is largely attributable to a decrease in the Los 
Angeles region from an abnormally high level in prior years. In the Los Angeles region the average elapsed time remains higher than in 
other regions due, in part, to (1) mis-use of requests for supplemental investigations, and (2) extended periods of inactivity while cases are 
pending at HQES following referral of the cases for prosecution. The average elapsed time from filing to settlement (stipulation received) 
has also decreased. However, there are significant performance variations between regions. The decrease in composite elapsed times from 
filing to settlement during this period, to a statewide average of 11 months during the past two (2) years, is attributable to improved 
performance in the Los Angeles and Other Southern California regions. However, even with this improvement, the average elapsed time for 
the Los Angeles region during the past two (2) years lagged performance of the other two regions. For the Northern California region, the 
elapsed times from filing to stipulation received generally averaged about ten (10) months throughout the past six (6) years. 

A. Prosecutions Completed 

In recent years, the number of completed prosecutions, as reflected by the number of proposed decisions and stipulations approved 
by the Medical Board, has decreased as compared to the number approved in prior years. There was little or no change in the number of 
default decisions or in the number of accusations withdrawn or dismissed. 

B. Disciplinary Actions 

Disciplinary action data show a decrease in the proportion of disciplinary actions requiring license revocation, surrender, suspension, 
or probation. During 2008/09 only 64 percent of disciplinary actions required license revocation, surrender, suspension, or probation. 
During the preceding five (5) years the percent of disciplinary actions involving license revocation, surrender, suspension, or probation 
ranged from 66 percent to 78 percent. This decrease in the proportion of disciplinary actions involving license revocation, surrender, 
suspension, or probation may be attributable to a combination of factors including (1) variations in the composition of cases referred for 
prosecution, (2) shifts in settlement negotiation strategies, and (3) recent legislative changes enabling issuance of public reprimands, with 
conditions, in lieu of stronger types of discipline. Additional information regarding this variance is presented in Subsection I (Disciplinary 
Outcomes by Region). 
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C. Pending Accusations and Legal Cases 

In recent years there was little change in the number of pending accusations or total pending legal cases. The number of pending 
accusations fluctuated between about 125 and 150 cases, and the number of pending legal cases, after declining to about 400 cases 
during 2006/07, from about 500 cases previously, increased again to a level of 500 cases during the next two (2) years. Recent decreases 
in the number of cases referred for prosecution from the District offices have not resulted in corresponding decreases in the number of 
pending legal action cases. 

D. Elapsed Time to File Accusations and Complete Prosecutions 

During 2008/09 there was a marginal improvement in the average elapsed time to file accusations, and a more substantive 
improvement in the average elapsed time to complete prosecutions. The average elapsed time to file accusations decreased by about three 
(3) weeks (to 3.4 months during 2008/09 from an average of about 4.0 months during the preceding 4 years). The average elapsed time 
to complete prosecutions decreased by about three (3) months (to 12.5 months during 2008/09 from an average of 15.7 months during 
the preceding 4 years). 

E. Regional Variations in Performance 

Key output and performance variances between geographic regions, and significant changes that occurred during that past several 
years, include the following: 

Accusations Filed – The number of accusations filed increased significantly in the Northern California region and, 
concurrently, decreased significantly in the Los Angeles and Other Southern California regions. In the Northern California 
region more than 60 accusations were filed each of the past three (3) years compared to only 50 accusations filed per year 
during the preceding two (2) years. In contrast, during this same period the Los Angeles and Other Southern California 
regions, each of which previously filed more than 60 accusations per year, filed an average of fewer than 55 accusations per 
year. During 2008/09 the Los Angeles and the Other Southern California regions each filed only 40 accusations. The number 
of accusations filed for Out-of-State cases fluctuated between 40 and 60 cases per year throughout the past six (6) years, 
and consistently averaged about 50 cases per year. All (or nearly all) of these accusations are prepared and filed by HQES’ 
San Francisco office. 

Post-Filing Stipulations Received – During 2008/09, 156 post-filing stipulations were received, a significant decrease from the 
levels attained during prior years which averaged about 200 stipulations per year. The decrease during 2008/09 is attributable 
primarily to a large decrease in the number of post-filing stipulations submitted by the Other Southern California region. There 
were also decreases in the number of post-filing stipulations submitted for probation revocation and Out-of-State cases. The 
decline in post-filing stipulations submitted for Out-of-State cases may be inversely correlated with the comparatively high 
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number of Out-of-State cases resolved by issuance of a pre-filing public letter of reprimand (PLR) during 2007/08 and 
2008/09 (28 PLRs issued per year compared to an average of 14 PLRs issued per year during the preceding four (4) years). 

Ratio of Stipulations Received to Proposed Decisions Received – Historically, the Northern California region has had a 
significantly higher ratio of stipulations received to proposed decisions received than the Los Angeles and Other Southern 
California regions. In recent years this differential narrowed somewhat, but the ratio for the Northern California region was 
still significantly higher than the ratio for either of the other regions (4.3 stipulations per proposed decision for the Northern 
California region compared to 3.4 stipulations per proposed decision for the Los Angeles region and 3.3 stipulations per 
proposed decision for the Other Southern California region). 

Appeals to Superior Court – The number of appeals to Superior Court, and related outcome measures, are too small to provide 
a valid basis for drawing conclusions, except to note that, on average, a few more cases per year are usually appealed in the 
Los Angeles and Other Southern California regions than are appealed in the Northern California region. However, the number 
of appeals in all three (3) regions is very low (e.g., during 2008/09, there were only three (3) appeals of cases that were 
investigated by each of the three (3) regions, plus three (3) additional appeals involving probation revocation cases). 

F. Average Elapsed Times from Transmittal to HQES to Accusation Filed 

Exhibit VII-1, on the next page, shows average elapsed times from transmittal of the case to HQES to accusation filed, by year, 
from 2004 through 2009, by Identifier. All (or almost all) Out-of-State cases are handled by HQES’ San Francisco office and, as shown by 
Exhibit VII-1, accusations for these cases are consistently filed within an average elapsed time of not more than about two (2) months. For 
cases with District office Identifiers, the average elapsed times from transmittal to filing are longer and, for these cases, the average 
elapsed time from transmittal to filing decreased by about six (6) weeks since 2005, but is unchanged compared to 2004. The decrease 
since 2005 in the average elapsed time to file accusations is attributable nearly entirely to a decrease during the past four (4) years in the 
average elapsed time to file accusations in the Los Angeles region. In the Los Angeles region the average elapsed time to file accusations 
decreased from nearly eight (8) months during 2005 to about five (5) months during 2009. However, the average elapsed time shown for 
the Los Angeles region for 2005 (7.8 months) was 3.4 months (77 percent) longer than the average elapsed time for the region during the 
prior year. 
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2004 48 3.6 61 4.4 54 3.0 163 3.7 2004 48 3.6 61 4.4 52 2.7 161 3.6

2005 56 4.6 57 7.8 71 4.0 184 5.4 2005 55 4.1 55 6.9 70 3.8 180 4.8

2006 54 3.2 46 8.7 49 6.0 149 5.8 2006 54 3.2 43 8.0 48 4.8 145 5.2

2007 66 4.1 65 9.2 67 3.1 198 5.4 2007 65 3.8 55 7.1 66 2.9 186 4.5

2008 60 2.6 50 5.9 46 3.9 156 4.0 2008 60 2.6 49 5.5 44 3.1 153 3.7

2009 72 4.0 52 4.9 63 3.0 187 3.9 2009 71 3.6 49 3.8 61 2.5 181 3.3
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2004 49 2.3 3 1.9 10 3.2 225 3.3 2004 47 0.8 3 1.9 10 3.2 221 3.0

2005 52 1.1 0 0.0 8 9.5 244 4.6 2005 52 1.1 0 0.0 5 2.2 237 4.0

2006 50 1.3 2 6.5 3 1.0 204 4.6 2006 50 1.3 2 6.5 3 1.0 200 4.1

2007 38 1.4 0 0.0 4 2.9 240 4.8 2007 38 1.4 0 0.0 4 2.8 228 3.9

2008 59 2.0 2 2.5 6 5.4 223 3.5 2008 59 2.2 2 2.5 5 1.4 219 3.2

2009 48 2.2 1 0.6 6 4.7 242 3.6 2009 48 2.2 1 0.6 6 4.7 236 3.1

2004 through 2009
Average Elapsed Times from Transmittal of Case to HQES to Accusation Filed, by Identifier

Total

Out of State
(IDENT 16)

Other
(IDENT 20, 21, and 23)

Northern California Other Southern
California

Including Cases with Timeframes Exceeding 18 Months

Out of State
(IDENT 16)

Other
(IDENT 20, 21, and 23)

Total
All Identifiers

Cases with Other Identifiers

Total

Probation
(IDENT 19)

Probation
(IDENT 19)Year Year

Cases with Other Identifiers
Total

All Identifiers

Year Year

Cases with District Office Identifiers

Excluding Cases with Timeframes Exceeding 18 Months

Cases with District Office Identifiers

Los Angeles MetroNorthern California Other Southern
CaliforniaLos Angeles Metro
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During 2005, just prior to implementation of VE, the average elapsed time to file accusations in the Los Angeles region suddenly 
spiked up, and continued to increase in subsequent years, eventually reaching a peak of more than nine (9) months during 2007, before 
decreasing to lower levels during 2008 and 2009. Table VII-1, below, shows average elapsed times from transmittal to filing for cases 
investigated by each of the Los Angeles region’s District offices from 2004 through 2009. As shown by Table VII-1, the variances in the 
aggregate regional data are also evident at each of the Los Angeles region’s four (4) District offices. 

 

 

 

 

 

 

 

 

 

Exhibit VII-2, on the next two pages, provides frequency distributions of elapsed time from transmittal of the case to HQES to 
accusation filed, by Identifier. The data presented in Exhibit VII-2 show that, until recently, fewer than a dozen cases per year referred for 
prosecution to HQES’ Los Angeles office were filed within two (2) months of transmittal of the case. During 2007, only 15 Los Angeles 
region cases were filed within four (4) months of transmittal of the case. In contrast, during this same year 43 accusations for Northern 
California region cases and 52 accusations for Other Southern California region cases were filed within four (4) months. More recently, 
during 2009, 32 accusations were filed within four (4) months of transmittal for Los Angeles region cases, a significant improvement for 
the Los Angeles region. However, during 2009, much higher numbers of accusations were filed within four (4) months of transmittal in the 
other regions of the State (47 in the Northern California region and 54 in the Other Southern California region). 
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Valencia 14 4.4 14 8.3 10 8.1 15 6.4 13 6.8 11 7.8

Ceritos 23 5.2 21 7.7 16 9.2 18 7.6 20 4.0 17 4.4

Diamond Bar 10 1.9 9 7.3 9 7.3 13 16.4 7 4.5 12 2.5

Glendale 14 5.0 13 7.9 11 9.7 19 8.0 10 9.4 12 5.5

Total 61 4.4 57 7.8 46 8.7 65 9.2 50 5.9 52 4.9

2008 2009

Table VII-1.  Average Elasped Time from Transmittal of Case to HQES to Accusation Filed
Los Angeles Metro District Offices

District Office

2004 2005 2006 2007
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Number Percent Number Percent Number Percent Number Percent Number Percent

2 Months or Less 18 33% 30 56% 28 43% 31 52% 26 37%

3 to 4 Months 15 27% 9 17% 15 23% 17 28% 21 30%

5 to 6 Months 8 15% 7 13% 7 11% 5 8% 12 17%

7 to 12 Months 13 24% 7 13% 11 17% 7 12% 10 14%

More than 12 Months 1 2% 1 2% 4 6% 0 0% 2 3%

  Total 55 100% 54 100% 65 100% 60 100% 71 100%

Average Elapsed Time

2 Months or Less 9 16% 6 14% 7 13% 12 24% 20 41%

3 to 4 Months 11 20% 4 9% 8 15% 11 22% 12 24%

5 to 6 Months 6 11% 6 14% 11 20% 10 20% 6 12%

7 to 12 Months 19 35% 15 35% 20 36% 10 20% 9 18%

More than 12 Months 10 18% 12 28% 9 16% 6 12% 2 4%

  Total 55 100% 43 100% 55 100% 49 100% 49 100%

Average Elapsed Time

2 Months or Less 18 26% 13 27% 28 42% 26 59% 32 52%

3 to 4 Months 29 41% 11 23% 24 36% 9 20% 22 36%

5 to 6 Months 11 16% 9 19% 7 11% 4 9% 3 5%

7 to 12 Months 11 16% 12 25% 7 11% 3 7% 3 5%

More than 12 Months 1 1% 3 6% 0 0% 2 5% 1 2%

  Total 70 100% 48 100% 66 100% 44 100% 61 100%

Average Elapsed Time
1 Excludes 33 cases taking longer than eighteen (18) months to file, including 19 Los Angeles Metro region cases (58 percent).

Frequency Distribution of Elapsed Times from Transmittal of Case to HQES to Accusation Filed
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Number Percent Number Percent Number Percent Number Percent Number Percent

2 Months or Less 45 25% 49 34% 63 34% 69 45% 78 43%

3 to 4 Months 55 31% 24 17% 47 25% 37 24% 55 30%

5 to 6 Months 25 14% 22 15% 25 13% 19 12% 21 12%

7 to 12 Months 43 24% 34 23% 38 20% 20 13% 22 12%

More than 12 Months 12 7% 16 11% 13 7% 8 5% 5 3%

  Total 180 100% 145 100% 186 100% 153 100% 181 100%

Average Elapsed Time

2 Months or Less 48 84% 45 82% 33 79% 47 71% 38 69%

3 to 4 Months 5 9% 8 15% 6 14% 8 12% 7 13%

5 to 6 Months 3 5% 1 2% 3 7% 10 15% 4 7%

7 to 12 Months 1 2% 1 2% 0 0% 1 2% 6 11%

More than 12 Months 0 0% 0 0% 0 0% 0 0% 0 0%

  Total 57 100% 55 100% 42 100% 66 100% 55 100%

Average Elapsed Time

2 Months or Less 93 39% 94 47% 96 42% 116 53% 116 49%

3 to 4 Months 60 25% 32 16% 53 23% 45 21% 62 26%

5 to 6 Months 28 12% 23 12% 28 12% 29 13% 25 11%

7 to 12 Months 44 19% 35 18% 38 17% 21 10% 28 12%

More than 12 Months 12 5% 16 8% 13 6% 8 4% 5 2%

  Total 237 100% 200 100% 228 100% 219 100% 236 100%

Average Elapsed Time
1 Excludes 33 cases taking longer than eighteen (18) months to file, including 19 Los Angeles Metro region cases (58 percent).

3.7 Months

2.0 Months

O
th

er
 Id

en
tif

ie
rs

(ID
E

N
TS

 1
6,

 1
9,

 2
0,

 2
1,

 a
nd

 2
3)

2.2 Months 1.5 Months 1.5 Months

Frequency Distribution of Elapsed Times from Transmittal of Case to HQES to Accusation Filed

2007

3.1 Months

2008

To
ta

l A
cc

us
at

io
ns

 F
ile

d

4.0 Months 4.1 Months 3.9 Months 3.2 Months

4.8 Months 5.2 Months

2.5 Months

4.5 Months 3.3 Months

A
ll 

D
is

tri
ct

 O
ffi

ce
 Id

en
tif

ie
rs

Case
Identifier Elapsed Time from Transmittal to Filing1

2005 2006

2005 to 2009

2009

VII - 7



 
VII. Prosecutions and Disciplinary Actions 

 
 

 VII - 8   

Among the most significant factors that appear to contribute to extended elapsed times from transmittal to filing of the accusation 
are included: 

1) Requests for supplemental investigations, and 

2) Limited activity while the case is pending at HQES. 

With the assistance of Medical Board staff we researched both of these sources of delay by researching the histories of nearly two (2) 
dozen individual cases. Results of this research illustrate the nature and magnitude of the problems and frustrations experienced during the 
past several years by Medical Board management and staff in the Los Angeles region and, to a lesser extent, in other parts of the State. 
Furthermore, difficulties in handing off of cases for prosecution appear to be greatest in the Los Angeles region where HQES Attorneys are 
most involved with investigations. These case histories also show that, in the Los Angeles region, it is no at all unusual for cases to 
languish at HQES for periods of 6 to 8 months, or longer, before an accusation is filed. 

Additionally, it is apparent from these case histories that neither HQES nor the Medical Board has developed effective processes for 
regularly tracking and following-up on filings that are not prepared on a timely basis. HQES does not provide the Medical Board with a 
planned filing date that could be used to ensure alignment of HQES and Medical Board expectations regarding the urgency of the case and 
then track whether the filings are past due. In the absence of effective status tracking processes, HQES Managers and Supervisors appear 
to operate under the false impression that a high percentage of accusations are prepared within 30 to 60 days, which is simply not true 
irrespective of how narrowly the measure is defined. The Medical Board distributes listings of all pending cases on a monthly basis to all 
Enforcement Program and HQES Managers and Supervisors, but Enforcement Program management does not regularly follow-up with 
HQES regarding pleadings that are past due (e.g., by specifically alerting HQES about cases where a pleading was not received within 
period of 45 to 60 days), and HQES does not provide the Medical Board with any reporting regarding the status of cases referred for 
prosecution where the pleadings have not yet been prepared or filed. Follow-ups on overdue pleadings, at least in the Los Angeles region, 
appear to occur only when initiated by Los Angeles region District office Investigators or Supervisors, and these follow-ups appear to occur 
on an ad-hoc, rather than regular, basis.  

1. Requests for Supplemental Investigations 

Between 2004 and 2009, a total of 63 cases had one or more supplemental investigations completed by the District 
offices, statewide, but nearly 70 percent of these cases were assigned to Los Angeles region offices. On average, the 
supplemental investigations took 3 to 4 months to complete. The total number of cases with supplemental investigations 
submitted by Los Angeles region offices during 2005 (12) was more than double the number submitted during the prior year 
(5), and greater than the number of cases with supplemental investigations completed over the entire 6-year period in each of 
the other regions of the State. In subsequent years, the number of cases with supplemental investigations completed by Los 
Angeles region offices remained at elevated levels, but gradually declined. During 2009, Los Angeles District offices completed 
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supplemental investigations for four (4) cases, more than completed by all other District offices throughout the rest of the 
State. The Diamond Bar and Cerritos District offices were responsible for most of these Los Angeles region cases (15 and 13, 
respectively). 

With the assistance of Medical Board staff, we researched each of the 15 supplemental investigation cases assigned to 
the Diamond Bar office. These cases involved a mix of single and multiple-patient cases and various types of complaints, 
including cases involving quality of care issues, excessive testing or treatment, sexual misconduct, criminal violations, 
excessive prescribing, and fraud. With one exception, all of the supplemental investigations were requested and completed 
prior to the filing of an accusation. The scope of most of the supplemental investigations encompassed either (1) obtaining an 
additional Medical Expert opinion, or (2) obtaining an Addendum to a Medical Expert opinion. Following completion of these 
supplemental investigation activities, HQES declined to file two (2) cases. In one of these cases the decline to file was issued 
after first requesting and obtaining a second Medical Expert opinion which found multiple extreme and simple departures. 
Accusations were filed for the remaining 11 cases (including two consolidated cases). For these 11 cases, the average elapsed 
time from transmittal to filing of the accusation was 10 months. Nine (9) of these cases were settled without a hearing. None 
of the cases that had two (2) Medical Expert opinions went to hearing. Two (2) cases proceeded to hearing. One (1) of these 
cases was a single patient case and the other case was a multiple patient case. Both of these cases had just one (1) Medical 
Expert opinion. Both of the cases that proceeded to hearing were dismissed. It is not clear that either case was dismissed due 
to problems with the Medical Expert or with the quality of their opinion. However, the defense may have benefitted in these 
cases from have two (or possibly more) Medical Experts as compared to HQES’ use of only a single Expert. 

These case histories show that HQES’ use of the supplemental investigation process contributed significantly to the 
extended elapsed times from transmittal to filing that occurred with Diamond Bar’s cases beginning during 2005 and 
continuing, to a lesser extent, in subsequent years. The case histories also show that, in many instances, Diamond Bar’s cases 
languished for an extended period following transmittal to HQES. It is unclear what, if any, consumer protection or other 
benefits were realized from HQES’ requests for additional Medical Expert opinions and Addendum reports, and associated 
delays in the drafting and filing of the accusations. 

2. Extended Periods of Limited Activity While Cases are Pending at HQES 

Enforcement Program Managers, Supervisors, and Investigators commented to us about persistent problems with cases 
languishing at HQES after referral for prosecution, especially in the Los Angeles region. To substantiate their experience, 
Medical Board staff in the Los Angeles region provided us with synopses of seven (7) cases which were recently transmitted to 
HQES’ Los Angeles office (mid- to late-2009). Accusations for six (6) of these cases were not prepared by HQES until up to 10 
months later in mid-2010 (one case is still pending). The cases involved two (2) District offices in the Los Angeles region and 
several different Lead Prosecutors and Primary DAGs. 
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G. Stipulations Prepared and Average Elapsed Times from Accusation Filed to Stipulation Received 

For cases with District office Identifiers the average elapsed time from accusation filed to stipulation received decreased during the 
last several years (from an average of about 15 months to an average of about 11 months). However, there were significant performance 
variations between the different geographic regions of the State. For the Northern California region, the elapsed times generally averaged 
about 10 months throughout the past six (6) years. The decrease in composite elapsed times during this period, to a statewide average of 
11 months during the past two (2) years, is attributable to improved performance in the Los Angeles and Other Southern California 
regions. However, even with this improvement, the average elapsed time for the Los Angeles region during the past two (2) years lagged 
performance of the other two regions. 

H. Administrative Hearings and Average Elapsed Times from Accusation Filed to Decision Received 

Only about 10 to 15 percent of cases proceed to hearing as most cases are settled prior to hearing. For cases with District office 
Identifiers, about 20 hearings are completed per year compared to an average of about 150 total case dispositions (stipulations plus 
proposed decisions). For cases with District office Identifiers, during the past two (2) fiscal years (2007/08 and 2008/09) an average of 
18 to 20 months elapsed from accusation filed to proposed decision received, about the same as the average for the preceding two (2) 
years (2005/06 and 2006/07). Also, the average elapsed times during the past two (2) years were about the same in all major geographic 
regions of the State (18 to 19 months). Due to the small numbers of cases involved (about a dozen cases per year for each region), it is 
unclear whether the average elapsed times have changed significantly in any of the three major geographic regions of the State. 
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I. Disciplinary Outcomes by Region 

Exhibit VII-3, on the next page, shows disciplinary actions, by type of discipline, by Identifier for (1) the 4-year period from 2003/04 
through 2006/07, and (2) the 2-year period from 2007/08 through 2008/09. Additionally, Exhibit VII-3 shows the percentage of 
disciplinary actions involving license revocation, surrender, suspension, or probation. As shown by Exhibit VII-3, during the past two (2) 
years there were significant regional variations in disciplinary outcomes. 

Northern California Region 

Total Disciplinary Actions – The total number of disciplinary actions decreased by about 9 percent (from an average of 56 
actions per year to an average of 51 actions per year). 

Composition of Disciplinary Actions – The number of disciplinary actions involving license revocation, surrender, suspension, 
or probation decreased by 7 percent (from an average of 40.25 actions per year to an average of 37.50 actions per year). The 
proportion of disciplinary actions involving license revocation, surrender, suspension, or probation increased marginally (from 
72 percent to 74 percent). 

Los Angeles Region 

Total Disciplinary Actions – The total number of disciplinary actions decreased by about 13 percent (from an average of 71 
actions per year to an average of 62 actions per year). 

Composition of Disciplinary Actions – The number of disciplinary actions involving license revocation, surrender, suspension, 
or probation decreased by 20 percent (from an average of 52 actions per year to an average of 41.5 actions per year). The 
number of public reprimands issued changed very little. The proportion of disciplinary actions involving license revocation, 
surrender, suspension, or probation decreased from 74 percent to 67 percent. 

Other Southern California Region 

Total Disciplinary Actions – The total number of disciplinary actions increased by about 10 percent (from an average of 58 
actions per year to an average of 66 actions per year).  

Composition of Disciplinary Actions – There was a significant increase in the number of public reprimands issued (from an 
average of 15 per year to an average of 22 per year). The number of disciplinary actions involving license revocation, 
surrender, suspension, or probation was unchanged. Due to the increase in number of public reprimands, the proportion of 
disciplinary actions involving license revocation, surrender, suspension, or probation decreased from 75 percent to 66 percent. 



Exhibit VII-3

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent

Revocation 11 5% 24 9% 23 10% 58 8% 46 22% 31 31% 7 13% 142 13%

Surrender 59 26% 46 16% 47 20% 152 21% 88 43% 33 33% 7 13% 280 26%

Suspension Only 0 0% 0 0% 3 1% 3 0% 0 0% 0 0% 0 0% 3 0%

Probation with Suspension 19 9% 35 12% 23 10% 77 10% 1 0% 9 9% 2 4% 89 8%

Probation Only 72 32% 103 37% 77 33% 252 34% 43 21% 27 27% 37 69% 359 33%

Public Reprimand 62 28% 74 26% 59 25% 195 26% 28 14% 1 1% 1 2% 225 20%

Total Disciplinary Outcomes 223 100% 282 100% 232 100% 737 100% 206 100% 101 100% 54 100% 1,098 100%

4-Year Average 56 71 58 184 52 25 14 275

Revocation/Surrender/Probation % 72% 74% 75% 74% 86% 99% 98% 80%

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent

Revocation 12 12% 14 11% 12 9% 38 11% 29 27% 10 27% 1 6% 78 15%

Surrender 19 19% 19 15% 21 16% 59 17% 31 28% 13 35% 2 13% 105 20%

Suspension Only 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%

Probation with Suspension 7 7% 10 8% 6 5% 23 6% 2 2% 2 5% 0 0% 27 5%

Probation Only 37 36% 40 32% 48 37% 125 35% 22 20% 12 32% 10 63% 169 33%

Public Reprimand 27 26% 41 33% 44 34% 112 31% 25 23% 0 0% 3 19% 140 27%

Total Disciplinary Outcomes 102 100% 124 100% 131 100% 357 100% 109 100% 37 100% 16 100% 519 100%

2-Year Average 51 62 66 179 55 19 8 260

Revocation/Surrender/Probation % 74% 67% 66% 69% 77% 100% 81% 73%

2003/04 through 2008/09

Disciplinary Outcome

Cases with District Office Identifiers Cases with Other Identifiers
Total

Northern California Probation (19 & D's) Other (20 to 23, 27)

Total
Total

2007/08 through 2008/09 (2 Years)

Other (20 to 23, 27)

Los Angeles Metro Other Southern CA Total Out of State (16)

Disciplinary Outcomes by Identifier

2003/04 through 2006/07 (4 Years)

Northern California Other Southern CA Out of State (16) Probation (19 & D's)

Cases with District Office Identifiers

Disciplinary Outcome

Cases with Other Identifiers

Los Angeles Metro
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With respect to the Los Angeles region, it is unclear whether there is a correlation between: 

1) The decreased proportion of disciplinary actions involving license revocation, surrender, suspension, or probation for Los 
Angeles cases, and 

2) The improved average elapsed times to reach settlement achieved in the Los Angeles region during the past several 
years. 

Additionally, if there is a correlation between these findings, it is unclear whether the correlation is due to weaker or less well-prepared 
cases, a change in the composition of the cases, less effective prosecution of the cases, or a combination of these factors. 

J. Expenditures for HQES Prosecution Services 

HQES Attorneys post time charges for prosecution-related activities to “Administrative” matters that are opened for each individual 
case. In four (4) of the past five (5) years, HQES Attorneys charged between 30,000 and 32,000 hours to Administrative matters. As 
shown by Table VII-2, on the next page, the number of hours charged by HQES to Administrative matters during 2007 (37,000) was 
significantly higher than any of the other years. On a calendar year basis, during the past five (5) years the number of hours charged by 
HQES Attorneys to Administrative matters: 

1) Increased by about 20 percent in the Northern California region (from about 11,000 hours to about 13,000 hours) 

2) Increased by about 30 percent in the Los Angeles region (from about 10,000 hours to about 13,000 hours) and then 
decreased by about 23 percent (to about 10,000 hours) 

3) Increased by about 20 percent in the Other Southern California region (from about 9,000 hours to about 11,000 hours) 
and then decreased by about 18 percent (from about 11,000 hours to less than 9,000 hours). 

On a fiscal year basis, the trends are the same, although less pronounced. HQES’ hourly billing rates for Attorney services during 2008/09 
and 2009/10 were $158 and $170, respectively, or an average of $164 per hour. Assuming a $164 hourly billing rate for Attorney 
services, estimated billings during 2009 for prosecution-related services for cases assigned to the Northern California region were about 
$2.1 million compared to less than $1.6 million for cases assigned to the Los Angeles and Other Southern California regions.  
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As discussed previously, there are significant variations between regions in the number of prosecutions completed, as well as 
variations in other output and performance metrics, such as the proportion of disciplinary actions involving license revocation, surrender, 
suspension, or probation. Exhibit VII-4, on the next page, shows the number of prosecutions completed by year, by region, for (1) cases 
with District office Identifiers, (2) SOI-related stipulations and decisions, and (3) cases with Out-of-State Identifiers. Separate performance 
ratios are shown excluding, and including, Out-of-State cases which, when included, are weighted to reflect HQES staff estimates that, on 
average, these cases take about 15 percent as much time to complete as SOIs and cases with District office Identifiers. As shown by 
Exhibit VII-4, including a 15 percent weighting of Out-of-State cases, the number of hours charged by HQES Attorneys per completed case 
was about the same for each of the three major geographic regions of the State during both 2006/07 and 2008/09 (an average of about 
150 hours per completed case). During 2007/08 the number of hours charged per completed case was much higher than this average for 
the Los Angeles region (179 hours charged per completed case), and much lower than this average for both the Northern California and 
the Other Southern California regions (132 hours per completed case and 103 hours per completed case, respectively). 

 

2005 2006 2007 2008 2009

Northern California2 11,333 11,718 12,960 12,231 13,026

Los Angeles Metro 10,150 9,696 12,937 11,820 9,823

San Diego (Other Southern California) 9,220 8,290 11,265 8,144 8,923

Total 30,703 29,704 37,161 32,195 31,772

2005/06 2006/07 2007/08 2008/09

Northern California2 11,525 12,339 12,596 12,628

Los Angeles Metro 9,923 11,316 12,378 10,822

San Diego (Other Southern California) 8,755 9,777 9,704 8,534

Total 30,203 33,432 34,678 31,984

Table VII-2. Hours Charged by HQES Attorneys to Administrative Matters

1 Excludes hours charged to Appeals, Mandates, Civil-State, Civil-Federal, Civil Rights, Employment, and Tort matters
2 Includes Fresno, Sacramento, Oakland, and San Francisco offices.

2005 through 20091

Calendar Year (Actual)
HQES Office(s)

Fiscal Year (Interpolated)
HQES Office(s)



Exhibit VII-4

Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total

30,203 12,339 11,316 9,777 33,432 12,596 12,378 9,704 34,678 12,628 10,822 8,534 31,984

Default Decisions 6 2 0 3 5 5 3 2 10 1 6 5 12

Accusations Withdrawn or Dismissed 22 5 4 6 15 11 6 19 36 8 8 4 20

Post-Filing Stipulations Submitted 143 45 52 42 139 41 46 58 145 40 45 37 122

Proposed Decisions Submitted 33 9 17 13 39 9 14 15 38 11 12 12 35

Total Completed Cases with District Office Identifiers 204 61 73 64 198 66 69 94 229 60 71 58 189

27 16 0 0 16 21 0 0 21 15 0 0 15

Default Decisions 12 7 0 0 7 9 0 0 9 17 0 0 17

Accusations Withdrawn or Dismissed 2 5 0 0 5 10 0 0 10 3 0 0 3

Post-Filing Stipulations Submitted 21 39 0 0 39 31 0 0 31 23 0 0 23

Proposed Decisions Submitted 7 8 0 0 8 5 0 0 5 10 0 0 10

Total Completed Cases with Out-of-State Identifiers 42 59 0 0 59 55 0 0 55 53 0 0 53

273 136 73 64 273 142 69 94 305 128 71 58 257

HQES Attorney Hours Charged per Completed Prosecution
Cases with District Identifiers and SOIs Only 131 160 155 153 156 145 179 103 139 168 152 147 157

HQES Attorney Hours Charged per Completed Prosecution
Cases with District or Out-of-State Identifiers and SOIs - Weighted 3 127 144 155 153 150 132 179 103 134 152 152 147 151

$146 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158

$20,066 $22,752 $24,490 $24,174 $23,700 $20,856 $28,282 $16,274 $21,172 $24,016 $24,016 $23,226 $23,858

Hourly Billing Rate for Attorney Services

Average Attorney Cost per Case

Output or Performance Indicator
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Hours Charged to Administrative Matters by HQES Attorneys 1

Total Completed Cases, Including SOIs and Cases with Out-of-State
Identifiers (IDENT 16)

Statement of Issues (SOI) - Stipulations and Proposed Decisions
Submitted (IDENT 20)

1 Data shown excludes hours charged for cases classified as Appeals, Mandates, Civil-State, Civil-Federal, Civil Rights, Employment, and Tort matters.
2 Data shown excludes cases involving Probationers, petitions for modification or termination of probation, petitions for reinstatement, and CME audit failure, Operation Safe Medicine, and Internet cases.
   The excluded cases are believed to be proportionately distributed throughout the State.
3 Out-of-State cases which, on average, take substantially less Attorney time to complete, are weighted 15 percent.

Estimated HQES Attorney Hours Charged per Completed Prosecution - 2006/07 through 2008/09
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During 2007/08, HQES’ Los Angeles office billed significantly more hours to Administrative matters than billed during both 2006/07 
or 2008/09, but completed fewer prosecutions, resulting in a higher average number of hours billed per completed case. The especially 
low average number of hours billed during 2007/08 per completed case shown for HQES’ San Diego office is partially attributable to 
withdrawal or dismissal of an unusually large number of cases (19) during 2007/08 (a non-positive outcome). However, due to the 
especially large total number of cases completed by the San Diego office, even if the performance ratio is adjusted to exclude most of the 
withdrawn/dismissed cases, the average number of hours billed per completed case would still be significantly lower than shown for both 
of the other regions.  

In summary, a portion of the additional staffing resources authorized for HQES to support implementation of VE was utilized to 
provide higher levels of prosecution-related services. This is especially evident during 2007, and was concentrated primarily in HQES’ Los 
Angeles and San Diego (Other Southern California) offices. Subsequently, during 2008 and 2009, these HQES offices redirected some of 
these resources toward providing higher levels of investigation-related services. There may also have been some shifting in the reporting of 
hours for the some prosecution-related activities (e.g., time spent on ISOs, TROs, and PC 23s and drafting accusations is sometimes 
posted to Investigation matters). In contrast, in the Northern California region there were only minimal shifts during the past two (2) years 
in the allocation of Attorney resources between investigation and prosecution-related services. Additionally, although fewer hours were 
billed by the Los Angeles office for prosecution services during 2008/09 compared to the prior two (2) years, the number of hours billed 
per completed case was still the same, or higher, than billed for cases handled in each of the other two geographic regions of the State 
(even without adjusting for time posted to Investigation matters for prosecution-related services, such as time spent on ISOs, TROs, and 
PC 23s and drafting accusations). Finally, during the past several years an average of less than 150 Attorney hours were billed per 
completed case (weighted) and the Medical Board’s cost for these services averaged about $23,000 per case (weighted). 

K. Recommendations for Improvement 

Below we discuss several key recommendations for improving prosecution process performance. These recommendations concern 
(1) supplemental investigations, (2) decline to file cases, and (3) Out-of-State cases. Additional recommendations that would impact 
prosecutions are included in Section X (Organizational and Management Structures), including recommendations involving: 

 Identifing “Best Practices” in Vertical Enforcement from the data gathered, instituting these practices uniformly 
throughout the State, and amending the pilot to include these practices for further analysis 

 Scaling back and optimizing HQES Attorney involvement in District office investigations 

 Restructuring the management of District office investigations to create consistency of investigation handing under  
MBC/HQES functions under VE 

 Restructuring the handling of Section 801 cases 
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 Developing new organizational structures and processes for managing HQES expenditures and tracking cases following 
referral for prosecution 

 Improving workload and performance reporting processes. 

1. Supplemental Investigations and Decline to File Cases 

It is apparent from our review that HQES DAGs in Los Angeles request supplemental investigations and decline to file 
accusations more frequently than other offices.  When a supplemental investigation is requested or an accusation filing is 
declined by Los Angeles while other HQES offices would accept and prosecute the same case, it triggers a dispute between 
HQES and Medical Board staff that consumes enormous amounts of resources at all levels throughout both organizations. 
These disputes are contentious and may poison working relationships. Ironically, these disputes primarily occur in the Los 
Angeles region where DAG involvement in the investigation process is greatest. 

Recommendation No. VII-1. Establish independent panels to review all requests for supplemental investigations and 
all decline to file cases. The reviews should be completed expeditiously (e.g., within 1 to 2 days of issuance of the 
request for supplemental investigation or Decline to File Memorandum). For Northern California cases, the panel 
members should include a Regional Manager and Supervising DAG from the Southern California region, plus the 
Medical Board’s HQES Services Monitor (see Recommendation No. X-6). For Southern California cases, the panel 
members should include a Regional Manager and Supervising DAG from the Northern California region, plus the 
Medical Board’s HQES Services Monitor. The panels should review all decline to file cases and all requests for 
supplemental investigations for any cases where preparation of the pleading will be delayed pending completion of 
the supplemental investigation, and then advise the Chief of Enforcement, the Senior Assistant Attorney General, 
and all Medical Board and HQES Managers and Supervisors involved in the matter as to the results of their review, 
including recommended disposition of the matter.  
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2. Out-of-State Cases 

The processes used to prepare accusations for Out-of-State cases are currently working reasonably well. Some Out-of-
State cases are currently handled by Medical Board staff without HQES involvement, but most cases are referred to HQES, 
which prepares an accusation and, in most cases, negotiates a surrender of the Subject’s license. It is unclear why an HQES 
Attorney is needed to perform these services for all of these cases. Additional staffing for DCU is expected to be authorized 
through the 2010/11 Budget which could provide DCU with the capability to draft many of these accusations, file the 
pleading, and negotiate related license surrenders. HQES Attorney involvement could be limited to reviewing the draft 
accusation and stipulation (on-line) and handling a limited number of more complex cases. Use of Medical Board staff in lieu 
of HQES Attorneys would reduce costs for these services and enable redirection of HQES resources to other cases. 

Recommendation No. VII-2. Restructure the processes used for preparing accusations for Out-of-State cases to 
reduce the number of cases referred to HQES. Utilize DCU staffing resources to draft accusations and license 
surrender stipulations for Out-of-State cases. 
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Results of this assessment show that the investigations and prosecutions of Probationers are being adversely impacted by the same 
factors as are impacting investigations and prosecutions of Non-Probationers. Recommendations for improvement that would impact the 
investigations and prosecutions of Probationers are included in Sections H (Investigations), and Section L (Organizational and Management 
Structures), including recommendations involving: 

 Restructuring the management of District office 
investigations 

 Scaling back and optimizing HQES Attorney involvement 
in District office investigations 

 Developing new organizational structures and processes 
for managing HQES expenditures and tracking cases 
following referral for prosecution 

 Improved workload and performance reporting 
processes.

Additionally, needs exist to improve the processes used to ensure that on-going probation monitoring functions are regularly and properly 
performed. 

Recommendation No. VIII-1. Develop systems for tracking and reporting completion of quarterly reviews, random office visits, 
and other key probation monitoring activities. 

Currently, petitions for modification or termination of probation are submitted to DCU which forwards the petitions and supporting 
documentation to the Probation Unit Manager who researches the cases and determines whether to assign the petitions to Probation Unit 
staff or refer to the District offices for investigation. Cases involving Probationers with compliance deficiencies or another active 
investigation are referred to the District offices. Otherwise, the cases are assigned to staff within the Probation Units. Cases referred to 
the District offices are handled as VE cases, with joint assignment of an HQES Attorney and an Investigator to each case. Following 
investigation by either the Probation Unit or the District office, and irrespective of the Probationer’s compliance record or the nature of the 
requested changes to the terms and conditions of their probation, the petitions are transmitted to HQES which presents the cases for 
hearing. 

It is unclear why cases referred to the District offices are included in the VE Pilot Project as they are not complaints and the basic 
character of these cases, and the types of investigations performed, are completely different from complaints. It is also unclear why 
hearings are required for all of these matters. A Medical Board analyst could potentially review the cases prior to referral to HQES and 
make a determination, in some cases, as to whether to accept the petition and then present it directly to the Board, without any 
involvement of HQES and OAH. The remaining cases could still be referred to HQES for hearing. 

Recommendation No. VIII-2. Restructure the processes used for investigating petitions for modification or termination of 
probation. Exclude cases referred to the District offices from the VE Program, and screen out petitions from referral to HQES 
that do not need a hearing before an ALJ. 
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This assessment highlights significant changes in overall Enforcement Program outputs and performance that occurred during the 
past several years following implementation of VE. Key statistical measures of overall Enforcement Program performance include: 

 Number of ISOs/TROs sought and granted 

 Number of accusations filed and average elapsed time from referral for investigation to accusation filed 

 Number of stipulations received and average elapsed time from referral for investigation to stipulation received 

 Number of disciplinary actions, decomposed by level of discipline imposed. 

Since implementation of VE during 2006 there has been a marked deterioration in overall enforcement process performance. 
Investigator turnover has increased, fewer interim suspension actions are taken, investigations take longer to complete, fewer cases are 
referred for prosecution, and there has not been any significant improvement in the disciplinary outcomes achieved or the timeframe to 
achieve these outcomes. Concurrently, the Medical Board’s costs for HQES legal services have increased due to rate increases and 
increased Attorney staffing authorized to support implementation of VE. Of particular concern is the increase in the amount of time needed 
to complete quality of care case investigations. These investigations already take an average of more than 18 months to complete for 
cases that are referred for prosecution.  

The more intensive involvement of HQES Attorneys in investigations appears to be contributing to elevated attrition of seasoned 
Investigators and deteriorating Enforcement Program performance. These impacts are most apparent in the Los Angeles region where 
HQES Attorney involvement is greatest (2 to 3 times higher than the level of involvement of HQES Attorneys in other regions of the 
State). Recently implemented policy changes requiring a second Medical Expert opinion for most (or all) single patient cases assigned to 
Los Angeles District offices could further increase the amount of time needed to complete some quality of care case investigations, 
increase Investigator caseloads, reduce the availability of Medical Experts, particularly in specialized areas of practice, and increase 
Investigator turnover and Medical Board costs. Finally, as aged cases migrate from the Investigation Stage to the Prosecution Stage during 
2009/10 and subsequent years, it is likely that average elapsed times from case referral for investigation to stipulation received will 
increase. 

There are a number of factors over the past several years that have contributed to the Enforcement Program’s inability to meet its 
goals. The loss of Investigators to a number of state agencies is likely to have contributed, although it is not possible to know whether or 
to what extent goals would have been met if fewer Investigators had separated from the Board. It is, however a fact that the Board has 
experienced a number of lateral transfers (non-promotional) to other State agencies subsequent to implementation of Vertical Enforcement. 
Some staff were disappointed that pay raises did not materialize, case levels did not decline as hoped, and the Investigators were not 
transferred to the Department of Justice. It is also a fact that there are tensions between Medical Board and HQES management, and a 
lack of consistency of VE implementation among regions. All parties involved are jointly responsible for ensuring stability and an 
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employment environment conducive to productivity, and it would appear that significant and continuing problems in this area have not 
been sufficiently addressed. Although current Enforcement Program staffing levels are higher than they have been in several years and the 
workforce is stable, likely due to current economic conditions, as the economy improves the Medical Board may again experience high 
attrition and vacancy rates if improvements are not made. 

A. Complaints Handled and Average Elapsed Times from Initiation to Referral for Investigation or Prosecution 

During 2008/09 the average elapsed time to close or refer complaints for investigation or prosecution was about 2.5 months, 
excluding a significant number of non-jurisdictional complaints closed during the Intake Stage. For complaints not reviewed by a Medical 
Specialist, the average elapsed time to close or refer complaints for investigation or prosecution was about two (2) months. For complaints 
reviewed by a Medical Specialist, the average time to close or refer the complaints was about four (4) months. Some High Priority 
complaints are referred for investigation or prosecution with only limited screening. Consequently, for complaints referred for investigation 
or prosecution, the average elapsed time was shorter than the average elapsed time for complaints that are closed and referred for 
investigation or prosecution (about 2.1 months for complaints that are referred for investigation or prosecution compared to 2.6 months 
for complaints that are closed or referred). Reflecting additional time requirements to obtain records and have a Medical Consultant review 
the cases, the average elapsed time to close or refer quality of care complaints, which account for about one-half of all complaints, was 
about three (3) months. The average elapsed time to close or refer other complaints was less than two (2) months. Following 
implementation of requirements for review of all quality of care complaints by a Medical Specialist, the proportion of complaints referred 
for investigation or prosecution decreased by about 15 percent (from 20 percent to 17 percent). In recent years only about 17 percent of 
complaints were referred for investigation or prosecution. 

During the past several years, the number of complaints opened decreased by about 5 percent, the number of complaints closed 
decreased by about 10 percent, and the number of complaints referred for investigation or prosecution decreased by about 15 percent. 
Concurrently, the number of pending complaints and the average elapsed time to close or refer cases increased by about 25 percent. 
Recent growth in the number of pending complaints and increases in average elapsed times to close or refer complaints appear unrelated 
to implementation of Specialist review requirements earlier in the decade. Rather, these increases, which are concentrated in the past two 
(2) years, appear to be primarily a result of: 

 The reduced availability of staffing resources due to restrictions on the use of overtime, staff turnover and vacancies, and 
work furloughs 

 Changes in the composition of complaints, including significant decreases in Out-of-State and Medical Board-originated 
cases which, on average, are closed or referred for investigation or prosecution much more quickly than other complaints. 

 



 
IX. Integrated Assessment of Enforcement Program Performance 

 
 

 IX - 3   

B. ISOs/TROs Sought and Granted 

It was anticipated that, as a result of earlier involvement of HQES Attorneys in case investigations, increased numbers of ISOs and 
TROs would be sought and granted, which would enhance consumer protection by more quickly restricting the physician’s practice of 
medicine. During the past several years, significantly fewer ISOs and TROs were sought. Also, significantly fewer were granted. 
Implementation of VE has not increased the number of ISOs and TROs sought and granted, notwithstanding higher levels of Attorney 
involvement in the investigations. Instead, since implementation of VE, the number of ISOs and TROs sought and granted has decreased 
by more than 30 percent. This decrease significantly exceeds any decrease that could be attributed to reductions in the number of cases 
referred for investigation. 

C. Accusations Filed and Average Elapsed Times from Referral for Investigation to Accusation Filed 

Another anticipated benefit of VE was a reduction in elapsed times from referral of a case for investigation to filing of the 
accusation. For example, it was expected that with HQES Attorneys more involved with investigations, it would take less time to obtain 
medical and other records needed to determine the merits of a complaint. Also, cases that were not viable could be identified and closed 
more quickly, thereby enabling redirection of resources to other cases, and accelerating completion of the investigations while concurrently 
improving the quality of the cases. Finally, because an HQES Attorney would have directed various investigative activities, including the 
gathering of evidence, interviewing patients, witnesses, and subjects, selecting a Medical Expert, and reviewing the Medical Consultant’s 
and Medical Expert’s reports, and reports prepared by the Investigator, it would take significantly less time to prepare the accusation, 
which provides notice to the public of alleged negligence or misconduct by a licensee. 

As shown by Exhibit IX-1, on the next page, these expected performance improvements have not been realized. For cases with 
District office Identifiers, the average elapsed time from referral for investigation to accusation filed increased by two (2) months during 
the past several years. Average elapsed times from referred for investigation to accusation filed increased in all three (3) geographic 
regions. However, there were significant performance variances between the regions. The Northern California and Other Southern 
California regions had much shorter average elapsed times than the Los Angeles region (17 to 19 months for the Northern California and 
Other Southern California regions compared to 22 to 23 months for the Los Angeles region, a difference of 5 to 6 months). From this data 
it is abundantly clear that the much higher level of involvement of HQES Attorneys in Los Angeles region cases has not provided any 
differential benefit in terms of achieving lower average elapsed times from referral of a case for investigation to filing of the accusation. 
The higher level of involvement of HQES Attorneys in Other Southern California region cases, as compared to the level of involvement of 
HQES Attorneys in Northern California region cases, also has not provided any differential benefit in terms of achieving lower average 
elapsed times from referral a case for investigation to filing of the accusation. 
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Number
of Filings
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2004 48 17 61 19 54 14 163 17 2004 48 17 61 19 53 14 162 17

2005 56 19 56 22 71 16 183 19 2005 55 18 55 21 71 16 181 18

20062 54 17 45 21 50 17 149 18 20062 54 17 43 21 48 16 145 18

2007 66 17 65 22 67 16 198 18 2007 65 16 55 20 66 16 186 17

2008 60 18 50 21 45 18 155 19 2008 60 18 49 20 43 18 152 19

2009 72 19 51 21 64 19 187 20 2009 71 18 48 20 61 19 180 19

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

2004 2 13 3 19 10 11 178 16 2004 2 13 3 19 10 11 177 16

2005 2 8 0 0 5 27 190 19 2005 2 8 2 17 185 18

20062 3 9 1 35 0 0 153 18 20062 3 9 1 35 149 18

2007 5 12 0 0 1 18 204 18 2007 5 12 1 18 192 17

2008 4 10 2 23 0 0 161 19 2008 4 10 2 23 158 18

2009 0 0 1 36 6 15 194 19 2009 1 36 6 15 187 19

2004 through 2009

2 The Vertical Enforcement Pilot Project was jointly implemented by the Medical Board and HQES beginning during January 2006.

1 Over the six-year period from 2004 through 2009, excludes 279 accuations filed related to Out-of-State (IDENT 16) cases transmitted by DUC directly to HQES, and 16 accusations
   filed related to Headquarters, CME audit failure, and Internet cases (IDENTs 20, 21, and 23) transmitted by various Headquarters Units directly to HQES. Also excludes five (5) cases
   involving petitions to revoke probation (IDENT 'D').

Average Elapsed Times from Referral to Investigation to Accusation Filed, by Identifier

Total

Out of State
(IDENT 16)

HQ, CME Audit,
and Internet

(IDENT 20,21, and 23)

Northern California Other Southern
California

Including Cases with Transmittal to Filing Timeframes Exceeding 18 Months

Total
All Case Identifiers

Cases with Other Identifiers1

Total

Probation
(IDENT 19)Year Year

Cases with Other Identifiers1

Total
All Case Identifiers

HQ, CME Audit,
and Internet

(IDENT 20,21, and 23)

Out of State
(IDENT 16)

Probation
(IDENT 19)

Year Year

Cases with District Office Identifiers

Excluding Cases with Transmittal to Filing Timeframes Exceeding 18 Months

Cases with District Office Identifiers

Los Angeles MetroNorthern California Other Southern
CaliforniaLos Angeles Metro
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D. Accusations Withdrawn or Dismissed 

With greater HQES Attorney involvement in investigations, it might be expected that fewer accusations would be withdrawn or 
dismissed. However, the number of accusations withdrawn or dismissed is small in comparison to the total number of accusations filed 
(about 10 percent), and accusations may be withdrawn or dismissed due to changing circumstances and other factors that are completely 
outside of the control of both the Medical Board and HQES (e.g., successful completion of the Diversion Program, death of the Subject, 
etc.). 

A review of the statistical data appears to show that dismissals and withdrawals have remained essentially constant over the past 
five years.  Changes appear to be due to statistical spikes only, and do not reflect any continuous trend or pattern. 

During the past five (5) years there have not been any sustained changes in the number of accusations withdrawn, and the number 
of accusations dismissed recently increased. Due to a one-year spike in accusations withdrawn and dismissed during 2007/08, the average 
number of accusations withdrawn or dismissed during the past two (2) years (29 cases per year) was significantly higher than the average 
number of accusations withdrawn or dismissed during the preceding three (3) years (21 cases per year).  

Most of the accusations that were withdrawn or dismissed during 2007/08 involved cases that were investigated by District offices 
in the Northern California or Other Southern California regions. During 2007/08, 26 accusations were withdrawn and 10 were dismissed. 
About a dozen cases were withdrawn after determining that there was not sufficient evidence to prevail at a hearing. Other causes for 
these withdrawals included: 

 The Medical Expert changed their opinion (about a half-dozen cases) 

 The license was cancelled, the respondent died, or the statute of limitations ran (several cases) 

 The Subject successfully completed the Diversion Program (2 cases). 

The unusually high number of accusations withdrawn during 2007/08 did not persist into 2008/09. 
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E. Stipulations Prepared and Average Elapsed Times from Referral for Investigation to Stipulation Received 

Implementation of VE was expected to reduce average elapsed times from referral of a case for investigation to stipulation received, 
which effectively represents completion of the prosecution phase of the enforcement process. It was anticipated, for example, that in 
addition to reducing the average elapsed times to complete investigations and file accusations, that implementation of VE might (1) 
marginally increase the proportion of cases that are settled without a hearing, and (2) reduce the average elapsed time to negotiate a 
settlement and prepare the stipulation. 

With respect to increasing the proportion of cases that settle rather than proceed to hearing, about 80 to 85 percent of cases 
usually settle without a hearing. Thus, it was considered unlikely that implementation of VE would significantly increase the proportion of 
cases that might settle without a hearing. On an annual basis for the past six (6) years, the proportion of cases that did not settle, and 
proceeded to hearing, fluctuated between 15 and 20 percent. There is no evidence that implementation of VE had any significant 
beneficial impact in terms of increasing the proportion of cases that settle without a hearing. 

As shown by Exhibit IX-2, on the next page, for cases with District office Identifiers: 

 The number of stipulations submitted decreased during the last several years, particularly in the Los Angeles and Other 
Southern California regions 

 The average elapsed times from referral for investigation to stipulation received changed very little and, for all regions, 
this performance measure was only marginally lower during the past three (3) years than during the preceding three (3) 
years. 

However, as aged cases migrate from the Investigation Stage to the Prosecution Stage during 2009/10 and subsequent years, it is likely 
that the average elapsed times from referral for investigation to stipulation received will increase. Additionally, there are significant 
performance variations between geographic regions of the State. For example, the Los Angeles region consistently had significantly higher 
average elapsed times from referral for investigation to stipulation received than the other regions. During the past two (2) years the 
average elapsed time for the Los Angeles region was about seven (7) months longer than the average elapsed time for the Northern 
California region, and about three (3) months longer than the average elapsed time for the Other Southern California region. 

 



Exhibit IX-2
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Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

2004 50 2.2 64 3.1 39 2.5 153 2.7 2004 48 2.1 60 3.0 39 2.5 147 2.6

2005 36 2.4 49 3.1 50 2.4 135 2.7 2005 34 2.3 43 2.9 49 2.4 126 2.5

20062 40 2.4 66 3.1 38 2.7 144 2.8 20062 37 2.1 59 2.9 33 2.3 129 2.5

2007 48 2.0 33 2.9 55 2.8 136 2.5 2007 48 2.0 32 2.8 51 2.5 131 2.4

2008 30 2.1 45 2.6 44 2.4 119 2.4 2008 29 1.9 41 2.5 41 2.3 111 2.3

2009 52 2.2 45 3.0 34 2.4 131 2.5 2009 50 2.1 41 2.8 33 2.4 124 2.4

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

2004 1 0.6 154 2.6 2004 1 0.6 148 2.6

2005 2 1.3 4 4.0 7 2.4 148 2.7 2005 2 1.4 2 3.1 7 2.4 137 2.5

20062 2 4.0 146 2.8 20062 1 3.8 130 2.5

2007 4 1.1 2 3.6 2 0.7 144 2.5 2007 4 1.1 2 3.6 2 0.7 139 2.3

2008 3 1.4 1 1.3 3 2.8 126 2.4 2008 3 1.4 1 1.3 2 1.6 117 2.2

2009 1 3.3 1 2.9 1 0.9 134 2.5 2009 1 3.2 1 2.9 1 0.9 127 2.4

1 Over the six-year period from 2004 through 2009, excludes 24 subsequent submissions related to the same complaint, 176 stipulations related to Out-of-State (IDENT 16) cases transmitted
   by DCU directly to HQES, and 82 cases involving petitions to revoke probation (IDENT 'D').

Average Elapsed Times from Referral for Investigation to Stipulation Received, by Identifier

Total

Out of State
(IDENT 16)

HQ and Internet
(IDENT 20, 22, and 23)

Northern California Other Southern
California

Including Cases with Post-Investigation Elapsed Times Exceeding 3 Years

Out of State
(IDENT 16)

HQ and Internet
(IDENT 20, 22, and 23)

Total
All Identifiers

Cases with Other Identifiers

Total

Probation
(IDENT 19)

2 The Vertical Enforcement Pilot Project was jointly implemented by the Medical Board and HQES during January 2006.

Year Year

Cases with District Office Identifiers

Los Angeles Metro

Probation
(IDENT 19)Year Year

Cases with Other Identifiers
Total

All Identifiers

2004 through 2009

Excluding Cases with Post-Investigation Elapsed Times Exceeding 3 Years

Cases with District Office Identifiers

Los Angeles MetroNorthern California Other Southern
California
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Finally, as shown by Table IX-1, below, during the past several years average elapsed times from referral for investigation to 
stipulation received have changed very little for either quality of care or for other cases. It was anticipated that the elapsed times for 
quality of care cases would be impacted most by implementation of VE (e.g., by reducing the time taken to obtain medical and other 
records). The average elapsed time to investigate and prosecute quality of care cases remains at least eight (8) months longer than the 
average elapsed time for other cases (i.e., an average of about 2.7 years, or longer, for quality of care cases compared to an average of 
about 2.0 years for other cases).  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

F. Efficiency of Investigations and Prosecutions 

Expectations that implementation of VE would improve efficiency have not been realized. To support implementation of VE, eight (8) 
additional Investigator and Assistant Investigator positions and 10 additional HQES Attorney positions were authorized. These additional 
positions increased Investigator staffing by about 10 percent and increased HQES Attorney staffing my more than 20 percent. Following 
implementation of VE, the number of investigations completed, the number of cases referred for prosecution, the number of accusations 
filed, and the number of stipulations prepared have all declined by 15 percent or more. Additionally, during this period the number of 
pending investigations and the number of pending legal cases both increased by more than 15 percent. In summary, higher levels of 
resources are now being used to produce increasingly lower levels of output. 

Number of
Stipulations

Average
Elapsed Time

Number of
Stipulations

Average
Elapsed Time

Number of
Stipulations

Average
Elapsed Time

2005 102 2.8 Years 35 2.2 Years 137 2.6 Years

20062 102 3.2 Years 42 1.9 Years 144 2.8 Years

2007 98 2.7 Years 42 2.2 Years 140 2.5 Years

2008 90 2.7 Years 32 1.7 Years 122 2.4 Years

2009 88 2.8 Years 44 2.1 Years 132 2.6 Years

2 The Vertical Enforcement Pilot Project was jointly implemented by the Medical Board and HQES beginning during January 2006.

1 Over the five-year period from 2005 through 2009, excludes 24 subsequent stipulation submittals related to the same complaint,
   141 stipulations related to Out-of-State (IDENT 16) cases transmitted by DCU directly to HQES, eight (8) cases involving
   probationers (IDENT 19), fifteen (15) cases originated by various Headquarters Units (IDENTs 20, 22, and 23), and 65 cases
   involving petitions to revoke probation (IDENT 'D').

Table IX-1. Average Elapsed Times from Referral for Investigation to Stipulation
Received, by Type of Case1 - 2005 through 2009

Quality of Care Cases Other Cases
Calendar Year

Total
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G. Disciplinary Outcomes 

Exhibit IX-3, on the next page, shows disciplinary outcomes by referral source for (1) a baseline period of four years from 2003/04 
through 2006/07, and (2) the most recent two fiscal years. As shown by Exhibit IX-3, the total number of disciplinary actions decreased 
from an average of 312 per year during the 4-year baseline period to an average of 292 per year for the past two years. Additionally, the 
decrease in numbers of disciplinary actions is even greater if Out-of-State cases, which are rarely handled by the District offices, are 
excluded. The data presented in Exhibit IX-3 show that disciplinary outcomes have not improved since implementation of VE. 

As discussed previously, there was no change in the number disciplinary actions involving license revocation, surrender, suspension, 
or probation for Other Southern California region cases, and the number of public reprimands increased significantly (from an average of 15 
per year, to an average of 22 per year). While the number of disciplinary actions taken involving Northern California region cases decreased 
by about 10 percent in recent years, there was only a minimal decrease in the number of disciplinary actions taken that required license 
revocation, surrender, suspension, or probation. In contrast, in recent years the number of disciplinary actions taken involving Los Angeles 
cases decreased by 13 percent overall, and the number of disciplinary actions involving license revocation, surrender, suspension, or 
probation decreased by 20 percent. The change in the number and types of disciplinary actions taken on cases investigated by Los 
Angeles region offices was the largest contributor to the decreases that have recently occurred in (1) the overall number of disciplinary 
actions taken, and (2) the number of disciplinary actions taken involving license revocation, surrender, suspension, and probation. These 
decreases were only partially offset by an increase in the number of public reprimand actions taken on cases investigated by District 
offices within the Other Southern California region. 

In recent years the number of disciplinary actions taken involving cases investigated by Los Angeles and Other Southern California 
region District offices each accounted for about 35 percent of all disciplinary actions taken on cases with District office Identifiers. In 
contrast, Northern California region cases accounted for only 28 percent of all disciplinary actions taken on cases with District office 
Identifiers. The comparatively lower proportion of disciplinary actions taken involving Northern California region cases reflects 
comparatively lower numbers of accusations filed in prior years. However, recent decreases in the number of accusations filed involving 
Los Angeles and Other Southern California region cases will likely lead to fewer disciplinary actions taken in the future on cases 
investigated by District offices in both of these regions. In contrast, the number of accusations filed involving cases investigated by 
Northern California region offices increased in recent years, which will likely lead to an increase in disciplinary actions taken in the future. 

HQES recently changed the geographic boundaries of its offices. Portions of the areas previously served by the Sacramento and San 
Diego offices were transferred to the Los Angeles office. These shifts could complicate future efforts to compare regional performance 
over time. 
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Patient, Patient Advocate, Family Member or Friend, Including
801.01(E) Reports 11.8 5.3 15.8 20.5 53.4 10.5 1.5 11.5 21.0 44.5 (1.3) (3.8) (4.3) 0.5 (8.9)

Insurance Companies and Employers, Including 801.01(B&C) Reports 5.1 1.8 11.0 18.3 36.2 2.0 0.5 11.5 19.0 33.0 (3.1) (1.3) 0.5 0.7 (3.2)

Health Facilities (Section 805 and Non-805 Reports) 9.8 2.0 11.0 5.5 28.3 9.5 2.0 13.0 3.0 27.5 (0.3) 0.0 2.0 (2.5) (0.8)

California Department of Health Services (or Successor State Agency) 3.8 2.3 7.3 3.0 16.4 4.5 1.0 7.5 3.5 16.5 0.7 (1.3) 0.2 0.5 0.1

M.D., Pharmacist, Allied Health or Healing Arts Licensee, or Medical Society
or Association 5.8 1.3 5.3 3.3 15.7 5.0 0.5 2.0 4.5 12.0 (0.8) (0.8) (3.3) 1.2 (3.7)

CII - Department of Justice, Criminal Identification and Information Bureau 4.5 0.5 2.0 0.8 7.8 5.5 0.0 3.5 1.0 10.0 1.0 (0.5) 1.5 0.2 2.2

Other Governmental Agencies, Including FDA, DEA, Other DCA Boards
and Bureaus, and 801 Reports 4.1 2.1 4.0 2.6 12.8 3.5 1.5 3.5 1.5 10.0 (0.6) (0.6) (0.5) (1.1) (2.8)

Other1 7.0 1.8 2.8 2.6 14.2 3.5 2.0 3.5 1.5 10.5 (3.5) 0.2 0.7 (1.1) (3.7)

Police/Sheriff Department, Coroner's Office, District Attorney, and Courts (803
Reports, Criminal Filings, and Non-Felony and Felony Conviction Reports) 5.3 1.3 3.0 0.5 10.1 3.0 0.5 2.0 0.5 6.0 (2.3) (0.8) (1.0) 0.0 (4.1)

Licensee Self-Reporting (2240(A), 801.01, 802.01, 802.1 and Misdemeanor
Conviction Reports) 0.3 1.0 0.8 4.5 6.6 0.5 0.5 1.0 2.5 4.5 0.2 (0.5) 0.2 (2.0) (2.1)

California Attorney General and Department of Justice, Including Medi-Cal
Fraud and Narcotics Enforcement Bureaus 0.8 0.3 0.8 0.3 2.2 2.0 0.0 1.0 0.5 3.5 1.2 (0.3) 0.2 0.2 1.3

Total, Excluding Out of State and Medical Board Originated Cases 58.3 19.7 63.8 61.9 203.7 49.5 10.0 60.0 58.5 178.0 (8.8) (9.7) (3.8) (3.4) (25.7)

  Out of State Medical/Osteopathic Boards 34.1 0.5 11.0 20.8 66.4 31.0 1.0 11.0 40.0 83.0 (3.1) 0.5 0.0 19.2 16.6

  Medical Board Originated Cases 16.0 3.3 15.0 7.6 41.9 11.0 2.5 13.5 4.5 31.5 (5.0) (0.8) (1.5) (3.1) (10.4)

Total, Including Out of State and Medical Board Originated Cases 108.4 23.5 89.8 90.3 312.0 91.5 13.5 84.5 103.0 292.5 (16.9) (10.0) (5.3) 12.7 (19.5)

1 Includes CA Medical Review Inc., 803.6, 364.1, and NPDB reports, Jury Verdict Weekly, HEAL, MQRC District, WE Tip, Consumer or Industry Group, Employee, Co-worker, Witness, Informant, Anonymous, and Unknown.

Disciplinary Actions by Referral Source
(Average Annual Rate)

Referral Source

Conventional Enforcement - 2003/04 to 2006/07 Vertical Enforcement - 2007/08 to 2008/09 Change
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This section summarizes results of our analysis of the Medical Board’s organizational and management structures. Our analyses 
focused primarily on Enforcement Program organizational structures and management issues. Organizational structure and management 
issues concerning the Licensing Program are addressed separately in Section XI (Licensing Program). 

A. Investigations of Section 801 Cases 

The Medical Board is currently planning to establish a new Sacramento-based unit that will use non-sworn staff to investigate 
Section 801 and selected other cases. Section 801 cases are distinguished from other cases because they involve a reported settlement of 
a malpractice case, and a substantial portion of the investigative activity involves identifying, collecting, and reviewing medical and other 
records, such as transcripts of depositions or court proceedings. Medical Board management believe that investigations of many of these 
cases can be completed by non-sworn staff, working jointly with HQES Attorneys, without referring the cases to District offices for 
investigation by a sworn Investigator. Non-sworn staff and clerical support resources are expected to become available in stages during 
2010/11 and 2011/12 as part of a currently pending BCP that is expected to be included in the State’s 2010/11 Budget. Section 801 
cases currently account for about 10 percent of all cases referred to the District offices for investigation. 

Recommendation X-1. Restructure the handling of Section 801 cases by establishing a centralized unit comprised of non-
sworn staff to investigate Section 801 and selected other cases. 

B. Management of District Office Investigations 

The current management of field investigations differs among regions. Vertical Enforcement has been implemented differently in 
different offices with varied success. Conflicts have arisen among Board and HQES at all levels throughout the State, but particularly in the 
Los Angeles region. Conversely, in some offices staff are respectful of each other’s roles in the process and there is greater productivity.  
The level of DAG involvement with investigators also varies, with the Los Angeles office by far having the most DAG involvement in 
investigations while referring fewer cases for prosecution.   

While problems with some critical investigative activities have always been experienced, and are to be expected (scheduling of 
interviews), they appeared to have not been helped by the implementation of VE, and may have been made worse. Disagreements about 
the need for supplemental investigation activities and the need for second Medical Expert opinions create conflicts that have not been 
finally resolved, and continue to fuel disagreements. The conflicts need a final resolution based on best practices. 

The statutes and policies governing VE should be amended to establish the best practices indentified and as implemented in the 
Northern and Other Southern California regions. Currently, the statutes “permit the Attorney General to advise the Board on legal matters 
such as whether the board should file a formal accusation, dismiss the complaint for a lack of evidence required to meet the applicable 
burden of proof, or take other appropriate legal action.” Different regions have interpreted this code differently, giving rise to different 
investigation practices by MBC and HQES staff. This ambiguity should be addressed so that there is a uniform understanding of everyone’s 
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role in the process. Without such clarification, the Medical Board will continue to have responsibility for investigations while having little 
authority over their direction. 

The Medical Board should be clearly identified in statute as the sole, final authority for purposes of determining whether to continue 
an investigation. HQES’ responsibility regarding such decisions should be limited, as provided by current statutes, to providing advice to 
the Board. In cases where the Medical Board elects to continue an investigation, HQES Attorneys should be available and supportive of 
these efforts, irrespective of any prior advice or decision. If the case is again referred for prosecution after the investigation is completed, 
then HQES can always reject the case at that time. 

Recommendation No. X-2.  Amend the statutes governing Vertical Enforcement to clarify the Medical Board’s sole authority 
to determine whether to continue an investigation. 

Another significant problem with the management of District office investigations involves the extent of HQES Attorney involvement 
with the investigations, irrespective of the nature or complexity of the case. A high level of Attorney involvement in some investigations is 
warranted and beneficial to many, but not all, investigations. Prior to implementation of VE, the availability of HQES Attorneys to provide 
substantive legal support for investigations was limited to only a small percentage of cases. Now, in some cases, the pendulum has swung 
too far in the other direction. In some cases HQES Attorneys are now substantively involved in investigations where a lesser level of 
involvement would be just as beneficial, while avoiding many of the communication and coordination problems that otherwise arise. 

Currently, in some parts of the State the HQES Lead Prosecutor, who may also be a Supervising DAG, generally works 
collaboratively with the Medical Board’s District office Supervisor, reviews incoming cases (usually only one or two cases per week per 
office), regularly attends Quarterly Case Review meetings, and spends a few hours one or two days per week at the District office 
providing general consultation services to District office staff. In consultation with the District office Supervisor, needs are jointly identified 
for assignment of a Primary DAG to provide more substantive legal support services for specific cases on an exception basis. For other 
cases, the HQES Lead Prosecutor or Supervising DAG, along with the District office Supervisor, continues to monitor the status and 
progress of the cases and provides ad-hoc legal advice and consultation regarding the course of the investigation. With this approach an 
HQES Attorney would, for example, attend a Subject interview in only selected cases. 

In contrast with this approach, in some parts of the State a Primary DAG is usually assigned to each new case, and is then expected 
to be substantively involved throughout the investigation. In some cases this extends to participation, not just in Subject Interviews, but 
also to interviews with complainants, witnesses, and others, and not just for cases involving sexual misconduct. The activities of the 
Primary DAGs also can include conducting detailed reviews and analysis of medical and other records, review of the qualifications of 
potential Medical Experts, preparation of the instructions for the Medical Expert, review of the package submitted to the Medical Expert, 
and numerous other activities. With this approach, communications and coordination among all of the different team members, for all of 
the cases, necessarily becomes much more cumbersome and complex.  
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Another dimension of this problem involves conflicts related to the use of Lead Prosecutors (LPs). The statutes governing VE require 
that each investigation referred to a District office “be simultaneously and jointly assigned to an investigator and to the deputy attorney 
general in (HQES) responsible for prosecuting the case if the investigation results in the filing of an accusation.” The interim assignment of 
the LP to most cases at some District offices does not appear to be fully consistent with this requirement. The use of LPs was not 
incorporated in the VE model recommended by the Enforcement Monitor. It was created to address problems experienced after VE was 
implemented, including logistical, resource availability, and other problems associated with reviewing and assigning incoming cases and 
resolving communication problems and conflicts between District office and HQES staff. 

In some cases a Supervising DAG has served as the LP. This approach can reduce communication and coordination problems 
because the Supervising DAG has direct supervising authority over subordinate Attorneys. However, Supervising DAGs are apparently not 
always sufficiently available to perform the LP role for all District offices. Consequently, the Supervising DAG usually assign a subordinate 
Attorney to serve as the LP. The ability of the assigned Attorney to effectively perform some key LP duties appears to be highly dependent 
on (1) the authority delegated to the LP by their Supervising DAG, (2) the ability of the LP to exercise the authority delegated to them, and 
(3) the relationships between the LPs and their peers. Thus, the effectiveness of the LP appears to be highly dependent on the 
management style of their Supervising DAG and the individual personality characteristics and interpersonal skills of the LP. 

To reduce these conflicts, the statutes should be modified to eliminate mandatory requirements for joint assignment of a DAG for all 
cases referred for investigation. As a practical matter it cannot usually be determined when a District office investigation is opened 
whether the case will proceed to prosecution (most do not). Additionally, it is completely unrealistic to expect that the assignment of a 
DAG to a case will exist “for the duration of the disciplinary matter”, although it is preferable to minimize such changes. While it is 
beneficial to have an Attorney regularly available to review new investigations, attend case review meetings, monitor the status of pending 
investigations, and provide ad-hoc legal advice and assistance to Investigators, the mandatory assignment of a Primary DAG to all 
investigations is excessive and results in a multi-million dollar waste of valuable resources that could be better utilized for other purposes. 
Every case referred for investigation should not have to be “double-teamed”. 

The assignment of Primary DAGs to cases during the Investigation Stage should be permissive, based primarily on the complexity 
and needs of the case as jointly determined by the District office Supervisor and the Supervising DAG (or their designees). Assignment 
decisions should be made with due care, taking into consideration all of the other, sometimes conflicting, workload and resource demands 
of both the Medical Board and HQES. If not needed, a Primary DAG should not be assigned to a case. Management judgment should be 
exercised in making case assignment decisions, rather than mechanistically applying a one-size-fits-all approach to all investigations which 
results in higher Attorney caseloads, sub-optimal utilization of staffing resources, and poor overall performance. The assignment of a 
Primary DAG to all cases is as bad, or worse, than the pre-VE system where HQES Attorneys were largely unavailable to assist Medical 
Board Investigators during the Investigation Stage. There can, and should be, a more balanced approach between these two extremes that 
enables higher levels of Attorney support during the Investigation Stage when more intensive involvement is needed (not just because an 
Attorney is assigned, is available, and chooses to spend time working on the case). 
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Recommendation No. X-3. Implement the best practices, indentified and as implemented in the Northern and Other Southern 
California regions, statewide to optimize effective HQES Attorney involvement in investigations. Amend the statutes and 
policies governing Vertical Enforcement to establish the best practices identified in the Northern and Other Southern California 
regions. It would be helpful to amend the statute to make primary DAG assignments permissive, allowing Medical Board and 
HQES supervisors to jointly review incoming investigations to identify which cases would benefit from VE. Clarifying the 
statute as to the agencies’ roles, responsibilities, and authority over investigations would help assure greater uniformity of 
investigations among regions. 

C. Management of HQES Expenditures and Cases Referred for Prosecution 

There are significant deficiencies with both Medical Board and HQES management of cases referred for prosecution. The processes 
currently used for identifying and tracking the status of cases after they are referred for prosecution are frequently failing, particularly in 
the Los Angeles region. These processes appear, particularly in the Los Angeles region, to be largely dependent on individual District office 
Investigator or Supervisor detection and follow-up of past due cases. These follow-ups sometimes do not occur until several months after 
a case is referred for prosecution, or longer. Failures by the Medical Board to transmit cases and failures by HQES to acknowledge receipt 
of a referred case, and to communicate its acceptance or rejection of the case, exacerbates and further complicates this problem. 
However, even without these other problems, the absence of a planned completion date from HQES regarding when a pleading will be 
prepared makes it difficult for anybody to know which cases are being treated as urgent matters and whether the pleadings are past due. 
Similar problems sometimes occur after the pleading is filed (e.g., when several months elapse before a Request to Set is submitted on a 
case that the Medical Board considers urgent because the Subject poses a significant risk). 

Recommendation No. X-4. Require HQES to inform the Medical Board Regional Manager and HQES Services Monitor of the 
planned date for completing a pleading. The notice should be required to be provided within five (5) business days of referral 
of any case for prosecution. Also, require that all Medical Board Regional Managers meet (or conference) on a monthly basis 
with their HQES counterparts to review the status of all previously referred cases for which an accusation has not yet been 
filed. 

There also are significant deficiencies with both Medical and HQES oversight and management of expenditures for legal services 
(both investigation and prosecution). Currently, it appears that nobody at either HQES or the Medical Board closely reviews or analyzes the 
700 to 900 page Invoice Report that the Attorney General provides to the Medical Board each month to support their charges (which are 
paid automatically by a funds transfer by the State Controller’s Office from the Medical Board’s fund to the Department of Justice). 
Instead, the Invoice Report appears to go directly from an administrative services unit in the Department of Justice to the Medical Board’s 
fiscal unit, which maintains a cumulative tabulation of total expenditures for budget status tracking purposes and then files the report. 
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Needs exist to develop and implement a process that requires that the Supervising DAGs, Deputy Assistant Attorney General, 
District office Supervisors, and Regional Managers review and approve the reasonableness of HQES’ charges to all matters billed each 
month. The scope of the review should include verification that that the charges are posted to the correct cases. The Supervising DAGs 
should review and approve the time charges posted to Investigation and Administrative matters, or note exceptions that require correction, 
and then submit their portions of the Invoice Report to the Deputy Assistant Attorney General for final approval and submission to the 
Medical Board’s HQES Services Monitor. Concurrently, District office Supervisors should confirm that the time charges posted to 
Investigation matters are consistent with the Investigation activities performed during the reporting period, note any exceptions that 
require correction or further evaluation, and then submit their portions of the Invoice Report to their Regional Manager. The Regional 
Managers should review the charges posted to pending Administrative matters as part of their responsibilities related to tracking the status 
of pending accusations (see Recommendation No. XII-4, above), note any exceptions that require correction or further research, and then 
submit their region’s portion of the Invoice Report to the Medical Board’s HQES Services Monitor. The Medical Board’s HQES Services 
Monitor should monitor completion of all of the supervisory and management reviews and, in consultation with the Senior Assistant 
Attorney General, initiate corrective actions to address any exceptions or other problems identified as a result of completing the reviews. 

Recommendation No. X-5. Develop and implement an HQES Invoice Report review and approval process that provides for 
review of the reasonableness of HQES time charges. As necessary, require that HQES create new summary templates that 
display time charge data in a summary format that facilities completion of these reviews. 

Recommendation No. X-6. Establish a new HQES Services Monitor position within the Medical Board’s Enforcement Program 
to coordinate the provision of services to the Medical Board by HQES, continuously monitor and evaluate HQES performance 
and costs, resolve conflicts that arise between the agencies, and prepare and provide regular reports to Executive 
Management, the Medical Board, and oversight and control agencies.  
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D. Management Reports 

New monthly management reports should be developed and provided to Enforcement Program and HQES Managers and Supervisors, 
and Medical Board Executive Management. At a minimum, the reports should provide the following summary level output and performance 
measures for the reporting period, and for the preceding 12 months period: 

 Number of investigations closed, by Identifier, and average elapsed time from referred for investigation to closure 

 Number of investigations referred for prosecution, by Identifier, and average elapsed time from referred for investigation 
to referred for prosecution 

 Total number of investigations closed or referred for prosecution, by identifier, and average elapsed time from referred 
for investigation to closed or referred for prosecution 

 Number of accusations filed, by Identifier, average elapsed time from referred for prosecution to accusation filed, and 
average elapsed time from referred for investigation to accusation filed 

 Number of stipulations received, by Identifier, average elapsed time from accusation filed to stipulation received, and 
average elapsed time from referred for investigation to stipulation received 

 Number of proposed decisions received, by Identifier, average elapsed time from accusation filed to proposed decision 
received, and average elapsed time from referred for investigation to proposed decision received. 

Additionally, the monthly performance reports should provide consolidated output and performance data by geographic region and for the 
State as a whole (Northern California, Los Angeles, and Other Southern California). Quarterly summaries of this same information should 
be prepared and provided to the Medical Board. The quarterly summaries should also include fiscal year-to-date totals and time series data 
for the preceding three (3) fiscal years. Finally, all of the reports should possibly include a limited number of selected other output and 
performance measures, such as data regarding interim suspension activities (e.g., ISOs and PC 23s), petitions to revoke probation, 
compelled competency examinations, or disciplinary outcomes.  

Recommendation No. X-7. Develop new monthly management reports showing key output and performance measures by 
business unit and for the State as a whole. (Presently, data is provided to the Board on a statewide basis only.) Provide the 
monthly reports to all Enforcement Program and HQES Managers and Supervisors and to designated Medical Board Executive 
Office Managers and staff. Develop and provide the Board with quarterly Enforcement Program Output and Performance 
Summary reports that include data for the most recently completed quarter and time series data for the preceding three (3) 
fiscal years. 
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E. Government Code Section 12529.6(e) Requirements 

To carry out the Legislatures intent in requiring use of the Vertical Enforcement Model, and to enhance the Vertical Enforcement 
process, Section 12529.6 of the Government Code requires that the Medical Board: 

 Increase its computer capabilities and compatibilities with HQES in order to share case information 

 Establish and implement a plan to locate its Enforcement Program staff and HQES staff in the same offices, as 
appropriate 

 Establish and implement a plan to assist in team building between its Enforcement Program staff and HQES staff to 
ensure a common and consistent knowledge base. 

All of these requirements should be modified, or repealed. Each of these requirements is briefly discussed below. 

Computer Capabilities and Case Information Sharing – The Medical Board is currently supporting DCA’s efforts to develop the 
BREEZE2 System which would completely replace the Medical Board’s legacy Application Tracking System (ATS) and also the 
Complaint Tracking System (CAS). The Medical Board should not invest additional resources in CAS to make it compatible 
with HQES’ ProLaw System. However, the Medical Board should provide HQES with standard reports available from CAS to 
enable HQES to monitor the status of pending investigations and prosecutions. Additionally, the Medical Board should provide 
HQES with summary level Enforcement Program Output and Performance Reports (see Recommendation No. X-7). 

Co-location of District Office and HQES Staff – Co-location of District office and HQES staff would be inconsistent with our 
recommendations for more selective application of VE. Instead, as practiced currently, the Medical Board should be required 
to provide suitable space for Lead Prosecutors and Primary DAGs to work at its District offices, when needed (e.g., using 
“hoteling”).  

Team Building and Development of a Common and Consistent Knowledge Base – The Medical Board and HQES should be 
jointly responsible for developing training programs and providing them to their respective staff as needed to provide staff in 
both agencies with a common and consistent knowledge base. Requirements related to team-building should be addressed as 
part of the structured diagnostic review of factors contributing to elevated attrition of Medical Board Investigators that is 
recommended in Section VI (See Recommendation No. VI-3). 

Recommendation No. X-8. Amend or repeal Subsection(e) of Section 12529.6 of the Government Code. The 
Medical Board should not invest in CAS to make it more compatible with HQES’ ProLaw System and should not 
permanently co-locate Medical Board Investigators and HQES Attorneys. 
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F. Oversight of HQES Services 

When it was created during 1990, HQES was authorized 22 DAG positions. Following its formation, HQES also established a goal to 
file all accusations within 60 days of receipt of a completed investigation. The Legislation creating HQES also required that DAGs work on-
site at the Medical Board’s offices to assist with complaint handling and investigations. However, HQES determined that it was severely 
understaffed, and did not comply with this latter requirement. During 1992 and 1993 the Medical Board provided funding for 22 additional 
DAG positions (44 total Attorney positions). Subsequently, during the late-1990s, the Deputy in District Office (DIDO) Program was 
introduced whereby a DAG worked at each District office one or two days per week to provide prosecutorial guidance during 
investigations. However, the DIDO Program was not always consistently implemented at all District offices. 

To support implementation of VE, an additional ten (10) Attorney positions were authorized for in 2006. In addition to the Senior 
Assistant Attorney General, HQES is currently authorized 53 Attorney positions, plus four (4) Analyst positions. HQES also has seven (7) 
filled Secretary positions. However, even with these resources, and notwithstanding declines in the number of cases referred for 
prosecution, HQES continues to experience significant delays in filing accusations and in performing post-filing prosecutorial activities. In 
recent years HQES has filed fewer accusations and the number of interim suspensions also has declined. Concurrently, the number of 
pending accusations and the number of pending legal actions have increased. 

The results of this assessment show that issues concerning HQES’ performance have persisted for the past 20 years, 
notwithstanding authorization and funding of significant staffing increases. Results of the assessment also show that output and 
performance levels of HQES’ Los Angeles office are significantly lower than in other regions of the State, even though available staffing 
resources are disproportionately allocated to that office. The types of performance problems occurring in HQES’ Los Angeles office, as 
illustrated by the various case histories reviewed as part of this assessment, are especially disturbing, and cannot be attributed to 
differences in the types of cases investigated by Los Angeles District offices or differences in the quality of those offices’ completed 
investigations. While HQES’ Los Angeles office presumably has many very competent and dedicated Attorney’s on its staff, the problems 
identified, unfortunately, reflect poorly on the entire office. Also, the problems occurring at HQES’ Los Angeles office should not color 
perceptions of the organization as a whole, although similar problems may sometimes occur at the other offices, 

The Medical Board, and even the Department of Consumer Affairs, is limited in its ability to exercise oversight of HQES services 
because it is entirely dependent on HQES to provide legal support services and must work collaboratively with them on an ongoing basis. 
Periodic reviews of HQES’ services, costs, and performance should be completed by an independent entity, and results of the review 
should be provided to Department of Justice and Medical Board management as well as to oversight and control agencies. 

Recommendation No. X-9. Conduct periodic performance reviews of the services, costs, and performance of HQES, including 
the performance of each HQES office. Provide results of the reviews to Department of Justice and Medical Board 
management and to oversight and control agencies. 
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Below we present and briefly discuss seven (7) recommendations resulting from our review of HSC’s study of the Licensing Program 
and other related analyses performed as part of our assessment. 

Recommendation No. XI-1. Implement HSC’s Recommended Business Process Improvements 

Medical Board staff from the Licensing Program and other business units spent considerable time working with HSC to 
identify and assess the recommendations for improvement presented in HSC’s report. Additionally, about $40,000 was 
expended for the study. Potential benefits associated with implementing HSC’s recommendations for improvement should not 
be lost. As determined appropriate, the Licensing Program should implement HSC’s recommended business process 
improvements. If implemented, many of the recommendations could marginally improve internal effectiveness or efficiency, or 
the level of service provided to applicants, without incurring any significant additional costs. 

Recommendation No. XI-2. Conduct a Limited, High-Level Business Case Analysis of Potential Benefits, Costs, and Risks of a 
Document Management System (DMS) 

The Medical Board should consider conducting a limited, high-level business case analysis of potential benefits and costs 
of a DMS. This analysis should include researching document management systems used by DCA or other California State 
Government agencies and departments, such as the Contractors State License Board. Additionally, the analysis should include 
obtaining information from potential vendors, but not necessarily development and issuance of a Request for Information (RFI) 
as suggested by HSC. The analysis should focus on identifying and quantifying, where practicable, potential efficiency and 
other improvements that might be achieved, developing order of magnitude estimates of costs to develop and maintain the 
system, and comparing the potential benefits with the estimated costs. Additionally, the analysis should include an analysis of 
significant risk factors associated with development and implementation of such a system. If supported, the Business Case 
Analysis can be used to support development of Feasibility Study Report (FSR), if needed.  

Recommendation No. XI-3. Obtain Authorization to Convert Recently Established Limited-Term Positions to Permanent Status 

Based on the limited, high-level analysis of historical Licensing Program workload and staffing completed as part of our 
assessment, it appears that the eight (8) new positions proposed in the 2010/11 BCP would fully restore positions lost earlier 
in the decade and also provide additional positions justified on the basis of increased workloads since that time. Additionally, 
given the nature of the medical profession and health care industry needs for additional licensed physicians, it is highly 
unlikely that application workloads will diminish over time. Finally, when positions are classified as limited-term, there is a 
greater risk of higher staff turnover as incumbents transfer to other positions rather than risk losing their job in the event the 
position expires. Therefore, we recommend obtaining authorization to convert the recently established limited-term positions 
to a permanent status as soon as practicable. We understand that these positions were converted to a permanent status 
effective July 1, 2010. 
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Recommendation No. XI-3. Scale Back the Use of Retired Annuitants, Student Assistants, and Overtime, if Furloughs are 
Discontinued 

As discussed above, the recent addition of eight (8) new limited-term positions appears to be sufficient to fully restore 
positions lost earlier in the decade and also provide additional capabilities to process the larger number of license applications 
now submitted. Therefore, the Licensing Program should be able to significantly reduce its use of retired annuitants and 
student assistants, and overtime. We understand that Medical Board management has already begun implementing this 
recommendation. 

Recommendation No. XI-5. Conduct a Detailed Analysis of Licensing Program Workload and Staffing Requirements after a New 
Licensing Program Chief is Appointed 

The Licensing Program could potentially benefit from completion of a detailed analysis of Licensing Program workload 
and staffing requirements. Such an analysis could help Licensing Program management to (1) optimize the alignment of 
workload demands with available staffing capabilities and (2) determine how best to organize staff and needs for 
reclassification of existing positions, including determination of whether it would be beneficial to reclassify a rank and file 
position to the supervisory level to enhance management capabilities and further reduce supervisory spans of control. 
Implementation of this recommendation should be deferred until after a new Licensing Program Chief is appointed.  

Recommendation No. XI-6. Develop an Integrated Framework for Planning and Managing Licensing Program Performance 

Licensing Program management should develop an integrated framework for planning and managing Licensing Program 
performance that encompasses (1) establishing program goals and objectives, (2) developing plans, (3) monitoring operations, 
and (4) reporting results. The framework should be developed around a common set of quantified measures of outputs 
produced, resources used, service levels provided, and performance levels achieved. 

Recommendation No. XI-7. Resume Audits of Licensee Compliance with CME Requirements 

Audits of compliance with CME requirements are essential to ensure that licensee compliance levels do not deteriorate, 
and should be resumed as soon as practicable. 
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Section III.  License Fees, Expenditures, and Fund Condition 

Recommendation No. III-1.  Closely review each of the Attorney General’s monthly Invoice Reports for the past three (3) fiscal years (2007/08 
through 2009/10) to identify case billing inconsistencies by regions or billing anomalies that may have occurred. If significant over-charges are 
identified, request an adjustment in future billing periods. 

Recommendation No. III-2.  Maintain the current $783 initial and biennial fee structure. Reserves will likely fall below the 4-month ceiling set forth 
in statute within the next two to three years. 

Section V.  Complaint Intake and Screening 

Recommendation No. V-1.  Augment the Specialist Reviewer pool in targeted medical specialties and counsel or replace current Medical Specialists 
who consistently fail to complete reviews on a timely basis, or amend the governing statutes to provide flexibility to refer complaints for 
investigation without review by a Medical Specialist. 

Recommendation No. V-2.  Augment CCU’s workforce capabilities. When authorized, fill the new CCU and OST positions. Develop a specific plan 
detailing the program development and performance improvement goals and objectives that will be achieved by increasing authorized CCU and 
OST staffing levels. Track progress relative to the plan and provide periodic reports to the Medical Board showing progress in achieving each of 
the plan’s goals and objectives.  

Recommendation No. V-3.  Resume surveys of CCU customer satisfaction levels and compile and publish the results of the surveys. 

Section VI.  Investigations 

Recommendation No. VI-1. Augment Medical Consultant staffing. Medical Consultants should be available to all District offices all of the time 
(e.g., the equivalent of at least one full-time position per office, although actual availability will be less than full time due to vacations, sick leave 
and other time off). Because the Medical Consultant positions are classified as Permanent Intermittent, work hours can be adjusted to 
accommodate fluctuating workload demands, assuming a sufficient pool of resources is available to provide the services and the physicians are 
willing to work the number of hours needed. Offset costs for additional Medical Consultant positions by reducing expenditures for HQES 
investigation-related services (e.g., in the Los Angeles region). 

Recommendation No. VI-2. Eliminate the limitation on reutilization of Medical Experts and augment the Medical Expert pool and enhance 
capabilities. In addition to strengthening Medical Expert oversight and overall Expert Reviewer Program management and administration, consider 
redirecting some funding currently used for HQES investigation-related services toward establishing a new program under which the Medical Board 
would contract for the services of a pool of physicians to provide Expert Review services (e.g., through an Interagency Agreement with one or 
more University of California Medical Centers, although this model may have its own problems relating to conflicts of interest). 

Recommendation No. VI-3. Develop and implement an Immediate Action Improvement Plan to address critical District office workload and work 
environment issues. Meet with District office staff at each office to present the Improvement Plan and to outline a process for identifying and 
implementing further improvements. Conduct a structured diagnostic review of factors contributing to excessive Investigator turnover during the 
past several years, and develop and implement a Longer-Term Improvement Plan to reduce Investigator attrition and rebuild the Enforcement 
Program’s field investigation workforce capabilities and competencies. 
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Section VII – Prosecutions and Disciplinary Actions 

Recommendation No. VII-1. Establish independent panels to review all requests for supplemental investigations and all decline to file cases. The 
reviews should be completed expeditiously (e.g., within 1 to 2 days of issuance of the request for supplemental investigation or Decline to File 
Memorandum). For Northern California cases, the panel members should include a Regional Manager and Supervising DAG from the Southern 
California region, plus the Medical Board’s HQES Services Monitor (see Recommendation No. X-6). For Southern California cases, the panel 
members should include a Regional Manager and Supervising DAG from the Northern California region, plus the Medical Board’s HQES Services 
Monitor. The panels should review all decline to file cases and all requests for supplemental investigations for any cases where preparation of the 
pleading will be delayed pending completion of the supplemental investigation, and then advise the Chief of Enforcement, the Senior Assistant 
Attorney General, and all Medical Board and HQES managers and supervisors involved in the matter as to the results of their review, including 
recommended disposition of the matter. 

Recommendation No. VII-2. Restructure the processes used for preparing accusations for Out-of-State cases to reduce the number of cases 
referred to HQES. Utilize DCU staffing resources to draft accusations and license surrender stipulations for Out-of-State cases. 

Section VIII – Probation Program 

Recommendation No. VIII-1. Develop systems for tracking and reporting completion of quarterly reviews, random office visits, and other key 
probation monitoring activities. 

Recommendation No. VIII-2.  Restructure the processes used for investigating petitions for modification or termination of probation. Exclude cases 
referred to the District offices from the VE Program, and screen out petitions from referral to HQES that do not need a hearing before an ALJ. 

Section X – Organizational  and Management Structures 

Recommendation No. X-1.  Restructure the handling of Section 801 cases by establishing a centralized unit comprised of non-sworn staff to 
investigate Section 801 and selected other cases. 

Recommendation No. X-2.  Amend the statutes governing Vertical Enforcement to clarify the Medical Board’s sole authority to determine whether 
to continue an investigation. 
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Section X – Organizational and Management Structures (continued) 

Recommendation No. X-3.  Implement the best practices, indentified and as implemented in the Northern and Other Southern California regions, 
statewide to optimize effective HQES Attorney involvement in investigations. Amend the statutes and policies governing Vertical Enforcement to 
establish the best practices identified in the Northern and Other Southern California regions. It would be helpful to amend the statute to make 
primary DAG assignments permissive, allowing Medical Board and HQES supervisors to jointly review incoming investigations to identify which 
cases would benefit from VE. Clarifying the statute as to the agencies’ roles, responsibilities, and authority over investigations would help assure 
greater uniformity of investigations among regions.  

Recommendation No. X-4.  Require HQES to inform the Medical Board Regional Manager, District office and HQES Services Monitor of the 
scheduled date for completing a pleading. The notice should be required to be provided within five (5) business days of referral of any case for 
prosecution. Also, require that all Medical Board Regional Managers meet (or conference) on a monthly basis with their HQES counterparts to 
review the status of all previously referred cases for which an accusation has not yet been filed. 

Recommendation No. X-5.  Develop and implement an HQES Invoice Report review and approval process that provides for review of the 
reasonableness of HQES time charges. As necessary, require that HQES create new summary templates that display time charge data in a 
summary format that facilities completion of these reviews. 

Recommendation No. X-6.  Establish a new HQES Services Monitor position within the Medical Board’s Enforcement Program to coordinate the 
provision of services to the Medical Board by HQES, continuously monitor and evaluate HQES performance and costs, resolve conflicts that arise 
between the agencies, and prepare and provide regular reports to Executive Management, the Medical Board, and oversight and control agencies. 

Recommendation No. X-7. Develop new monthly management reports showing key output and performance measures by business unit and for the 
State as a whole. (Presently, data is provided to the Board on a statewide basis only). Provide the monthly reports to all Enforcement Program and 
HQES Managers and Supervisors and to designated Medical Board Executive Office Managers and staff. Develop and provide the Board with 
quarterly Enforcement Program Output and Performance Summary reports that include data for the most recently completed quarter and time 
series data for the preceding three (3) fiscal years. 

Recommendation No. X-8. Amend or repeal Subsection(e) of Section 12529.6 of the Government Code. The Medical Board should not invest in 
CAS to make it more compatible with HQES’ ProLaw System and should not permanently co-locate Medical Board Investigators and HQES 
Attorneys. 

Recommendation No. X-9. Conduct periodic performance reviews of the services, costs, and performance of HQES, including the performance of 
each HQES office. Provide results of the reviews to Department of Justice and Medical Board management and to oversight and control agencies. 
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Section XI – Licensing Program 

Recommendation No. XI-1.  Implement HCS’ recommended business process improvements. 

Recommendation No. XI-2.  Conduct a limited, high level business case analysis of potential benefits, costs, and risks of a Document Management 
System (DMS). 

Recommendation No. XI-3.  Obtain authorization to convert recently established limited-term positions to permanent status. 

Recommendation No. XI-4.  Scale back the use of retired annuitants, student assistants, and overtime, if furloughs are discontinued. 

Recommendation No. XI-5.  Conduct a detailed analysis of Licensing Program workload and staffing requirements after a new Licensing Program 
Chief is appointed. 

Recommendation No. XI-6.  Develop an integrated framework for planning and managing Licensing Program performance. 

Recommendation No. XI-7.  Resume audits of licensee compliance with CME requirements. 
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August 31, 2010 
 
Ms. Linda Whitney, Executive Director 
Medical Board of California 
2005 Evergreen Street, Suite 1200 
Sacramento, California  95815 

Program Evaluation 
Volume II – Final Report 

Dear Ms. Whitney, 

 We are pleased to present this Final Report which documents the major findings, conclusions, and recommendations resulting from 
our review of the Medical Board’s programs. The report presents results of extensive analyses we performed of the Medical Board’s 
complaint intake and screening, investigation, and prosecution processes, including numerous analyses targeted specifically on 
assessing fiscal and program performance impacts resulting from implementation of Vertical Enforcement (VE) during 2006. 
Additionally, we completed assessments of other aspects of the Board’s programs as required pursuant to our contract with the Board. 
A condensed version of this report is provided under separate cover (Volume I – Summary Report). 

In addition to quantitative and qualitative analyses, this report includes summaries of the results of reviews we completed of 
several dozen individual investigation and prosecution case histories. The individual case histories help to illustrate certain aspects of 
various problems currently being experienced by the Medical Board that are not as apparent from anecdotal input or statistical data. 
Some of these cases have already been settled or closed, while other cases are still pending final disposition. Because of the sensitive 
and confidential nature of these matters, considerable information was excluded from this report regarding the nature of the cases and 
their handling by the Medical Board and HQES. 

* * * * * * * * * 

We appreciate the opportunity to be of service to the Medical Board. If you have any questions or need additional information, 
please contact me at 916.425.1475. 

Very truly yours, 

BENJAMIN FRANK, LLC 

Benjamin M. Frank 

Benjamin Frank 
Chief Executive Officer 
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During 2009 the Medical Board, along with all of the State’s other health profession licensing programs, were the subject of a series 
of critical reports in the Los Angeles Times and other newspapers that highlighted the extended timeframes needed to complete 
investigations and initiate disciplinary actions against regulated professionals. These reports also highlighted related problems with large, 
and growing, workloads and backlogs at these agencies. In response to this recent publicity, a series or organizational changes were 
implemented at the Board of Registered Nursing, which was the primary focus of these reports. Additionally, the Governor and the newly-
appointed Director of Consumer Affairs pledged to implement broad reforms to improve patient safety by reducing backlogs of work at all 
of the health profession licensing Boards, and initiating administrative and program oversight improvements. Concurrently, at its July 
Quarterly Meeting, the members of the Medical Board’s Governing Board expressed concerns about the newspaper reports, and about 
growing backlogs of work in the Licensing and Enforcement programs, increased turnover of staff, the impacts of work furloughs, and 
management’s plans to achieve meaningful effectiveness and efficiency improvements. 

To address the above concerns, the Governing Board authorized the Executive Director to undertake a comprehensive, independent 
evaluation of the Medical Board. A Request for Offers (RFO) to perform the study was issued on August 25, 2009. During September 
2009 the Medical Board conducted bidder interviews, completed its evaluation of proposals, and awarded the contract to Benjamin Frank, 
LLC. A contract to perform the assessment was issued on October 26, 2009. Performance of the contract commenced on November 4, 
2009. The term of the contract extends to August 31, 2010. 

This remainder of this section summarizes the purpose and scope of this study and our technical approach to performing the 
assessment. The section also includes a summary of significant data constraints and limitations and their potential impacts on the 
assessment. Subsequent sections of the report are organized as follows: 

 Section Title Section Title

 II. Overview of the Evolution of the Medical Board’s Governance 
Structure, Licensing Fees, and Enforcement Program 

 III. Fees, Expenditures, and Fund Condition 

 IV. Profile of Complaints Opened and Dispositions 

 V. Complaint Intake and Screening 

 VI. Investigations 

 VII. Prosecutions and Disciplinary Outcomes 

 VIII. Probation Program  

 IX. Integrated Assessment of Enforcement Program 
  Performance 

X. Organizational and Management Structures  

XI. Licensing Program. 
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A. Project Purpose and Scope 

As set forth in the Medical Board’s RFO, the purpose of this study was to conduct an independent and unbiased review of the 
Medical Board’s organizational structure and core programs to identify strengths and weaknesses of current operations and develop 
recommendations for improvements. The scope of the review encompassed assessment of the Medical Board’s governance structure 
including: 

 Board size and composition 

 Board capability to fulfill its mission, goals, and 
objectives 

 Board meeting effectiveness in policy development 

 The effectiveness of training provided to Board 
members. 

The study scope also encompassed review of the Medical Board’s internal organizational and management structures. Additionally, the 
study scope included assessment of: 

 The sufficiency of fees to meet legislative goals and 
mandates 

 The value of services provided by external agencies 

 The value of services provided by contractors 

 

 The uses and effectiveness of major equipment 
purchases 

 Identification of laws, regulations, policies, and 
procedures that may hinder effectiveness 

 The effectiveness of IT applications used for 
enforcement and licensing. 

Finally, the study scope included development of other recommendations for improvement, including assessment of the possible 
elimination or transfer of non-critical functions to enable re-direction of resources to critical functions. 

Initially, to refine the scope and focus of our assessment efforts, we completed a preliminary diagnostic review of the Medical 
Board’s expenditures and Enforcement Program performance during the past five (5) years. The results of this review indicated that, 
subsequent to implementation of Vertical Enforcement during 2006, costs for legal services provided by the Attorney General escalated 
rapidly while other legal service costs declined. Concurrently, the number of cases referred for investigation, the number of completed 
Investigations referred for Prosecution, the number of accusations filed, the number of stipulated settlements and proposed decisions 
submitted, and the number of disciplinary actions all declined. Additionally, the average elapsed time to complete investigations increased 
while the average elapsed time to complete prosecutions declined. 
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Given the amount of funding utilized for legal services provided by the Attorney General (currently more than $1 million per month) 
and these other cost and Enforcement Program performance trends, it was jointly determined, in consultation with Medical Board 
management, that the primary focus of this assessment should be on (1) identifying and assessing the impacts of the VE Pilot Project on 
the Enforcement Program, (2) identifying and assessing the benefits provided from the increased expenditures for VE-related legal services, 
(3) identifying and assessing other factors contributing to deteriorating Enforcement Program performance, and (4) developing an 
Enforcement Program Improvement Plan. 
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B. Technical Approach 

Out approach to performing this assessment was initially organized into the following major components: 

 Assessment of licensing fees and fund condition 

 Assessment of cashiering business units and processes 

 Assessment of Licensing Program business units and processes 

 Assessment of complaint-handling business units and processes 

 Assessment of investigation and prosecution business units and processes 

 Assessment of Probation Program business units and processes 

 Assessment of internal organizational structure and effectiveness 

 Assessment of Governing Board size, composition, and effectiveness. 

A summary of our approach to performing each of these tasks is provided below. 

1. Assessment of Licensing Fees and Fund Condition 

As part of this assessment we collected, compiled, and summarized data regarding historical and projected revenues and 
expenditures. Additionally, we reviewed and summarized the history of the Medical Board’s licensing fees and statutory 
requirements pertaining to the Medical Board’s fund reserves. We also reviewed prior reports prepared by the Bureau of State 
Audits concerning the Medical Board’s fund condition. Finally, we conducted analyses of current and projected revenues and 
expenditures, the sufficiency of the Medical Board’s reserve funds, and compliance with applicable statutory requirements. 

2. Assessment of Cashiering Business Units and Processes 

As part of this assessment we interviewed the Supervisor of the Medical Board’s Cashiering Unit. We also interviewed 
the Supervisor of DCA’s Cashiering Unit. 
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3. Assessment of Licensing Business Units and Processes 

The assessment of Licensing Program business units and processes was limited to conducting a critical review of a 
recently completed detailed analysis of Licensing Program business units and processes that was recently completed by 
another consulting firm (Hubbert Systems Consulting). We also incorporated results of assessments we completed in other 
related areas. 

4. Assessment of Complaint-Handling Business Units and Processes 

As part of this assessment we collected, compiled, and analyzed complaint-handling workload, workflow, staffing, and 
performance data covering the period from 2000/01 through 2009/10. Additionally, we scheduled and conducted individual 
and small group interviews with Central Complaint Unit (CCU) managers, supervisors, and staff. We also researched and 
summarized the history and evolution of the Medical Board’s complaint-handling processes. Our analyses focused on changes 
in performance during the past several years and on assessment of the impacts of Medical Specialist reviews on process 
performance.  

5. Assessment of Investigation and Prosecution Business Units and Processes 

As part of this assessment we collected, compiled, and analyzed investigation and prosecution workload, workflow, 
staffing, and performance data covering the period from 2000/01 through December 2009. Additionally, we researched and 
summarized the history and evolution of the Medical Board’s investigation and prosecution processes. We scheduled and 
conducted individual interviews with Enforcement Program Managers and individual and small group interviews with 
Supervisors and Investigators at six (6) District offices throughout the State. We also scheduled and conducted interviews 
with representatives of HQES’ offices in Los Angeles, Sacramento, San Diego, and San Francisco and with representatives of 
DCA’s Division of Investigation. Finally, we collected, compiled, and analyzed HQES billings to the Medical Board and data 
provided by HQES regarding hours charged for investigation and prosecution services. Our analyses focused on identification 
and assessment of changes in performance since implementation of the VE Pilot Project during 2006. To develop a better 
understanding of variations and changes in Enforcement Program performance, and problems currently experienced, we 
researched several dozen individual case histories. 
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6. Assessment of Probation Program Business Units and Processes 

As part of this assessment we collected, compiled, and analyzed Probationer-related workload, workflow, staffing, and 
performance data covering the period from 2000/01 through December 2009, including workload, workflow, and 
performance data related to the review and investigation of complaints involving Probationers, and petitions for modification 
or termination of probation. We also researched and summarized the history and evolution of the Probation Program. 
Additionally, we scheduled and conducted interviews with current and former Probation Program Managers and Supervisors. 
We also discussed the handling of probation cases with representatives of HQES’ offices in Sacramento, San Francisco, Los 
Angeles, and San Diego. Finally, to develop a better understanding of variations and changes in Probation Program 
performance, and problems currently experienced, we researched several individual case histories. 

7. Assessment of Internal Organizational Structure and Effectiveness 

The assessment of internal organizational structure and effectiveness focused on review and analysis of the different 
approaches used by HQES to direct the completion of investigations in different geographic regions of the State. Additionally, 
we assessed the dual management structure used to direct Medical Board Investigators in conducting investigations. Finally, 
we identified and assess alternative approaches to organizing and management investigations and prosecutions. 

8. Assessment of Governing Board Size, Composition, and Effectiveness. 

As part of this assessment we researched and summarized the history and evolution of the Governing Board’s structure, 
size, and composition. We also developed a customized survey to obtain input from all Board members regarding the Board’s 
structure, size, composition, effectiveness, training provided to members of the Board, and suggestions for improvements. A 
sufficiently high response rate was not reached to enable development of any findings, conclusions, or recommendations for 
improvements based on the survey responses. 
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C. Medical Board Data Constraints and Effects 

As part of this assessment Medical Board staff produced several dozen sets of data pertaining to the intake, screening, 
investigation, and prosecution of complaints, disciplinary outcomes, and other related activities and events. The data provided also 
included mandated reports submitted by licensees, insurers, and other government agencies, reports submitted by medical/osteopathic 
boards in other states, Medical Board-originated complaint records, petitions for modification or termination of probation, Petitions for 
reinstatement, and other matters that are tracked using the Medical Board’s Complaint Tracking System (CAS), such as statements of 
issues (SOIs) and probationary license certificates issued to some new licensees in lieu of full licensure. We filtered, compiled, summarized, 
and analyzed the data provided as needed for purposes of this study. Where required, we requested and were provided with replacement 
or supplemental sets of data were requested and provided. To the extent practicable we corrected significant anomalies in the data and, 
where appropriate, excluded some records from our analyses. 

In any database as large as that maintained and used by the Medical Board for tracking complaints, investigations, prosecutions, and 
disciplinary actions, there is always some incomplete or incorrect data (or “noise”). However, as best we can determine, the data used for 
our analyses was substantially complete and reasonably accurate. Also, isolated variances in individual records would generally tend to 
have offsetting impacts and, even if the variances were not offset, the isolated variances would not significantly impact aggregate annual 
measures of workload, output, or performance. Also, any impacts on the aggregate measures would tend to be consistent over time in 
both direction and magnitude. 

In the past, and currently, a major area of contention between the Medical Board and HQES involves differences in how the two 
agencies determine the average amount of time that elapses between referral (or transmittal) of a case to HQES for prosecution and filing 
of an accusation. The Medical Board generally measures the total elapsed time from transmittal of the case to HQES to the filing of the 
accusation. HQES generally measures the elapsed time from its acceptance of a case for prosecution to completion of its preparation of a 
pleading. Several significant differences between the measurement approaches used by the two agencies are outlined below. 

 The Medical Board’s measurement approach includes the elapsed time between transmittal of the case to HQES and 
HQES’ acceptance of the case for prosecution. Generally, the difference between these two approaches should be 
limited to a period of just a few days or, at most, a few weeks. However, in some cases HQES requests that the Medical 
Board complete a supplemental investigation and may not formally accept the case for prosecution until the 
supplemental investigation is completed and accepted. In some cases, multiple supplemental investigations may be 
requested. In these circumstances the elapsed time between transmittal of the case and filing of the accusation includes 
a significant amount of time related to completing one or more supplemental investigations. This additional elapsed time 
would be included in the Medical Board’s elapsed time measures, but not in the HQES’ elapsed time measures. 
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 The Medical Board’s elapsed time measurement approach includes elapsed time from HQES’ submittal of the accusation 
to the Medical Board to the filing of the accusation. In some cases the Medical Board may request that HQES modify the 
accusation which can delay the filing. This additional elapsed time is included in the Medical Board’s elapsed time 
measures, but not in HQES’ elapsed time measures. 

Because of these and other differences, the average elapsed time metrics calculated by HQES are necessarily significantly shorter than the 
average elapsed time metrics calculated by the Medical Board. 

While the data maintained in CAS appears to be reasonably complete and accurate for most data elements, it appears that some 
updates to CAS are not always consistently posted by District office staff for various interim investigation activities, including activities 
involving (1) medical records requests, (2) Complainant and Subject interviews, and (3) Medical Consultant case reviews. In some cases 
CAS is updated to show when the activity commenced (e.g., requested medical records, requested or scheduled a Complainant or Subject 
interview, or submitted records to the Medical Consultant or a Medical Expert for their review), but CAS is not updated to show when the 
activity was completed). In other cases CAS is updated only when the activity is completed, or not updated to show either initiation or 
completion of the activity. Sometimes, interim investigation activity updates are not posted until the investigation is completed. To varying 
degrees, District office Supervisors post updates to CAS when reviewing completed case files prior to closure or referral of the case for 
prosecution. Consequently, statistical data generated regarding these interim activities, although more complete with the passage of time, 
may still understate actual activity levels. Additionally, measures of the average elapsed time to complete these interim activities may not 
be representative of actual performance. The measures related to obtaining Medical Records are especially limited. Medical records are 
sometimes requested from multiple sources for the same case, but the Medical Board’s performance measures typically only count each 
case once. Also, in some cases the records submitted are incomplete or overly redacted and are re-requested. The Medical Board’s 
measures count the records as received irrespective of the completeness or quality of the records provided, and do not account for 
supplemental submissions. Because of these deficiencies and complexities, we did not perform any analyses of changes in (1) the number 
of completed medical records requests, or (2) the average elapsed time to submit responses to these requests. 

In the past concerns have surfaced about the extent to which measures of Enforcement Program performance focus on outputs 
without consideration of the quality of the outputs (e.g., measures of the number of cases referred for prosecution, without consideration 
of the quality of the completed investigations). Our analysis included assessment of the following measures which potentially reflect the 
quality of completed investigations, but which have various inherent limitations: 

Supplemental Investigations – If a completed investigation does not contain sufficient evidence to meet the burden of proof, 
HQES can request a supplemental investigation to address the deficiencies. However, HQES Attorneys sometimes request 
supplemental investigations to strengthen a case even though another HQES Attorney might consider the initial submission 
sufficient without further investigation. 
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HQES Decline to File – If a completed investigation does not contain sufficient evidence to meet the burden of proof that 
cannot reasonably be corrected with a supplemental investigation, HQES can decline to file the case. However, HQES 
Attorneys sometimes reject cases that other HQES Attorneys accept for prosecution. 

Accusations Withdrawn or Dismissed – If after an accusation is filed it is determined that there is insufficient evidence to 
meet the burden of proof, HQES can, with the permission of the Board, withdraw the accusation or, if the case proceeds to 
hearing, the Hearing Officer can dismiss the case. However, accusations can be, and oftentimes are, withdrawn or dismissed 
for reasons completely unrelated to the quality of the completed investigation (e.g., successful completion of Diversion 
Program, death of the physician, settlement with a citation or public letter of reprimand, cancellation of the license, modified 
Expert opinion, etc.). 

A final area of concern about statistical measures of Enforcement Program performance involves consideration of not just the 
number of disciplinary actions taken by the Medical Board, but also the level of discipline imposed. To address this concern, our 
assessment includes analysis, where appropriate, of the number and proportion of public reprimands compared to other types of discipline 
imposed (license revocation, surrender, suspension, or probation). Additionally, where appropriate, we segregated disciplinary actions 
taken related to complaints investigated by the Medical Board’s District offices from disciplinary actions taken related to other types of 
cases (e.g., license surrenders resulting from disciplinary actions taken by medical/osteopathic boards in other states). 
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D. Health Quality Enforcement Section Data Constraints and Effects 

In the past, concerns have been expressed about the failure to include HQES data in prior analyses of Enforcement Program 
performance. Accordingly, as part of this assessment, in mid-January 2010 we asked HQES’ Senior Assistant Attorney General to provide 
us with detailed organization charts and staffing rosters for HQES, to disclose to us the availability of any workload, workflow, or 
performance data showing how VE had impacted investigation or prosecution processes, and to provide us with any general background 
information that would be helpful to us in performing our assessment. HQES provided us with staff rosters showing HQES positions, by 
office, but provided no other information to us in response to this request. 

During February 2010 we met with the HQES’ Supervising DAGs and selected Attorneys at HQES’ offices in San Diego, Los 
Angeles, Sacramento, and San Francisco. At each of these meetings we requested copies of any background documents or statistical data 
that HQES thought might be helpful to us for purposes of our assessment of the impacts of VE on the investigation and prosecution 
processes. At these meetings we were told that Los Angeles-based HQES technical support staff could potentially provide us with 
workload, workflow, and performance data that was available from HQES’ ProLaw System. With the exception of a one-page spreadsheet 
summarizing the number of Investigation and Administrative matters opened and closed by HQES during 2009, no other data or other 
background information was provided to us following these meetings. 

On March 3, 2010, we submitted to HQES’ Senior Assistant Attorney General a draft data request listing about 20 specific sets of 
data. The draft data request included requests for time series data for the past 4 to 5 years regarding: 

 Numbers of hours charged to Investigation matters 

 Numbers of Investigation matters opened and closed 

 Numbers of Subject interviews attended 

 Numbers of Expert opinions reviewed 

 Numbers of Final Reports of Investigation reviewed 

 Numbers of ISOs, TROs, and PC 23s 

 Numbers of hours charged to Administrative matters 

 Number of Administrative matters opened and closed 

 Numbers of accusations and SOIs prepared 

 Numbers of petitions to revoke probation prepared 

 Numbers of stipulations prepared 

 Number of administrative hearings attended. 

We also requested extracts of data showing the migration of cases, by milestone, through the investigation and prosecution processes, 
and the hours charged to each completed case. We reviewed the draft data request with HQES’ Senior Assistant Attorney General and 
HQES’ technical support specialist to identify items for which sufficiently complete and reliable data were not available and to identify 
ways to better align the data request with the specific data elements captured within the ProLaw System. Finally, HQES agreed to provide 
us with the requested data on a flow basis as it was prepared, with a goal of providing all of the requested data by March 31, 2010. A 
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revised data request was transmitted to HQES’ Senior Assistant Attorney General on March 9, 2010. The revised data request excluded 
nearly one-half of the items included in the draft data request because: 

 The data is captured in ProLaw, but is substantially incomplete or reliable (e.g., numbers of investigation and 
Administrative cases closed) 

 The data is only captured in ProLaw in non-standardized “case notes” (e.g., numbers of Subject interviews, Expert report 
reviews, and Report of Investigation reviews) 

 More reliable data was believed to be available from the Medical Board (e.g., numbers of ISOs, TROs, and PC 23s). 

We also consolidated data elements to make it simpler and easier for HQES to provide the requested data. 

 After a period of nearly a month, HQES provided a partial response to the revised data request. However, in terms of completeness 
and quality, there appeared to be some significant deficiencies with some of the data provided. We requested additional information from 
HQES regarding these deficiencies. HQES was non-responsive to this request. 

 On April 22, 2010, the Medical Board re-submitted the revised data request to HQES. Additionally, the Medical Board again 
requested an explanation of the completeness and quality deficiencies identified with some of the previously provided data. The Medical 
Board also requested additional data regarding hours charged for Investigation Stage-related activities that would supplement data 
previously provided by HQES regarding hours charged to specific Investigation matters. Finally, the Medical Board requested that HQES 
submit a schedule indicating when the requested data would be provided. 

As of June 20, 2010, the following three (3) sets of useable statistical data had been provided by HQES: 

 Numbers of Investigation matters opened, by HQES office, by year (CY2006 through CY2009) 

 Numbers of hours charged to Investigation matters, by classification level, by HQES office, by year (CY2006 through 
CY2009) 

 Numbers of hours charged to Administrative matters, by classification level, by HQES office, by year (CY2005 through 
CY2009). 

During late-June, HQES provided data showing the number of Administrative matters opened by HQES office by year (CY2005 
through CY2009). This data set also included information showing the completion of pleadings, settlement agreements, and other 
milestones for these matters. However, the data is incomplete because it does not include pleadings, settlement agreements, and other 
milestones completed during 2005, and subsequent years, related to Administrative matters opened by HQES during 2004 and prior years. 
Thus, the data was of limited utility for purposes of this analysis. 
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Finally, in mid-July HQES provided data showing Investigation matters opened by HQES office by year (CY2006 through CY2009). 
This data set also included information showing the assignment of an Attorney to each case and acceptance of the case for prosecution. 
However, because HQES only began tracking cases referred for investigation after January 1, 2006, the data provided for the first several 
years following implementation of Vertical Enforcement is incomplete and not representative of all completed investigations. For example, 
the cases shown as referred for prosecution during 2006 only includes cases referred for investigation after 2005 and, hence, only 
includes a small number of investigations that were completed in less than one (1) year. The data provided for cases referred for 
prosecution during 2009 (and possibly the latter part of 2008) is the only data that appears reasonably complete. The data provided for 
these cases is not completely consistent with comparable data separately provided by the Medical Board. For example, HQES’ data shows 
somewhat fewer cases referred for prosecution, possibly due to failure to open separate Investigation matters for each complaint referred 
for investigation. On a statewide basis, the average elapsed timeframes to complete the investigations, as shown by HQES’ data for cases 
referred for prosecution during 2008 and 2009, were similar to comparable data obtained from the Medical Board (e.g., an average elapsed 
time of about 15 to 16 months). However, because of the limitations mentioned above, the data provided by HQES for cases referred for 
prosecution during 2009 is not comparable to HQES’ data for prior years (2006 through 2008). For 2009, HQES’ data shows significantly 
longer average elapsed times to complete investigations of cases referred for prosecution in the Los Angeles Metro region than for other 
geographic regions of the State (an average of 16.8 months for the Los Angeles Metro region compared to an average of 15.3 months in 
the Other Southern California region and an average of 14.3 months in the Northern California region). 
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This section presents an overview of the history and evolution of the Medical Board’s governance structure, licensing fees, and 
Enforcement Program. The overview of the Enforcement Program highlights a 35-year history of efforts to strengthen discipline and reduce 
the time required to complete complaint intake/screening, investigation, and prosecutorial processes. A more detailed chronicle of the 
history of the Medical Board from the mid-1970s through 2004/05 is included in the Initial and Final Reports prepared by the Medical 
Board Enforcement Monitor (dated November 1, 2004 and November 1, 2005, respectively). The section is organized as follows: 

 Subsection Title 

A. Governing Board Structure and Composition 

B. Licensing Fees, Expenditures, and Fund Condition 

C. Complaint Intake and Screening 

D. Investigations and Prosecutions 

1. 1980 to 1990 

2. 1991 to 2000 

3. 2001 to 2004 

4. 2005 to 2009 

E. Section 805 Reports and Investigations 

F. HQES Staffing Resource Allocations 

G. Enforcement Program Attrition History 

H. Prior Analyses of the Impacts of Vertical Enforcement 

1. November 2007 Medical Board Analysis 

2. June 2009 Integrated Solutions for Business and Government, Inc. Analysis 

3. Medical Board Quarterly Reports 

I. Probation Program 

J. Diversion Program 

K. Current Enforcement Program Organization and Staffing Resource Allocations 

L. Pending 2010/11 Budget Change Proposals. 
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A. Governing Board Structure and Composition 

Prior to 1975, the Medical Board, known then as the Board of Medical Examiners (BME), had 11 members, of which 10 were 
physicians. During this period, responsibility for physician discipline was largely delegated to physician-dominated regional Medical Quality 
Review Committees (MQRCs). The MQRCs were five-member panels that held medical disciplinary hearings and made recommendations to 
the (BME). The BME rarely disciplined physicians for incompetence or gross negligence and nearly all disciplinary actions took two (2) to 
three (3) years to complete. 

Concurrently, during the early-1970s, medical malpractice insurance premiums in the State skyrocketed due to increased costs 
associated with medical malpractice litigation. The insurance premium increases threatened to disrupt delivery of physician services, 
particularly to economically disadvantaged segments of the population. In response, the Medical Injury Compensation Reform Act (MICRA) 
was enacted (AB 1, Keene) during a 1975 Special Session of the Legislature. MICRA established a $250,000 cap on non-economic 
damages in medical malpractice actions, such as damages for pain and suffering, and limited the contingency fees that could be charged 
by the plaintiff’s counsel. Additionally, MICRA abolished the Board of Medical Examiners and created a new Board of Medical Quality 
Assurance (BMQA) consisting of 12 physician members and seven (7) public members. BMQA was organized into three divisions: 

 A 7-member Division of Licensing (DOL) responsible for administering licensing examinations, issuing licenses, and 
administering a new Continuing Medical Education (CME) program 

 A 7-member Division of Medical Quality (DMQ) responsible for overseeing the BMQA’s Enforcement Program and 
disciplinary actions  

 A 5-member Division of Allied Health Professions (DAHP) responsible for overseeing non-physician Allied Health 
Licensing Programs (AHLPs) that were placed under the jurisdiction of the BMQA. 

MICRA also transferred responsibility for investigating complaints against physicians from the Department of Consumer Affairs (DCA) to 
the BMQA, and added public members to the MQRCs which continued to be responsible for conducting disciplinary hearings. Finally, 
MICRA added several mandatory reporting requirements, including requirements that: 

 Insurers and insureds report to the BMQA the payment of judgments, settlements, and arbitration awards in medical 
malpractice actions (Sections 801 and 802 of the Business and Professions Code) 

 Court clerks report to the BMQA criminal charges and convictions against physicians (Section 803 of the Business and 
Professions Code) 
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 Hospitals and health care institutions report to the BMQA adverse peer review actions taken against physicians (Section 
805 of the Business and Professions Code). 

During 1990 the BMQA was renamed the Medical Board of California (AB 184, Speier) and, in 1993, the DAHP was abolished and 
its members were combined with the DMQ (SB 916, Presley). SB 916 also abolished the MQRCs and assigned responsibility for 
conducting medical disciplinary hearings to the Office of Administrative Hearings (OAH). SB 916 preserved the DMQ’s authority to review 
disciplinary actions, but divided the DMQ into two panels for purposes of reviewing (1) stipulated settlement agreements (STIPs) that are 
oftentimes entered into in lieu of proceeding to an Administrative Hearing, and (2) proposed decisions (PDs) prepared by Administrative 
Law Judges (ALJs) for cases where a hearing is held. 

Effective January 1, 2003, two (2) additional public members were added to the DMQ (SB 1950, Figueroa), thereby increasing the 
size of the Medical Board to 21 total members, including 12 physicians and nine (9) public members. With these additions, the DOL had 
seven (7) members (4 physicians and 3 public members) and the DMQ had 14 members (8 physicians and 6 public members). For 
purposes of reviewing STIPs and PDs, each DMQ panel was allocated seven (7) members (4 physicians and 3 public members). 

Effective January 1, 2008, the DOL and DMQ were consolidated into a single 15-member governing Board, including eight (8) physicians 
and seven (7) public members (AB 253, Eng). This is the fewest physician members that the Medical Board has ever had. Additionally, AB 
253 mandated that the Medical Board delegate to the Executive Director authority to adopt Default Decisions and specified types of STIPs. 

 To carry out its responsibilities, the Medical Board subsequently established the following 15 Standing Committees: 

 Executive Committee 

 Access to Care Committee 

 Cultural & Linguistic Competency Work Group 

 Public Education Committee 

 Midwifery Advisory Council 

 Physician Recognition Committee 

 Special Faculty Permit Review Committee 

 Special Programs Committee 

 Physician Wellness Committee 

 Malpractice Task Force 

 Enforcement Committee 

 Licensing Committee (including 
 Application Review Subcommittee) 

 Physician Supervision Advisory Committee    
(supervision of allied health professionals) 

 Physician Discipline – Panel A 

 Physician Discipline – Panel B. 
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B. Licensing Fees, Expenditures, and Fund Condition 

During 1992, initial and biennial renewal fees for physicians and surgeons were increased to $480 ($240 per year) from $400 
previously ($200 per year). Subsequently, during November 1993 the Medical Board adopted Emergency Regulations increasing initial and 
biennial renewal fees to $600 ($300 per year). The primary purpose of the higher fees was to fund a 100 percent increase in staffing for 
the Health Quality Enforcement Section (HQES) within the Office of the Attorney General (from 22 Attorney positions, to 44 Attorney 
positions). At the time, HQES Attorneys were carrying an average of 30 cases per position and taking an average of 16 months to file 
accusations. Initial and biennial renewal fees remained at the $600 level until 2003 when they were increased marginally to $610 ($305 
per year). 

Effective January 1, 2006, initial and biennial fees were statutorily increased to a maximum of $790 ($395 per year). This increase 
was needed to replenish the Medical Board’s depleted reserves and to fund general cost increases and additional Investigator and HQES 
Attorney positions in support of implementation of the VE Pilot Project (see Section D). By May 1 of each year, the Medical Board is 
required to set the fee for the next subsequent fiscal year, subject to the ceiling set in statute. The fee is required to be sufficient to 
recover actual costs of operating the Medical Board’s Licensing Program as projected for the fiscal year commencing on the date that the 
fees become effective. Initially, provisions were include in the statutes stating that it was the intent of the Legislature that the Medical 
Board also maintain a reserve fund equal to two months’ operating expenditures. 

In conjunction with the 2006 fee increase, the statutory provisions governing the reimbursement of investigative and enforcement 
costs, by licensees subject to disciplinary action by the Medical Board (cost recovery), were repealed. Subject to several limiting provisions 
set forth in statute, the maximum initial and biennial licensee fees may be increased above the current $790 ceiling to recover the 
difference, if any, between (1) the average amount of reimbursements (cost recovery) paid for investigation and enforcement costs during 
the three fiscal years preceding July 1, 2006, and (2) any increase in investigation and enforcement costs incurred following July 1, 2006, 
as compared to average costs during the three fiscal years preceding July 1, 2006. The purpose for incorporating these provisions was to 
enable the Medical Board to potentially recover some of the increased costs of investigation and enforcement that would otherwise have 
been paid by licensees subject to disciplinary action if the provisions governing cost recovery had not been repealed. 

During 2007, initial and biennial renewal fees were increased by $15 to $805. Then, following termination of the Diversion Program, 
these fees were reduced by $22 to $783. Additionally, during 2010/11, some licensees will receive a $22 renewal credit reflecting their 
prior over-payment of Diversion Program costs when they renewed their license during 2008/09. 

Exhibit II-1, on the next page, delineates actual personal services and operating expenditures by year for the past five (5) years, and 
projected expenditures for 2009/10. As shown by Exhibit II-1, total expenditures peaked at a level of about $49.5 million during 2007/08, 
and then declined by $1.75 million (4 percent) during 2008/09. The recent decrease in expenditures was due to (1) a decrease in salaries 
and benefits paid to Medical Board staff, (2) reductions in major and minor equipment purchases, and (3) decreases in general  



Exhibit II-1

Historical and Budgeted Medical Board Expenditures

2004/05 2005/06 2006/071 2007/08 2008/092

Salaries/Wages, Including Fitness Incentive Pay $12,688 $12,647 $13,253 $13,527 $13,425 $13,336
Staff Benefits 5,620 4,719 5,067 5,340 5,327 6,005
Temporary Help (Medical Consultants, Retired Annuitants, and Student Assistants) 1,154 1,143 1,270 1,742 1,321 1,144
Board Members 33 32 34 24 24 31
Overtime (Primarily for the Licensing Program) 21 31 77 86 196 12
DEC 21 32 27 22 0 0
Salary Savings 0 0 0 0 0 (836)
  Total Personal Services Expenses $19,537 $18,604 $19,728 $20,741 $20,293 $19,692
Printing, Communications, and Postage $1,413 $1,050 $1,121 $1,350 $1,475 $1,603
General Expense, Minor Equipment, and Insurance 535 626 716 928 721 472
Travel 291 314 380 403 379 397
Vehicle Operation/Other Items 273 269 350 446 300 262
Training 57 45 79 74 89 66
  Total General Expenses $2,569 $2,304 $2,646 $3,201 $2,964 $2,800

$1,851 $1,963 $2,814 $2,235 $2,173 $2,702
Professional Services $605 $788 $1,397 $1,386 $870 $983

$358 $382 $380 $334 $332 $492
Major Equipment (Items greater than $5,000) $295 $370 $375 $192 ($9) $333

Attorney General Services $8,292 $8,596 $11,247 $12,316 $11,881 $13,347
Evidence/Witness Fees 1,563 1,367 1,215 1,391 1,519 1,893
Office of Administrative Hearings 1,248 915 1,200 1,344 1,099 1,863
Court Reporter Services 69 113 143 158 128 175
  Total Legal Services $11,172 $10,991 $13,805 $15,209 $14,627 $17,278
Department Prorata $3,296 $3,395 $3,670 $3,906 $3,671 $3,882
Statewide Prorata 1,185 1,315 1,376 1,794 2,323 1,699
Consolidated Data Center (Teale) 304 293 238 259 300 647
Data Processing 289 321 128 232 224 125
  Total Administrative and Data Processing Services $5,074 $5,324 $5,412 $6,191 $6,518 $6,353
DOI Investigations $0 $0 $0 $2 $0 $0
State Controller's Office (Including 21st Century Project) 0 0 0 38 2 0
Special Adjustment (24) 0 0 (1) 10 0
Court-Ordered and Tort Payments 7 2 13 3 0 0
  Total Miscellaneous Expenses ($17) $2 $13 $42 $12 $0

$21,907 $22,124 $26,842 $28,790 $27,487 $30,941
$41,444 $40,728 $46,570 $49,531 $47,780 $50,633

Total Operating Expenses
Total Personal Services and Operating Expenses
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Personal Service and Operating Expenditures
Actual 2009/10

Budget3

1 In 2006/07, authorized staffing levels increased by 12.50 positions (2.0 Diversion Program, 4.0 Investigators, 4.0 Investigative Assistants, 2.0 Information System
   Analysts, and 0.5 Staff Services Analyst).
2 In 2008/09, authorized staffing levels decreased by 12.40 positions due to termination of the Diversion Program.
3 The 2009/10 budget incorporates cost-savings related to the Furlough Friday Program and includes unfunded allocations for six (6) new Operation Safe Medicine
   positions ($500,000), four (4) new Probation Program positions ($300,000), and contracts for Telemedicine ($399,734 for the first year), an evaluation of Medical
   Board programs ($159,300), and an analysis of Licensing Program business processes ($40,350).

Fingerprint Reports

Facilities Operation (Rent)
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administrative and operating expenses, including reduced expenditures for professional services and lower costs for support services 
provided by the Department of Consumer Affairs (DCA). These expenditure reductions resulted primarily from spending controls 
implemented during 2008/09 in response to the State’s General Fund fiscal crisis. Additionally, charges during 2008/09 for legal services 
provided by the Attorney General and OAH were more than $600,000 lower than the amounts charged during the prior fiscal year. 

 Over the 5-year period from 2004/05 through 2008/09, total expenditures increased by about $6.3 million (15 percent). Table II-1, 
below, shows the primary categories of expense that contributed to these increased costs. As shown by Table II-1, costs for legal services 
provided by the Attorney General increased significantly on both an absolute and percentage basis, and accounted for more than one-half 
of the total increase in expenditures during this period. In contrast, costs for services provided by OAH fluctuated between $0.9 million 
and $1.4 million during this same period, and the most recent year’s costs for OAH services were about average for the period ($1.1 
million). The increased costs for Attorney General services reflect the combined impacts of rate increases during this period and the 
authorization of 10 additional Attorney positions to support implementation of Vertical Enforcement. 

 

 

 

 

 

 

 

 

During 2007, the Bureau of State Audits (BSA) completed a statutorily mandated review of the Medical Board’s fund condition. 
The BSA determined that the Medical Board consistently exceeded the two-month reserve ceiling set forth in statute, and recommended 
that the Medical Board reduce its fees. No changes were made to these fees in the following years. However, during 2009 the provisions 
governing the fund reserve were modified, effective January 1, 2010, to enable the Medical Board to maintain a level of reserves equal to 
between two (2) and four (4) months operating expenditures (AB 501, Emmerson). Additionally, AB 501 requires the Office of State 
Audits, within the Department of Finance, to complete another review of the Medical Board’s revenues, expenses, and reserves (by June 
1, 2012). Costs of this review are required to be funded from existing resources. 

Category Amount Percent 
Increase

Attorney General Services $3.6 million 43%

State Prorata $1.1 million 96%

Personal Services $0.8 million 4%

Department Prorata $0.4 million 11%

Facilities (Rent) $0.3 million 17%

  Total $6.2 million 18%

Table II-1.  Expenditure Increases - 2004/05 through 2008/09
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C. Complaint Intake and Screening 

During the 1980s complaint intake and screening were handled by a handful of Customer Service Representatives (CSRs) dispersed 
across regional offices in Sacramento, San Francisco, Los Angeles, and San Bernardino/San Diego. Each regional office also had 1 to 2 full-
time Medical Consultants who assisted the CSRs in determining which complaints should be referred for field investigation. During this 
period the Medical Board received fewer than 5,000 complaints per year, of which about one-half involved negligence/competency (quality 
of care) issues. About one-half of complaints received were referred to the District offices for investigation. Complaints that were not 
referred for investigation were referred to other agencies, mediated and closed, or closed based on a determination that no violation of 
governing statutes or regulations was involved (e.g., billing disputes). 

During the early-1990s the Medical Board consolidated responsibility for complaint intake and screening in the Sacramento 
Headquarters Central Complaint Unit (CCU). Since that time the number of positions authorized for the CCU has grown. The CCU is 
currently authorized 24 positions, including two (2) supervisors and 22 subordinate Associate Government Program Analysts (AGPAs), 
Staff Services Analysts (SSAs), Management Services Technicians (MSTs), and Office Technicians (OTs). About two-thirds of CCU staff 
are classified at the SSA or AGPA levels, which are higher classification levels than their predecessor CSR positions (i.e., the top step 
salary of an SSA is 7 percent above the top step of a CSR, and the top step of an AGPA is 29 percent above the top step of a CSR). 

In the early-2000s CCU was reorganized into two specialized sections based on the type of complaint handled. CCU staffing levels 
changed little in subsequent years. Currently, each section is supervised by a Staff Services Manager I (SSM I) and subordinate staff are 
allocated about equally between the two sections.  

Quality of Care Section (10 AGPA/SSA/MST positions) – The Quality of Care Section handles all quality of care (QC) complaints. 
Most staff are assigned to specific geographic regions of the State. One AGPA position has lead responsibility for identifying 
and selecting outside Medical Specialists to review complaints, where needed, and performs related case file transfer and 
tracking functions. 

Physician Conduct Section (9 AGPA/SSA/MST positions) – The Physician Conduct (PC) Section handles all other categories of 
complaints involving physicians and surgeons, plus all AHLP complaints. Most staff are assigned specific categories or types 
of complaints (e.g., Section 805 reports, criminal arrest and conviction reports, complaints involving certain types of 
offenses, such as fraud, sexual misconduct, corporate practice, and advertising violations, and AHLP complaints). Staff are 
cross-trained to fill in for other staff when absences, vacation, or turnover occur. 

Clerical support services for the CCU are provided by one (1) full-time and two (2) part-time OTs. Additionally, within the CCU, one 
(1) AGPA position is assigned responsibility for the Cite and Fine Program. 
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In the early 1990s, Attorneys were assigned to work at the CCU on a part-time basis to assist in evaluating and screening 
complaints. During October 2003 the assignment of this position was formalized in response to legislative requirements enacted twelve 
(12) years earlier during 1991 (SB 2375, Presley). 

Also during 2003, CCU began implementing a new Specialty Reviewer process pursuant to requirements set forth in SB 1950 
(Figueroa). The Specialty Reviewer requirement was enacted to help reduce the number of complaints referred for Investigation, and 
related needs to conduct field investigations in cases where it might not be warranted. Prior to implementation of the Specialty Reviewer 
process, a physician not specializing in the Subject physician’s case may have reviewed the complaint and, in some cases, were unable to 
make a preliminary determination regarding the merits of the complaint because they lacked knowledge of, and experience with, the 
medical specialty involved. In these circumstances the cases were referred for investigation where a more specialized medical professional 
would make a determination on the merits of the case as a part of the field investigation process. Pursuant to requirements established by 
SB 1950 (Section 2220.08 of the Business and Professions Code), before any quality of care complaint is referred for field investigation, it 
must be reviewed by “one or more medical experts with pertinent education, training, and expertise to evaluate the specific standard of 
care issues raised by the complaint to determine if further field investigation is required.” The evaluation must include a review of relevant 
patient records, a statement or explanation of the care and treatment provided by the physician, expert testimony or literature provided by 
the subject physician, and any additional information requested by the reviewer that may assist is determining whether the care provided 
constitutes a departure from the standard of care. However, if this information is not provided to the Medical Board within ten (10) 
working days after its request, the complaint may be reviewed by the Expert Reviewer and referred to a District office for investigation 
without the information. 

Including all complaints that are determined to be outside of the Medical Board’s jurisdiction, CCU currently handles about 7,200 
complaints per year involving physicians and surgeons, or about 50 percent more complaints than were handled during the 1980s. These 
complaints include about 1,000 mandated reports that are submitted to the Medical Board pursuant to statutory requirements that were 
not in effect prior to 1990. The number of complaints received by the Medical Board has grown modestly over time, but more slowly than 
the growth rate of the industry during this period (e.g., the number of licensed physicians and surgeons practicing in California grew by 
about 100 percent over the past 25 years). CCU now performs a much more rigorous review of complaints than was previously performed 
and, except for disputes involving the release of the patients records, does not attempt to mediate complaints. CCU currently refers fewer 
than 20 percent of complaints for investigation, including some high-priority complaints that are automatically referred for investigation 
with only limited screening (e.g., Section 805 reports), and either closes or refers complaints received within an average of 60 to 75 days, 
with some cases taking longer than six (6) months to close or refer for investigation. 

For some types of cases CCU works collaboratively with the Discipline Coordination Unit (DCU). For example, CCU receives a 
significant number of reports of physician discipline from licensing boards in other states. Following intake by CCU, these cases are 
forwarded directly to DCU which reviews each case and, if needed, requests additional records. DCU may then close the case, prepare a 
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proposed settlement agreement with the licensee (referred to as a pre-filing stipulation), or refer the case to HQES’ San Francisco office for 
prosecution. District offices are rarely involved with these cases, unless the licensee is practicing in California. 

Exhibit II-2, on the next page, provides a statistical overview of complaints opened and dispositions from 2000/01 through 
2008/09. Over the past eight (8) years, the numbers of complaints opened and referred for investigation or Prosecution have decreased, 
even after accounting for reductions due to changes in the reporting of (1) change of address citations, and (2) non-jurisdictional 
complaints identified during CCU’s initial intake process. The reduction in number of complaints opened is attributable primarily to 
reductions in the number of: 

 Medical malpractice reports received from insurers and licensed physicians 

 Disciplinary action reports received from other states 

 Complaints submitted by patients and others 

 Complaints opened by Medical Board staff. 

The reduction in number of complaints referred for investigation or prosecution is attributable primarily to: 

 Reductions in the number of complaints received from external sources (e.g., fewer medical malpractice reports and 
disciplinary action reports from other states) 

 Reductions in the number of Medical Board-originated complaints 

 Improved screening of complaints following the 2003 implementation of the Specialty Reviewer requirement for quality 
of care complaints  

 The accumulation of additional backlogs of pending complaints (e.g., from about 1,000 cases in June 2005 to more than 
1,300 cases in June 2009). 

The decrease in number of complaints opened has been only partially offset by recent increases in the number of criminal charge and 
conviction self-reports received by the Medical Board. The recent increase in this category of mandated reports is due to new requirements 
(SB 231, Figueroa) that licensees self-report misdemeanor convictions. This requirement became effective in January 2006. During 
2008/09, 91 reports were received compared to only 16 reports received during 2005/06. 

As shown by Exhibit II-2, during the early part of the decade the Medical Board closed or referred for investigation or prosecution 
significantly more complaints than were opened, and reduced the backlog of open complaints by 50 percent (from 2,000 open complaints 
to 1,000 open complaints). However, in recent years fewer complaints have been closed or referred for investigation or prosecution than  



Exhibit II-2

2000/01
through
2002/03

(3-Year Avg.)

2003/04 2004/051 2005/06 2006/07 2007/08 2008/092

Malpractice Reports from Insurers (Section 801 & 801.1) 888 787 722 726 676 597 605

Malpractice Self-Reports (Section 801(c), 802, and 803.2) 328 228 212 185 187 150 204

Malpractice Reports from Others (Section 803) 24 3 9 6 10 6 2

Coroner Reports (Section 802.5) 32 18 23 11 22 16 16

Health Care Facility Reports (Section 805) 146 157 110 138 127 138 122

Surgical Death/Complication Self-Reports (Section 2240(a)) 8 14 11 2 10 7 6

Criminal Charge and Conviction Self-Reports (Section 802.1 and 803.5) 33 33 20 16 29 76 91

   Total Mandated Reports 1,459 1,240 1,107 1,084 1,061 990 1,046

323 371 448 385 279 288 258

286 212 202 216 216 161 113

375 377 281 133 31 65 102

66 0 0 1 140 75 0

6 13 22 23 9 11 34

32 12 7 9 10 6 10

29 37 42 50 47 37 40

14 25 19 13 21 9 18

5,968 5,953 5,375 5,749 5,445 5,197 4,821

8,558 8,240 7,503 7,663 7,259 6,839 6,442

5,967 6,837 6,603 6,349 6,105 5,608 5,303

2,355 1,887 1,443 1,331 1,182 1,133 1,123

8,322 8,724 8,046 7,680 7,287 6,741 6,426

28% 22% 18% 17% 16% 17% 17%

55 Days 76 Days 66 Days 54 Days 54 Days 61 Days 75 Days

2,019 1,566 1,011 1,086 1,133 1,283 1,323

Overview of Complaints Opened and Dispositions - 2000/01 through 2008/09

Petitions for Modification or Termination of Probation (IDENT 26)

Category of Complaints

M
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Disciplinary Action Reports Submitted by Other States (IDENT 16)

Medical Board Originated Complaints with Headquarters Identifier1 3 (IDENT 20, Excluding Petitions)

Total Complaints and Other Matters Opened1 2

Medical Board Originated Complaints with District Office Identifiers

3 Includes probationary license certificates, SOIs, and criminal conviction notification, advertising violation, and cite and fine non-compliance cases. Also includes
   change of address citation cases (through December 2004), 

Other Complaints and Reports1 2   Includes NPDB (26 in 2008/09)

Petitions for Reinstatement (IDENT 27)

Medical Board Originated Complaints with Probationer Identifiers (IDENT 19)

Medical Board Originated Complaints with CME Audit Failure Identifier (IDENT 21)

Medical Board Originated Complaints with Other Identifiers4 (IDENTs 22, 23, and 25)

  Complaints and Other Matters Closed

Total Complaints and Other Matters Closed or Referred for Investigation or Prosecution1 2 3

Percent of Cases Referred for Investigation or Prosecution1 3

4 Includes Operation Safe Medicine, Internet Crimes Unit, and probation violation citation cases.

  Complaints and Other Matters Referred for Investigation or Prosecution1 3  Incl. PLRs (31 in 2008/09

2 Effective in 2008/09, some complaints received and determined by CCU to be outside of the Medical Board's jurisdiction were no longer counted as received or closed,
   thereby increasing the CCU's reported average elapsed time to process complaints.

1 Effective in January 2005, change of address citations were no longer counted as complaints or investigations.

  Reported Open Complaints and Petitions (End of Period)

  Reported Average Days to Close or Refer Cases for Investigation or Prosecution1 2 3
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have been opened. This has resulted in continuous increases in the number of pending complaints. At the end of 2008/09 there were 
1,323 pending complaints. This is 300 (30 percent) more pending complaints than existed at the end of 2004/05. Inevitably, the growing 
number of open complaints will soon translate into longer average processing times, particularly given the continuation of the Furlough 
Friday Program through June 2010. Ultimately, over a period of several years, these complaint-handling delays will adversely impact 
aggregate Enforcement Program performance measures (e.g., total elapsed time from receipt of complaint to disciplinary outcome). 

Since 2004/05, the number of complaints closed, adjusted for recent changes in the reporting of change of address citations and 
non-jurisdictional complaints, decreased by about 10 percent. Concurrently, the number of complaints referred for investigation or 
prosecution decreased by about 15 percent, after adjustment for changes in the reporting of change of address citation cases. During the 
past two (2) years an average of 1,128 complaints was referred for investigation or prosecution – about 200 fewer complaints than were 
referred during 2004/05, after adjustment for changes in the reporting of change of address citations. Over the past five (5) years, the 
Medical Board has consistently closed about 83 to 84 percent of all complaints, and referred the remaining 16 to 17 percent for 
investigation or prosecution. 

From 2004/05 through 2007/08, the Medical Board maintained an average processing timeframe for all complaints of about two (2) 
months (60 days). The recent increase in the average complaint processing time to 75 days in 2008/09 is partially attributable to 
elimination of about 800 non-jurisdictional complaints from the calculation of this performance measure. 

Finally, Exhibit II-2 shows that, in recent years, fewer complaints have been closed or referred each year than have been opened. 
This has resulted in continuous increases in the number of pending complaints. At the end of 2008/09 there were 1,323 pending 
complaints. This is 300 (30 percent) more pending complaints than existed at the end of 2004/05. Recent increases in the number of 
pending complaints are correlated with increases in the average time to close or refer cases for Investigation or Prosecution. 

Exhibit II-3, on the next page, provides an overview of 2008/09 complaints received and dispositions by referral source. As shown 
by Exhibit II-3, complaints received from patients, patient advocates, family members, and friends account for the largest share of 
complaints received (58 percent). However, fewer than 10 percent of these complaints are referred for investigation. During 2008/09, 81 
cases from these sources were referred for prosecution, representing 2 percent of complaints received from these sources. Even though 
only a small proportion of these cases are investigated and subsequently referred for prosecution, cases from these referral sources still 
account for more than 30 percent all cases referred for investigation and a comparable proportion of cases referred for prosecution 
(excluding Out-of-State and Medical Board-originated cases). 



Exhibit II-3

No. % No
Cite Cite HQES DA7 No. % No

Cite Cite HQES DA7

Patient, Patient Advocate, Family Member
or Friend (including 801.01(E) Reports) 2,075 1,165 1,810 247 12% 130 10 58 1 199 1,681 52 1,567 75 5% 59 3 18 4 84 3,756 1,217 3,377 322 202 81 2%

Insurance Companies and Employers
(including 801.01(B&C) and NPDB Reports) 597 428 468 105 18% 92 7 27 0 126 14 1 11 3 21% 4 0 2 0 6 611 429 479 108 103 29 5%

Health Facilities (805 and Non-805 Reports) 82 0 4 80 95% 40 3 28 0 71 49 0 22 23 51% 12 2 10 0 24 131 0 26 103 57 38 29%

California Department of Health Services
(or Successor State Agency) 38 17 19 14 42% 9 1 6 0 16 22 4 12 7 37% 7 1 1 0 9 60 21 31 21 18 7 12%

M.D., Pharmacist, Allied Health or Healing Arts
Licensee, or Medical Society or Association 52 27 32 26 45% 14 0 6 1 21 235 10 216 31 13% 20 1 3 1 25 287 37 248 57 35 11 4%

CII - Department of Justice, Criminal Identification
and Information Bureau 0 0 0 0 NMF 0 0 0 0 0 186 0 166 45 21% 19 1 25 0 45 186 0 166 45 20 25 13%

Other Governmental Agencies, Including FDA, DEA,
Other DCA Boards and Bureaus, and 801 Reports 51 32 37 20 35% 10 0 2 0 12 42 0 40 9 18% 9 1 11 0 21 93 32 77 29 20 13 14%

Other1 71 16 46 25 35% 11 1 7 0 19 286 9 252 53 17% 29 0 11 3 43 357 25 298 78 41 21 6%

Police/Sheriff Department, Coroner's Office, District
Attorney, and Courts (803 Reports, Criminal Filings,
Non-Felony and Felony Conviction Reports)

32 10 23 16 41% 9 0 3 0 12 35 1 10 16 62% 7 2 6 0 15 67 11 33 32 18 9 13%

Licensee Self-Reporting (2240(A), 801.01, 802.01,
802.1, and Misdemeanor Conviction Reports) 204 149 141 35 20% 22 1 6 0 29 85 1 77 7 8% 4 1 1 0 6 289 150 218 42 28 7 2%

California Attorney General and Department
of Justice, Including Medi-Cal Fraud and
Narcotics Enforcement Bureaus

6 0 1 1 50% 1 0 1 0 2 24 0 27 1 4% 1 0 1 0 2 30 0 28 2 2 2 7%

Total, Excluding Out of State and Medical Board Cases 3,208 1,844 2,581 569 18% 338 23 144 2 507 2,659 78 2,400 270 10% 171 12 89 8 280 5,867 1,922 4,981 839 544 243 4%

Out of State Medical/Osteopathic Boards2

(IDENT 16)
21 0 0 0 NMF N/A 0 20 0 20 237 0 161 1 1% 2 0 69 0 71 258 0 161 1 2 89 34%

Medical Board Cases with District Identifiers
(IDENTs 2 to 18, except 16) 47 10 19 31 62% 19 0 16 2 37 66 0 40 35 47% 31 0 12 4 47 113 10 59 66 50 34 30%

Medical Board Cases with Probationer Identifier
(IDENT 19) 2 0 1 1 50% 3 0 0 0 3 32 0 1 24 96% 12 0 19 0 31 34 0 2 25 15 19 56%

Medical Board Cases with Other Identifiers3

(IDENTs 20 to 25)
4 2 2 2 50% 1 2 0 0 3 108 0 74 6 8% 2 2 46 1 51 112 2 76 8 7 47 42%

Petitions for Reinstatement or Modification or
Termination of Probation4 (IDENTs 26 and 27)

0 0 0 0 NMF 0 0 0 0 0 58 0 0 58 100% 2 0 37 0 39 58 0 0 58 2 37 64%

Total, Including Out of State and Medical Board Cases 3,282 1,856 2,603 603 19% 361 25 180 4 570 3,160 78 2,676 394 13% 220 14 272 13 519 6,442 1,934 5,279 997 620 469 7%

CCU and Other HQ Units
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2 Out-of-State cases are researched by the Discipline Coordination Unit (DCU) and, where appropriate, referred directly to HQES. Cases are only assigned to District offices when the licensee is practicing in California.

CCU and Other HQ Business Units

Referred to
Investigation

4 Petitions are initially handled by the Discipline Coordination Unit (DCU) which forwards the petition and supporting documentation to the District offices. The District offices complete required background research, interview the Petitioner and their
   references, prepare a Report of Investigation summarizing results of their review, and then forward the completed case to HQES.

1 Includes CA Medical Review Inc., 803.6, 364.1, and NPDB Reports, Jury Verdict Weekly, HEAL, MQRC District, WE Tip, Consumer or Industry Group, Employee, Co-worker, Witness, Informant, Anonymous, and Unknown.

Overview of 2008/09 Complaint Handling and Dispositions by Referral Source
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Quality of Care Complaints and Reports Total
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Other Types of Cases

CCU and Other HQ Business Units
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Closed by
Investigation

5 Includes 31 Pre-Filing Public Letter of Reprimand (PLR) cases not actually referred to HQES (Patient = 1, Insurer = 4, MD = 1, Licensee Self-Report = 1, and Out of State = 24).
6 Excludes ten (10) dual referrals.
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(HQES or DA)
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Closed by
Investigation

3 Includes Probationary License Certificates, SOIs, and CME Audit Failure, Advertising Violation, Citation Non-Compliance, Operation Safe Medicine (OSM) and Internet Crimes Unit cases. These matters are nearly always directly
  referred for prosecution by the originating Headquarters Unit without any District office involvement. 
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Exhibit II-3 also shows the flow of cases through the complaint intake/screening and investigation process for more than a dozen 
other major categories of complaints, including the following three (3) categories which account for nearly 40 percent of cases referred for 
prosecution (excluding Out-of-State and Medical Board-originated cases): 

Medical Malpractice Reports – Medical malpractice reports represent nearly 10 percent of opened complaints. By definition, 
almost all of these cases involve quality of care issues. About 20 percent of these cases are referred for investigation and 
about 30 percent of the cases referred for investigation are referred for prosecution. While only about 5 percent of these 
cases are referred for prosecution, medical malpractice reports nonetheless account for more than 10 percent of cases 
referred for prosecution (excluding Out-of-State and Medical Board-originated cases). 

Section 805 Reports – Section 805 Reports may, or may not, involve quality of care issues (60 percent are quality of care cases). 
While Section 805 cases represent only about 2 percent of opened complaints, most of the cases (including nearly all quality of care 
cases) are referred for investigation. More than 60 percent of the cases referred for investigation are referred for prosecution. 
Section 805 cases account for about 15 percent of cases referred for prosecution (excluding Out-of-State and Medical Board-
originated cases). 

Criminal Arrest and Conviction Reports – Complaints opened based on criminal arrest and conviction reports, submitted by the 
Department of Justice, represent only about 3 percent of opened complaints. By definition, none of these cases involve quality of 
care issues. About 20 percent of the cases are referred for Investigation. More than 50 percent of the cases referred for 
investigation are referred for prosecution. These cases account for about 10 percent of cases referred for prosecution (excluding 
Out-of-State and Medical Board-originated cases). 

 Disciplinary action reports from medical/osteopathic boards in other states (referred to as Out-of-State cases) also account for 
significant numbers of complaints opened. Additionally, these cases, which are rarely referred for investigation, represent the largest 
category of complaints referred for prosecution (89 of 469 total cases referred for prosecution, including 24 cases settled with a pre-filing 
public letter of reprimand (PLR) and, hence, not actually referred for prosecution). Even if PLRs are excluded, Out-of-State cases still 
account for a large number and a high percent of cases referred for prosecution (65 cases and 15 percent of total referrals, respectively). 
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Finally, Exhibit II-3 shows that Medical Board-originated cases account for about 29 percent of all cases referred for prosecution 
(137 of 469 cases referred for prosecution). Most Medical Board-originated cases do not involve quality of care issues. Most of these 
cases involve: 

 Probationary License Certificates (issued to new            
licensees in lieu of full licensure) 

 Statements of Issues (SOIs) 

 Citation non-compliance 

 Probation violations 

 CME audit failures 

 Petitions for Modification/Termination of Probation 

 Petitions for Reinstatement 

 Operation Safe Medicine cases 

 Internet Crimes Unit cases. 

Except to open the complaint records in CAS, these cases are not usually handled by CCU and, because of the nature of the matters, 
these cases are much more likely to be referred for prosecution (or hearing in the case of SOIs and petitions) than complaints received 
from the public and other external referral sources. 
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D. Investigations and Prosecutions 

This section summarizes major legislative and other changes impacting the Medical Board’s investigation and prosecution processes 
over the past 30 years. These efforts include several major comprehensive reform initiatives and numerous targeted changes and 
improvements. Over the past three (3) decades the number of cases referred for investigation decreased, but the number of cases resulting 
in disciplinary action increased. However, concerns have been raised nearly continuously throughout this period about the extended 
timeframes needed to complete investigations and prosecutions. Additionally, during the past several years the number of cases referred 
for investigation, the number of investigations completed, the number of cases referred for prosecution, and the number of disciplinary 
actions all decreased. 

1. 1980 to 1990 

Throughout the 1980s a series of reports by the Office of the Auditor General, the Assembly Office of Research, the 
Legislative Analyst’s Office (LAO), the Little Hoover Commission, and the Center for Public Interest Law (CPIL) documented 
significant deficiencies with the BMQA’s Enforcement Program. Identified deficiencies included a highly fragmented 
organizational structure, large case backlogs at all stages of processing, and minimal disciplinary actions. To address these 
deficiencies, during 1989/90 an additional 28 Investigator positions were authorized for the Enforcement Program (18 
permanent positions and 10 limited-term positions). 

During 1990 adverse publicity regarding the Medical Board’s Enforcement program, and new reports from the LAO and 
the U.S. Department of Health and Human Services highlighting continuing Enforcement program deficiencies, prompted 
support for adoption of a new physician discipline system. The Medical Judicial Procedures Improvement Act (SB 2375, 
Presley), which was signed into law during September 1990, restructured the Medical Board’s Enforcement Program by: 

 Creating a new Health Quality Enforcement Section (HQES) within the Attorney General’s Office, 
organizationally separate from the Licensing Section, with specialized responsibility for prosecuting medical 
disciplinary cases generated by the Medical Board and AHLPs. The statutes required the HQES Chief to: 

“. . . assign attorneys to assist [the Division of Medical Quality] in intake and investigations and to direct 
discipline-related prosecutions. Attorneys shall be assigned to work closely with each major intake and 
investigatory unit . . ., to assist in evaluating and screening of complaints from receipt through disposition and 
to assist in developing uniform standards and procedures for the handling of complaints and investigations.” 

 Creating a new Medical Quality Hearing Panel (MQHP), a specialized panel of Administrative Law Judges 
(ALJs) within the Office of Administrative Hearings (OAH) to hear medical discipline cases 
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 Shifting DMQ’s primary focus from rehabilitating physicians to consumer protection. 

 Enabling the Division of Medical Quality (DMQ) to seek Interim Suspension Orders (ISOs) to halt the practice 
of dangerous physicians 

 Requiring DMQ to establish a goal, by January 1, 1992, of allowing not more than six (6) months to elapse 
from receipt of a complaint to completion of the Investigation, or one (1) year in the case of specified 
complex complaints 

 Providing absolute immunity from civil liability for physicians who serve as Expert Reviewers and Expert 
Witnesses to the Medical Board in disciplinary proceedings (Section 43.8 of the Civil Code) 

 Providing fast track superior court judicial review of DMQ disciplinary decisions 

 Extending the time between license revocation and filing of a petition for reinstatement from one (1) to three 
(3) years. 

Additionally, SB 2375 introduced new mandatory reporting requirements, including requirements that (1) coroners report 
when they suspect a physician’s gross negligence is a cause of death (Section 802.5 of the Business and Professions Code), 
(2) local prosecutors report the filing of felony charges against physicians (Sections 803.5 and 803.6 of the Business and 
Professions Code), (3) court clerks transmit conviction records and preliminary hearing transcripts, and (4) probation officers 
transmit certain probation reports on physicians 

Initially, 22 Deputy Attorney General (DAG) positions were assigned to HQES and a goal was established to file all 
accusations within 60 days of receipt of a completed investigation. However, HQES determined that it was severely 
understaffed and, as a result, could not place Prosecutors on-site at the Medical Board’s offices to assist Medical Board staff 
with complaint handling and investigations. Concurrently, the Director of the OAH appointed all of the OAH’s ALJs to the 
new MQHP, thereby effectively defeating the intent of the statute to develop a specialized pool of ALJs within the OAH. 

2. 1991 to 2000 

During 1991 the Auditor General completed a review of the Medical Board which found that investigations were taking 
an average of fourteen (14) months to complete, substantially longer than the 6-month goal set forth in statute, that HQES 
took more than six (6) months to file an accusation in a fully investigated case, significantly exceeding its own 60-day goal, 
and that, for cases that proceeded to hearing, another nine (9) months elapsed from filing of the accusation to completion of 
the hearing. Subsequently, in an effort to address excessive caseloads at HQES (up to 30 cases per position) and extended 
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timeframes to file accusations, during 1992 and 1993 the Medical Board provided funding for 22 additional HQES Attorney 
positions (44 total Attorney positions). 

During the early-1990s the Medical Board, HQES, and OAH continued to be the subject of adverse publicity and criticism 
by the media and outside agencies charged with reviewing its Enforcement Program. During 1993 a second major 
Enforcement Program reform bill was enacted (SB 916, Presley). SB 916, which was signed into law during October 1993, 
made the following significant changes to the Medical Board’s Enforcement Program: 

 Abolished the DAHP, transferred its members to the DMQ, and divided the DMQ into two panels for purposes 
of reviewing stipulations and proposed decisions 

 Limited the number of ALJs that the Director of OAH could appoint to the MQHPs (a maximum of 25 percent 
of all OAH Hearing Officers) 

 Abolished the MQRCs 

 Eliminated Superior Court judicial review of DMQ decisions and, instead, provided for review of DMQ decisions 
through a Writ of Mandate to a Court of Appeal (subsequently modified prior to enactment (SB 609, 
Rosenthal) to preserve Superior Court review, but enable appeal of Superior Court decisions by a Petition of 
Extraordinary Writ) 

 Authorized the DMQ to establish panels or lists of experts to assist in administering the Enforcement Program 

 Enhanced Investigators’ authority to obtain medical records, and enabled imposition of fines up to $1,000 per 
day for refusal to comply with the Medical Board’s record requests 

 Authorized issuance of public letters of reprimand (PLR) for minor violations in lieu of filing an Accusation 

 Authorized the Director of DCA to audit and review inquires and complaints regarding Medical Board licensees 
at the request of a consumer or licensee 

 Codified the Medical Board’s public disclosure policy 

 Required the State Auditor to audit the Medical Board’s Enforcement Program, including services provided by 
the HQES and the OAH (by March 1, 1995) 

 Increased initial and biennial renewal fees to $600 ($300 per year). 
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During 1994 the Medical Board restructured its Medical Consultant workforce by (1) replacing its full-time Chief Medical 
Consultant position with a position (or positions) that would report directly to the governing Board, and (2) abolishing all full-
time Medical Consultant positions, most of whom were no longer actively in practice, and replacing them with a larger 
number of part-time positions who would continue to be active practitioners. The Medical Board also adopted (1) a set of 
minimum qualifications for Expert Reviewers, and (2) regulations for issuing citations and imposing fines for minor violations. 

Throughout the mid- and late-1990s the Medical Board continued to experience chronic delays in completing 
Investigations, and also in filing accusations after the Investigations were completed. During this period the number of 
complaints received increased to nearly 8,000 complaints per year, of which about 25 percent were referred for investigation 
(2,000 per year). Investigator caseloads, which sometimes averaged as many as 25 to 30 cases per position, were 
considered excessive. During this period it continued to take the Medical Board longer than a full year, on average, to 
complete investigations. No increases in Medical Board staffing were authorized throughout this period. 

During 1997 the Deputy in District Office (DIDO) Program was introduced whereby a DAG from HQES worked at each 
District office one to two days per week to provide prosecutorial guidance during investigations. By this time HQES had 
reduced the average timeframe to file accusations to about five (5) months. The DIDO Program was not always consistently 
implemented at all District offices. 

During 1998 legislation was enacted that established a statute of limitations on the timeframe available to the Medical 
Board to complete Investigations (AB 2719, Gallegos). AB 2719 required that accusations be filed within three (3) years of 
discovery of the act, or within seven (7) years of the act, whichever occurs first. These changes resulted in legal challenges 
to a number of investigations that had been pending at the Medical Board for periods exceeding these limitations. As a result 
of these limitations, I=investigations are now always either closed or referred for prosecution within a maximum of three (3) 
years of receipt of the initiating complaint. This requirement also effectively caps the maximum time that an investigation can 
remain open, irrespective of whether the investigation is actually completed. 

3. 2001 to 2005 

During 2001 the Medical Board created two proactive enforcement units; the Operation Safe Medicine (OSM) and 
Internet Crimes Units. OSM was structured as a small team of Investigators and support staff focusing on the unlicensed 
practice of medicine, particularly in at-risk communities. The Internet Crimes Unit, which typically consisted of just one (1) or 
two (2) Investigators, targeted Internet activities, such as misleading advertising, prescribing drugs without an examination, 
and narcotics trafficking. Both units were expected to work collaboratively with other state, local, and federal law 
enforcement agencies and prosecutors. 



 

II. Overview of the Evolution of the Medical Board’s Governance Structure, 
Licensing Fees, and Enforcement Program 

 
 

 II - 19   

Chronic delays in investigating complaints continued to plague the Enforcement Program after the turn of the century. 
These delays prompted another wave of adverse publicity during 2002 and a series of related hearings by the Joint Legislative 
Sunset Review Committee. Subsequently, during September 2002, SB 1950 (Figueroa) was signed into law to address the 
Medical Board’s Enforcement Program deficiencies. Major changes made by SB 1950 involving investigations and 
prosecutions included: 

 A delineation of five types of “priority” cases that were seen as representing the greatest threat of harm to 
the public and, therefore, should be investigated and prosecuted on an expedited basis by the Medical Board 
and HQES 

 Requirements that an ALJ that finds a physician has engaged in multiple acts of sexual exploitation to include 
an Order of Revocation with their PD  

 Definition of the basis for imposing discipline for “repeated negligent acts” 

 Authorization of the appointment of an independent “Enforcement Monitor” by the Director of DCA to conduct 
a review of the Medical Board’s Enforcement and Diversion Programs. 

Pursuant to requirements of SB 1950, during August 2003 the Director of DCA appointed CPIL to serve as the Medical 
Board’s Enforcement Monitor. In November 2004 CPIL issued an Initial Report that highlighted the extended timeframes and 
delays in the Investigation process (an average of more than 11 months from receipt of a complaint to completion of the 
Investigation). Factors cited by CPIL as contributing to the extended timeframes needed to complete investigations included: 

 The complexity and difficulty of Medical Board cases, including changes in the composition of cases referred 
for Investigation due to improved screening of complaints by CCU and challenges posed in meeting the 
applicable burden of proof which requires “clear and convincing proof to a reasonable certainty” 

 The loss of 19 Investigator positions between 2000 and 2004 

 Outdated procedures manuals, insufficient Investigator training, and inadequate or inconvenient Investigator 
access to law enforcement databases and commercial applications 

 Investigator recruitment and retention problems attributed to the lower pay and benefits of Medical Board 
Investigators compared to the pay and benefits available at competing agencies, such as the Department of 
Justice 

 Chronic delays in obtaining Medical Records and in scheduling and completing Subject interviews 
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 A 15 percent reduction in Medical Consultant hours imposed during 2003/04, insufficient training of Medical 
Consultants, inadequate monitoring and management of Medical Consultant performance, and delays 
throughout the process associated with the limited availability of Medical Consultant resources (e.g., medical 
record reviews, Subject interviews, Expert Reviewer identification and selection, and Expert package 
preparation) 

 Reductions in the availability of Medical Experts due to insufficient outreach by Medical Consultants and the 
increased use of Medical Experts by CCU, the limited availability of Medical Experts in highly specialized fields, 
insufficient training of Medical Experts, and Medical Expert Program management deficiencies 

 Increased use of defense counsel by physicians 

 Inadequate communication, coordination, and teamwork between the Medical Board’s Investigators and HQES 
Prosecutors, and an inability of HQES to provide DIDO Attorneys to some District offices and assist CCU with 
incoming complaint reviews 

 Inadequate communication and coordination with other State and local law enforcement agencies. 

Notwithstanding the above problems, CPIL noted that Medical Board Investigators had closed more cases than opened 
during the past several years (e.g., 2,117 cases closed during 2003/04 compared to 1,887 opened), and were carrying record 
low caseloads (about 18 cases per position). 

CPIL also highlighted the extended timeframes for HQES to file accusations (an average of 2 to 3 months, depending on 
whether Medical Board or HQES statistical data are used), and the extended total elapsed time to reach a disciplinary outcome 
(an average of 2.6 years from receipt of a complaint to final disposition for cases where a disciplinary outcome was reached). 
Factors cited by CPIL as contributing to the extended timeframes to complete prosecutions included: 

 Insufficient HQES staffing due to the loss of six (6) Attorney positions 

 Insufficient coordination and teamwork with Medical Board Investigators 

 Case tracking and management information system deficiencies 

 Inconsistent policies and procedures and the absence of a standard policies and procedures manual 

 Statutory requirements that hearings be held in locations where the HQES and OAH did not have offices. 
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To address deficiencies identified with the investigation and prosecution processes, CPIL presented an integrated set of 
recommendations. CPIL’s recommendations included: 

 Implementation of a Vertical Prosecution Model, now commonly referred to as Vertical Enforcement (VE), in 
which the trial Attorney and Investigator would be assigned as the team to handle a complex case upon 
referral for investigation 

 Restoration of the 19 Investigator positions lost during the past several years, plus 10 other Enforcement 
Program positions, resumption of the OSM and Internet Crimes Units, and formation of two (2) regional rapid 
response teams to handle major cases of unusual complexity and emergency matters  

 Restoration of the six (6) lost HQES Attorney positions and provision of additional assistance by HQES to the 
CCU 

 Better and more extensive use of Interim Suspension Orders (ISOs) and Temporary Restraining Orders (TROs) 

 Stricter and more consistent enforcement of a comprehensive medical records procurement policy 

 Development and enforcement of a consistent policy on physician interviews 

 Improved cooperation with other State and local prosecutors by both the Medical Board and HQES 

 Expansion and improvement of the Medical Consultant Program, including a restoration of the 15 percent 
reduction to budgeted Medical Consultant hours, improved training of Medical Consultants, and greater 
Medical Consultant involvement in training Expert Reviewers 

 Increased pay levels and improved training for Expert Reviewers 

 Improved training for Investigators and improved Investigator access to law enforcement databases and 
commercial applications 

 Development of a policy and procedures manual for HQES Attorneys 

 Modification of the statutes governing the venue for Hearings to enable HQES to require that they be held at 
locations where HQES and OAH have offices. 
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Exhibit II-4, on the next page, summarizes authorized Medical Board staffing levels for the 10-year period from 2000/01 
through 2009/10 for the Executive and Administration, Licensing, and Enforcement Programs, excluding the Diversion 
Program which was terminated in 2008/09. As shown by Exhibit II-4, in 2000/01 the Medical Board was authorized a total of 
300 positions, including 90 Investigator positions. During the next several years, as a result of the State’s General Fund fiscal 
crisis, 48 positions were abolished (16 percent), including: 

 10.5 Executive and Administration positions (20 percent) 

 3 Licensing Program positions (8 percent) 

 34 Enforcement Program positions (17 percent). 

Over the 4-year period from 2000/01 to 2003/04, authorized staffing levels for the Medical Board’s Regional and District 
offices, excluding staffing for the Probation Program, were reduced by 30 positions (from 137 positions to 107 positions). 
The staffing reductions imposed on the District offices included elimination of 18 Investigator positions (from 77 positions to 
59 positions), representing a 23 percent reduction in authorized Investigator positions. In response to these circumstances, 
the Medical Board disbanded the OSM and Internet Crime Units. As shown by Exhibit II-4, authorized staffing levels for the 
Enforcement Program, and throughout the Medical Board, remained at historically low levels through 2005/06. 

4. 2005 to 2009 

During 2005, SB 231 (Figueroa) was signed into law mandating implementation of Vertical Prosecution (or 
Enforcement). Section 12529.6(b) of the Governmnet Code states: 

“. . . each complaint that is referred to a district office of the board for investigation, shall be simultaneously and jointly assigned 
to an investigator and to the deputy attorney general in the Health Quality Enforcement Section responsible for prosecuting the 
case if the investigation results in the filing of an accusation. The joint assignment of the investigator and the deputy attorney 
general shall exist for the duration of the disciplinary matter. During the assignment, the investigator so assigned shall, under the 
direction of the deputy attorney general, be responsible for obtaining the evidence required to permit the Attorney General to 
advise the board on legal matters such as whether the board should file a formal accusation, dismiss the complaint for a lack of 
evidence required to meet the applicable burden of proof, or take other appropriate legal action”. 

There are several ambiguities in the construction of this statute. For example, it is somewhat ambiguous whether the 
Medical Board must accept the Attorney General’s advice. It might be argued that the Investigator assigned to a case is 
prohibited from pursuing an investigation if the Attorney General directs that no further investigation occur. Alternatively, it 
might be argued that there is no requirement that the Medical Board follow the advice provided regarding the disposition of an 
investigation. There also is ambiguity regarding the expected level of involvement of the Attorney General in evidence  



Exhibit II-4

Position Classification 2000/01 2001/02 2002/031 2003/042 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10
299.7 298.7 282.2 253.9 252.0 251.0 261.5 261.1 262.2 272.2
53.8 52.5 44.5 44.5 44.3 43.3 45.3 44.1 40.1 40.0
40.6 43.1 41.6 37.8 37.4 37.4 37.9 40.7 45.8 45.7

CEA II / Deputy Chief 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 2.0
Supervising Investigator II 1.0 1.0
Supervising Investigator I 2.0 2.0 2.0 1.0 1.0 1.0 1.0 1.0 2.0 2.0
Senior Investigator / Investigator 1.0 1.0 1.0 1.0 2.0 2.0
Investigator Assistant 2.0 1.0
Staff Services Manager II/I 3.0 2.0 2.0 3.0 3.0 3.0 3.0 3.0 3.0 4.0
Analyst (AGPA/SSA/JSA) 27.0 27.0 26.0 26.0 27.0 27.0 26.0 26.0 26.0 26.0
Technical and Clerical Support 13.0 14.0 14.0 12.5 11.5 11.5 12.5 10.6 9.6 9.6
Total - Headquarters Enforcement 51.0 50.0 48.0 45.5 45.5 45.5 45.5 44.6 46.6 46.6
Supervising Investigator II (Regional Managers) 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0
Supervising Investigator I 13.0 12.0 12.0 11.0 11.0 11.0 11.0 11.0 12.0 13.0
Senior Investigator / Investigator 77.3 72.0 69.0 59.0 59.0 56.0 60.0 59.0 70.0 74.0
Investigator Assistant 9.0 11.0 9.0 7.0 7.0 8.0 11.0 11.0
Technical and Clerical Support 23.4 20.5 20.5 17.5 17.1 14.1 14.1 14.0 14.0 15.0
Temporary Help 11.0 11.0 11.0 11.0 9.6 9.6 9.6 9.6 9.6 9.2
Total - Regional and District Offices 136.7 129.5 124.5 108.5 106.7 101.7 108.7 107.6 108.6 114.2
Supervising Investigator II 1.0 1.0 1.0 1.0 1.0 1.0
Supervising Investigator I 1.0 2.0 3.0 2.0 2.0 3.0 3.0 3.0
Senior Investigator / Investigator 12.0 17.0 16.0 12.0 12.0 14.0 14.0 14.0
Investigator Assistant 2.0 1.0 2.0 2.0 2.0 2.0 3.0 3.0
Staff Services Manager I 1.0 1.0
Inspector III 3.0 3.0
Inspector II/I 13.0 16.0
Analyst (AGPA/SSA/JSA) 1.0 1.0
Technical and Clerical Support 1.6 2.6 1.6 1.6 2.0 3.0 3.0 3.0 3.0 4.0
Temporary Help 0.1 0.1 0.1 0.1 0.1 0.7
Total - Probation 17.6 23.6 23.6 17.6 18.1 23.1 24.1 24.1 21.1 25.7

205.3 203.1 196.1 171.6 170.3 170.3 178.3 176.3 176.3 186.5

Senior Investigator / Investigator 90.3 90.0 86.0 71.0 71.0 70.0 74.0 74.0 72.0 76.0
Investigator Assistant 13.0 13.0 11.0 9.0 9.0 10.0 14.0 14.0 0.0 0.0
  Subtotal 103.3 103.0 97.0 80.0 80.0 80.0 88.0 88.0 72.0 76.0
Inspector III/II/I 16.0 19.0
  Total 103.3 103.0 97.0 80.0 80.0 80.0 88.0 88.0 88.0 95.0

Total Enforcement Program

3 Includes Operation Safe Medicine Unit positions.

1 Excludes 15 eliminated positions.
2 Excludes 28 eliminated positions.
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gathering and other investigative activities. For example, it might be argued that the Attorney General’s involvement is limited 
to providing direction to the Investigator and advice as to the disposition of the cases. Alternatively, it might be argued that, 
to accomplish these purposes, the Attorney General generally would need to perform other activities, such as reviewing key 
documents and interview summaries. By extension, it also might be argued that the Attorney General must be substantively 
involved in all major investigative activities (e.g., preparing for and conducting interviews with subjects, witnesses, and 
others, reviewing and analyzing medical and other records, selecting Experts and preparing Expert packages, reviewing Expert 
reports, etc.). 

VE was implemented statewide beginning January 1, 2006, representing a third major restructuring of the Medical 
Board’s Enforcement Program within a period of 20 years. Concurrently, SB 231 repealed the statutory provisions governing 
the reimbursement of investigative and enforcement costs by licensees subject to disciplinary action by the Medical Board 
(cost recovery). Opponents of the repeal of cost recovery argued that licensees would have less incentive to settle 
Disciplinary Action cases as there would no longer be any financial penalty for delaying a settlement, or for not settling and, 
instead, proceeding to Administrative Hearing. 

To support implementation of VE, ten (10) additional Attorney positions were authorized for HQES, which fully restored 
the six (6) Attorney positions previously eliminated. However, the Medical Board’s Investigator positions were not transferred 
to HQES, as recommended by CPIL. Also, the Investigators’ position classifications and pay scales were not upgraded to the 
Special Agent level as would have occurred if the positions had been transferred. 

Per the Enforcement Monitor’s Initial Report, dated November 1, 2004 (page ES-22), VE was intended to address long-
standing problems that contributed to the extended timeframes needed to complete investigations and prosecutions, and 
would provide significant benefits, including all of the following: 

Improved Efficiency and Effectiveness – The system linking Medical Board Investigators and HQES Attorneys was 
characterized by its lack of coordination and teamwork. Medical Board Investigators generally functioned without 
close coordination with the trial Prosecutor that would ultimately handle the case, seldom worked directly with or 
received guidance from the Attorney who prosecuted their cases, and received limited legal support for their 
investigative work. With few exceptions the system permitted only inadequate communication and consultation 
between the primary field Investigator and the Attorney who would prepare the pleading and try the case. Multiple 
Attorneys could become involved in the case (the DIDO, initially, the Supervising DAG for review and assignment 
following investigation, and the trial DAG for pleading and prosecution). The lack of teamwork and coordination 
through the life of the case wasted effort and contributed to operational inefficiencies and last-minute requests for 
additional Investigation as the cases neared administrative hearing. It was expected that VE would enable the HQES 
Prosecutor and the Medical Board Investigator to communicate often and work together to coordinate their 
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activities. The assigned trial DAG would provide input to the Investigation Plan, guide the investigation, assist in 
obtaining medical records, and participate in the selection of the Expert Reviewer and in the identification of 
documents and records transmitted to the Expert Reviewer. 

Reduced Case Cycle Times – The Medical Board’s Enforcement Program was found to be plagued by excessive 
case cycle times and delays in the investigation and prosecution processes. It was expected that VE would shorten 
case timeframes as Prosecutors became more involved in obtaining medical records and other evidence gathering 
activities. Additionally, HQES Attorneys would assist is evaluating cases earlier during the process, and in 
identifying weak or problematic cases that should be subject to dismissal or early settlement, leading to earlier case 
dispositions. Finally, the earlier involvement of Prosecutors would lead to greater use of preliminary relief actions, 
such as Interim Suspension Orders (ISOs). 

Improved Investigator and Prosecutor Morale, Recruitment, and Retention – These benefits were expected to 
accrue from greater operational efficiency and a greater sense of accomplishment that would flow from teaming 
Investigators with Prosecutors, and following cases through to their disciplinary conclusion. These benefits would 
be enhanced if the Medical Board’s Investigators were transferred to the Department of Justice, and upgraded to 
Special Agents, which did not occur. 

Improved Training for Investigators and Prosecutors – Medical Board Investigators were seldom involved in the Pre-
Hearing and Hearing process to which their work was directed. Through participation in these processes, 
Investigators would achieve a better understanding of the significance of legal strategies, evidence issues, interview 
techniques, and witness selection and preparation. Investigator participation in the administrative hearing process 
would substantively enhance Investigator skills. Concurrently, HQES Attorneys would gain a greater appreciation 
for the challenges of the investigation process. 

Improved Commitment to Cases – With VE, the Attorney who helped to work up the case would be more invested 
in the case, and more committed to achieving the ultimate disciplinary outcome of the case. 

Improved Perception of the Fairness of the Process – This benefit would only accrue if Medical Board Investigators 
were transferred to the Department of Justice, which did not occur. 

At the time that VE was implemented (2006), staffing levels at the Medical Board’s District offices were 25 percent 
lower than existed earlier in the decade. Additionally, Investigator caseloads were growing and the average time to complete 
investigations had been steadily increasing for several years. 

To support implementation of VE, eight (8) new positions were authorized for the Enforcement Program (4 Investigators 
and 4 Assistant Investigators). The additional positions were authorized beginning with the 2006/07 fiscal year (6 months 
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after implementation of VE commenced). The new positions only partially restored the 35 District office positions that had 
been eliminated since the beginning of the decade. Given the extended lead times to hire and train new staff, these additional 
resources were largely unavailable to support implementation of VE for the first full year following implementation of this new 
approach to conducting investigations. Subsequently, the Medical Board reclassified the four (4) new Assistant Investigator 
positions to Inspectors and assigned the positions to the Probation Units. Concurrently, a comparable number of Investigator 
positions assigned to the Probation Units were reassigned to the District offices. In summary, the Medical Board’s District 
offices were not initially provided with any additional resources to assist them in responding to the additional workload 
demands associated with coordinating their investigation activities with HQES Attorneys and responding to the Attorneys’ 
directions regarding the conduct of the investigations. 

Shortly following initial implementation of VE, during 2007 the Department of Justice (DOJ) adopted a new Supervising 
Deputy Attorney General (SDAG) classification for use throughout the DOJ. Previously, selected Deputy Attorneys (DAGs) 
within HQES and other DOJ business units served as Acting Supervisors, and were commonly referred to as Supervising 
DAGs, but did not have formal supervisory authority over other Attorneys. During 2007, six (6) HQES Attorneys were 
appointed as SDAGs, including two (2) SDAGs for the San Diego office which previously had only one (1) Acting SDAG 
position. Currently, in addition to San Diego’s two (2) SDAG positions, two (2) SDAGs are assigned to HQES’ Los Angeles 
Metro office, one (1) SDAG is assigned to the HQES’ San Francisco office, and one (1) SDAG is assigned to HQES’ 
Sacramento office. Although unrelated to implementation of VE, the creation of an additional SDAG position in HQES’ San 
Diego office, and the adoption of higher pay scales for all HQES SDAG positions, was viewed unfavorably by Medical Board 
Investigators and Supervising Investigators whose classifications and pay scales were not upgraded as had been expected. 

To guide the implementation of VE, the Medical Board and HQES jointly developed a Vertical Prosecution Manual that 
defined the roles and responsibilities of the members of the VE Team, as follows: 

Investigator – Develops and updates Investigation Plans and Progress Reports (IPPRs), conducts investigations, and 
participates in the administrative hearing process under (1) the supervision of their Supervising Investigator I and II, 
Deputy Chief, and Chief of Enforcement, and (2) the direction of the assigned Primary DAG. 

Medical Consultant – Provides medical input and advice through reviews of medical records, participation in Subject 
interviews, selection of Expert Reviewers, and evaluation of Medical Expert opinions under (1) the supervision of 
the Supervising Investigator I and II, Deputy Chief, and Chief of Enforcement, and (2) the direction of the assigned 
Primary DAG. 
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Supervising Investigator I – Supervises Investigators, Medical Consultants, and other District office staff to ensure 
progression of the cases for which they are responsible. Also completes monthly reports, monitors case progress 
through case reviews, and handles personnel matters. 

Supervising Investigator II – Supervises Supervising Investigator Is, develops and implements Board policy, develops 
and implements training, handles complex personnel matters, acts as liaison to other government agencies, and 
signs subpoenas. 

Deputy Chief – Manages Supervising Investigator IIs and overall Enforcement Program operations, including 
Training, Internal affairs, Background Investigations, and Probation. 

Enforcement Chief – Supervises Deputy Chiefs and manages the overall Enforcement Program. 

Primary DAG (PDAG) – Works closely with other team members and, in conjunction with Supervising Investigator I, 
directs Investigators in obtaining evidence. Also, provides legal advice to the Medical Board and prosecutes the 
case. 

Supervising DAG (SDAG) – Supervises and provides support for DAGs, oversees and monitors investigations, and 
supervises Prosecutions. 

Senior Assistant Attorney General – In conjunction with the Executive Director of the Medical Board, oversees and 
bears responsibility for all investigations and prosecutions. 

Additionally, although not proposed as part of the Vertical Prosecution Model recommended by the Enforcement Monitor, 
HQES created a new Lead Prosecutor (LP) designation for selected DAGs to support implementation of VE. HQES assigned one 
(1) LP to each Medical Board District office to act as HQES’ principal liaison to that office. The LP is jointly assigned to each 
case along with a second DAG. The LP is required to review all incoming complaints and determine whether the complaints 
warrant an investigation or should be closed without investigation. The determination of whether to close a complaint without 
investigation is required to be made in consultation with the District office Supervisor. If the LP determines that an 
investigation is warranted, they are required to inform the assigned Investigator and then review and approve the Investigator’s 
Investigation Plan.  

The LP is also required to identify cases in which an ISO or Penal Code Section 23 (PC 23) appearance is necessary, and 
notify the SDAG. In such cases the SDAG is required to designate the second DAG as the Primary DAG responsible for the 
ISO or PC 23 appearance. The SDAG is also required to designate the second DAG as the Primary DAG for cases involving 
sexual abuse or misconduct, mental or physical illness, and complex criminal conviction cases. Finally, whenever the LP 
determines that it is likely a violation of law may be found, the second DAG is required to replace the LP as the Primary DAG 
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on the case for all purposes. If the second DAG is assigned as Primary DAG, then the LP is required to monitor the progress 
of the investigation and the appropriateness of the direction provided by the Primary DAG. If the second DAG is not assigned 
by the SDAG as the Primary DAG, then the LP is required to act as the Primary DAG throughout the investigation and 
prosecution of the case. LPs are required to be physically present at their assigned District office to the extent necessary to 
fully discharge their responsibilities. 

Exhibit II-5, on the next page, summarizes other significant policies and guidelines set forth in the Vertical Prosecution 
Manual. Additionally, the Vertical Prosecution Manual identifies and defines the following “Statistical Measure Efficiency of 
the Vertical Prosecution Model”: 

“In additional to any other statistical measure that may be later identified, one statistical measure that shall be used to assess 
the efficiency of the vertical prosecution model, as described in Senate Bill 231, shall be the length of time from receipt by the 
Board’s District Office of the original complaint from the Board’s Central Complaint Unit to the date that the investigation is 
closed or a Request to Set is submitted to the Office of Administrative Hearings.” 

Medical Board Investigators and HQES DAGs “are jointly responsible for this statistical measure of efficiency”. The manual 
notes that “in its early stages, it is anticipated that use of the “vertical prosecution model” may extend the time it takes to 
complete some investigations.” 

Subsequently, in April 2008 the Medical Board and HQES issued a set of Joint Vertical Enforcement Guidelines which 
supplement the policies and guidelines initially set forth in the Vertical Prosecution Manual. Exhibit II-6, following Exhibit II-5, 
summarizes some of the key polices and procedures contained in the Joint Vertical Enforcement Guidelines. 

As is evident from the policies and guidelines governing VE, authority and accountability for the conduct and completion 
of investigations is now significantly more fragmented than before with as many as 5 to 6 different Medical Board and HQES 
staff regularly involved in many cases, including the District office Supervisor, Investigator, and Medical Consultant, and as 
many as three (3) HQES Attorneys (SDAG, LP, and Primary DAG). The number of Medical Board and HQES staff who become 
involved with each case can be (and often is) even greater when (1) cases are reassigned to different Investigators or 
Prosecutors to balance workloads, (2) a change is made to the LP assigned to a District office, or (3) turnover occurs among 
either Medical Board or HQES staff. The involvement of all of these personnel has created needs for continuous 
documentation and distribution of communications between most (or all) of these staff throughout the course of the 
investigation to keep all of the members of the VE Team updated and informed regarding the status and progress of the 
investigation, and to coordinate a series of investigative activities that typically extend over a period of at least 1 to 2 years, 
including: 
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Summary of Other Significant Vertical Enforcement Policies and Guidelines 

 
 “Direction” is defined as “the authority and responsibility to direct the assigned Investigator to complete investigative tasks, obtain required 

testimonial and documentary evidence, make periodic reports regarding the progress of the investigation, and complete additional tasks necessary to 
prepare and present the case for hearing.” 

 Supervising Investigator Is are expected to jointly assign cases to Investigators in consultation with the LP, and assist in ensuring that investigative 
assignments are completed, as directed by the assigned DAG, in a timely and efficient manner. 

 Supervising Investigator Is are cautioned not to undermine the direction authority of the assigned DAGs, and DAGs are cautioned not to undermine 
the supervisory authority of the Supervising Investigator Is. 

 Investigators are required, within five (5) days of assignment of a case, to prepare and submit a Plan of Investigation to the Primary DAG for their 
review and approval. The Primary DAG is required to review and approve the Plan of Investigation within five (5) days. 

 The investigation is required to be completed pursuant to the Investigation Plan and Progress Report (IPPR). The IPPR is required to be updated as 
significant events occur and investigative tasks are completed and, as necessary, with any modifications submitted to, and approved by, the Primary 
DAG. 

 The Investigator and Primary DAG are required to maintain a running e-mail thread documenting their communications and the progress of the 
investigation. Copies of the IPPR and subsequent IPPR emails are required to be sent to both the LP and the Supervising Investigator I. 

 The Primary DAG may participate in subject or witness interviews, and is required to discuss the interview with the Investigator prior to 
commencement of the interview. The Medical Consultant is required to participate in the pre-interview discussion if they will be attending the 
interview. 

 A review of the case is expected to be completed, on-site whenever possible, prior to referral of a case to an Expert Reviewer. The Medical 
Consultant is required to participate in the case review whenever possible. The Primary DAG is required to insure that the selected Medical Expert is 
appropriate for the case. The Investigator is required to promptly provide a copy of the Expert Reviewer’s initial report to the Primary DAG and the 
Medical Consultant, and to review the Expert’s report and determine whether clarification of the report or additional investigation is needed. The 
Primary DAG is encouraged to consult with the Medical Consultant to make these same determinations, and to inform the Investigator if additional 
investigation is required. 

 At any point a Primary DAG may submit a recommendation to the LP to close a case. The LP is required to review and approve or disapprove the 
recommendation to close a case within ten (10) business days.  

 The Primary DAG is required to determine whether a completed investigation will be accepted for prosecution within five (5) business days of 
submission. In cases where closure is recommended, the Primary DAG is required to review and approve or disapprove the recommended disposition 
within ten (10) business days. 

 The assigned Investigator is expected to attend the administrative hearing, unless released 

 If disagreements arise between the Investigator and the Primary DAG regarding an investigation that they are unable to resolve, the Investigator and 
Primary DAG are required to discuss the matter with the Lead Prosecutor, Supervising Investigator I, and/or Supervising Investigator II. If the 
disagreement remains unresolved, the matter is required to be submitted to the SDAG who, after consultation with the Chief of Enforcement, shall 
issue a determination. If the disagreement still remains unresolved, it is required to be submitted to the Senior Assistant Attorney General who, after 
consultation with the Chief of Enforcement and Executive Director of the Medical Board, shall issue a final determination. 
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Summary of Additional Vertical Enforcement Policies and Guidelines 

 
Case Intake Documents – At a minimum, LPs must be provided copies, in hard copy or soft copy format, of the consumer complaint, including all attachments, all 
medical records sent with the case, all CCU documentation, all CCU Medical Consultant documentation, including attachments, and any statement provided by the 
respondent to, or from, CCU. 

Complainant, Witness, and Subject Interviews – Primary DAGs are expected to participate in ALL Complainant interviews in cases involving sexual misconduct, 
and in ALL Subject interviews. Investigators are required to schedule these interviews on dates that the Primary DAG is available. The Primary DAG may request 
that the LP participate in the interview if the Primary DAG will be unavailable and the interview would be unreasonably delayed if postponed until the Primary DAG 
was available. Investigators are required to notify the Primary DAG of other interviews and the Primary DAG is required to notify the Investigator as to whether 
they want to attend the interviews within specified timeframes (e.g., 5 business days). If no response from the Primary DAG is received, the Investigator may 
proceed with the interview without he Primary DAG, but is required to notify the SDAG of the lack of response. All participants are required to review the case 
and prepare for and plan the interviews, including allocating sufficient time for meeting in person for a pre-interview meeting. 

Subpoenas – Investigators and Primary DAGs are strongly encouraged to work together in preparing subpoenas. The Investigator is responsible for preparing the 
subpoena but, whenever requested, the Primary DAG or LP should assist the Investigator. Primary DAG or LP reviews of subpoenas are required to be completed 
within five (5) business days of submission. An additional five (5) business days is allowed for the DAG or LP to make changes to the subpoena. If no response is 
received within ten (10) business days, the Investigator may forward the subpoena to the Supervising Investigator II for approval. 

Expert Package Reviews – The Investigator is required to notify the Primary DAG when an Expert Package is available for review, and to provide a copy of the 
notification to the Supervising Investigator I, the LP, and the SDAG. The LP should review the Expert Package if the Primary DAG is unable to do so within ten 
(10) days of the notification. 

Case Reviews – LPs are expected to participate in all case reviews. Supervising Investigator Is are required to provide at least ten (10) days notice to the LP of all 
Quarterly Case Reviews and, also, any other case review, and to schedule the case reviews for the LP’s normal day in the District office. 

Case Closures – To ensure that no meritorious cases is closed prematurely, all cases should remain open and under active investigation until a determination is 
made by the Primary DAG or LP, in consultation with the Investigator and Supervising Investigator, that the case has no merit or there is insufficient evidence to 
establish a violation of law. If there is a disagreement over whether to close a case, the disagreement is required to be resolved in accordance with the Dispute 
Resolution procedures set forth in the Vertical Prosecution Manual. If the Dispute Resolution procedures are not invoked within five (5) business days of the 
disagreement, the Investigation is required to be promptly closed by both HQES and the Medical Board, with the date of closure posted as the date that the 
Primary DAG directed or approved closure of the case. 

Referral of Cases for Prosecution – The Supervising Investigator is required to notify the Primary DAG when a completed investigation is ready for review. The 
Primary DAG is required to determine, within five (5) business days, whether the case will be accepted for prosecution. If accepted for prosecution, the Primary 
DAG should promptly sign and date the Investigation Report, without any interlineations, such as “case received”, and provide the signature page to the 
Supervising Investigator. If the case is rejected, the Primary DAG should document via email the reasons for the rejection and, if appropriate, recommended 
additional investigation and submit the email to the Investigator and Supervising Investigator within the five (5) business day timeframe provided for acceptance or 
rejection of the case. If the Primary DAG is unavailable to review the request, the LP may review the transmittal and accept or reject the case within the allotted 
timeframe, if so requested by the Primary DAG.  

Criminal Cases – Cases involving investigations of unlicensed persons are excluded from the Vertical Enforcement process. 
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  Developing the initial plan for conducting the investigation and subsequent updates to the plan 

 Requesting medical records and reviewing documents received in response to the requests 

 Interviewing complainants, witnesses, and subjects, including related pre-interview case file review and 
planning meetings and post-interview debriefings 

 Selecting Expert Reviewers 

 Preparing and reviewing Expert Reviewer packages 

 Reviewing Expert Reviewer reports 

 Reviewing completed cases not referred for prosecution 

 Reviewing cases referred for prosecution. 

The preceding activities tend to be completed sequentially because subsequent activities typically cannot fully 
commence until prior activities are substantially completed. For example, most quality of care cases, and many physician 
conduct cases, generally progress sequentially through the following six (6) major stages of activity during the course of 
completing an investigation: 

Stage I – Incoming complaints are reviewed to determine whether to investigate the case. Nearly all cases are 
accepted for Investigation. 

Stage 2 – Background research is completed, records are requested and reviewed, and interviews with the 
complainant and witnesses are scheduled and conducted to better define the scope of the investigation and to 
identify and frame possible violations. 

Stage 3 – The case is submitted to the Medical Consultant for review. Then an interview with the Subject is 
scheduled and conducted. Quality of care cases referred for investigation are rarely closed without first 
interviewing the Subject. The Medical Consultant usually participates in these interviews. Criminal cases and 
petitions are not usually submitted to the Medical Consultant for review and the Subject is not usually 
interviewed. Investigations of other types of physician conduct cases oftentimes include a Medical Consultant 
review of the case or a Subject interview, or both. 
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Stage 4 – Following the Subject interview, if completed, a determination is made as to whether to have an Expert 
Reviewer review the case. Then an Expert Reviewer is selected. Concurrently, an Expert Package is assembled to 
submit to the Expert Reviewer. Most quality of care cases and many physician conduct cases, excluding criminal 
cases and petitions, are submitted to an Expert Reviewer who determines whether the evidence supports a finding 
of gross negligence, repeated acts of negligence, or other professional misconduct. The Medical Consultant is 
usually substantively involved in these activities, particularly if the case involves quality of care issues. 

Stage 5 – The Expert Reviewer’s report is reviewed to determine whether to perform additional investigative 
work, request additional review by the Expert Reviewer or clarification of their report, close the case, or refer the 
case for prosecution. The Medical Consultant is usually substantively involved in these activities, particularly if the 
case involves quality of care issues. 

Stage 6 – For both closed cases and cases referred for prosecution, the final Report of Investigation and 
supporting documentation are reviewed and approved. 

At any point during the process, needs for additional records or interviews may be identified resulting in a resumption of 
earlier-stage work. These needs may be identified during the course of the investigation by the Investigator, Medical 
Consultant, District office Supervisor, or Primary DAG (if assigned and substantively involved with the investigation), or 
during a formal periodic Quarterly Case Review meetings between the District office Supervisor and Investigator, and Lead 
Prosecutor, if attending.   

There are some disparities between the policies and guidelines established for the VE Pilot Project and actual case 
investigation practices, and considerable variability in how VE has been implemented in different regions throughout the State. 
For example: 

Lead Prosecutor Assignments – For some District offices an SDAG rather than a DAG serves as LP. At some 
District offices the assigned LP rarely changes while, at other District offices, the LP is changed on a rotational 
basis. At some District offices where Primary DAGs are assigned to most cases, the LP serves as an intermediary or 
liaison between the Investigator and the Primary DAG, and the Investigator and Primary DAG directly interface only 
on an exception basis. At other District offices where Primary DAGs are assigned to most cases, the Investigator 
and Primary DAG usually interface directly, and the LP only becomes involved when there are disagreements or 
problems between the Investigator and Primary DAG. Depending on the location of the District office and other 
factors, LPs usually have either one (1) or two (2) regularly scheduled days each week where they are expected to 
physically visit their assigned District office (not necessarily for the full day). 
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Case Intake and Investigator Assignments – For most District offices incoming complaints are accepted by the 
District office Supervisor and assigned to an Investigator without any involvement or consultation with the LP. 
Concurrently, the case file is transmitted to the LP. At some District offices a physical copy of the entire case file is 
staged for the LP’s review on their next regular duty day at the District office. At other District offices a soft copy 
of the case file is created and emailed to the LP but, if there are a large number of supporting documents, copies of 
all of the documents may not always be provided. Generally, the LP’s review of a new complaint and their opening 
of a new Investigation matter in HQES’ ProLaw System occurs at some point after the opening of the investigation 
by the District office, after the District office Supervisor’s assignment of an Investigator to the case, and, in some 
cases, after the initiation of investigation activities.  

Primary DAG Assignments – For some District offices a Primary DAG is usually assigned by the SDAG to each new 
investigation following the LP’s opening of the new investigation matter in HQES’ ProLaw System. For District 
offices where the SDAG serves as the LP, the assignment of a Primary DAG can occur concurrent with the SDAG’s 
case intake review. For some District offices a Primary DAG is only assigned to an investigation on an exception 
basis (e.g., cases involving sexual misconduct or if requested by the District office) or the assignment of a Primary 
DAG is usually deferred until much later during the investigation process (e.g., when the case is ready to be 
transmitted to an Expert Reviewer or following completion of the investigation when the case is ready to be 
referred for prosecution).  

Initial Investigation Plan Preparation and Review – For most District offices the assigned Investigator prepares the 
initial Investigation Plan, submits it to the District office Supervisor, LP, Primary DAG (if assigned), and others, as 
required (which varies among the District offices), and commences the investigation. HQES Attorneys rarely 
suggest any changes to the initial Investigation Plan. At some District offices the Investigators do not commence 
their investigation until either the LP or Primary DAG approves the initial Investigation Plan (which is required to be 
provided within 5 business days, but can take longer due to absences, vacations, or other factors). 

Medical and Other Records – For some District offices complete copies of all medical and other records collected 
during the investigation are forwarded to the Primary DAG as they are obtained. In other District offices copies of 
these records are forwarded on an as-needed basis or are always forwarded to only some of the Primary DAGs 
assigned to the office’s cases. 

Subject Interviews – At some District offices the Primary DAG is expected to attend all Subject interviews. At other 
District offices either the LP attends most Subject interviews on behalf of the Primary DAGs or an HQES Attorney 
(usually either the LP or Primary DAG) only attends Subject Interviews on an exception basis (e.g., cases involving 
sexual misconduct or if requested by the District office). At some District offices the LP rarely attends Subject 
interviews. Attorney practices regarding completion of pre-interview case file reviews, attendance at pre-interview 
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planning meetings, and the extent of their participation during the interview vary greatly depending on individual 
Attorney work style differences. Primary DAGs sometimes fail to show for Subject interviews that they were 
scheduled to attend. 

Expert Reviewer Selection and Expert Package Review – For some District offices the Primary DAG is usually 
substantively involved in selecting an Expert Reviewer and reviewing Expert packages. At other District offices the 
Primary DAG is not usually substantively involved in the investigation until this point in the process. At other 
District offices the Primary DAG usually declines to review the Expert Package. In some cases the Primary DAGs 
are not substantively involved in reviewing the Expert package because they were previously substantively involved 
in the case during earlier stages of the investigation. At some District offices an HQES Attorney (Primary DAG or 
LP) is only involved in Expert Reviewer-related activities on an exception basis. There is considerable variability in 
Medical Board and HQES practices related to the preparation and review of Expert packages. 

Completed Investigation Case Reviews – For some District offices most completed cases are regularly reviewed and 
accepted for closure or prosecution within required timeframes (5 business days for cases recommended for 
prosecution and 10 business days for cases recommended for closure). For other District offices the completed 
cases oftentimes are not reviewed and approved within the required timeframes. At some District offices there 
appear to be chronic problems with these processes with HQES either (1) delaying the closure or transmittal of 
cases by requesting completion of additional investigation activity, or (2) not informing the District office regarding 
its approval or disapproval of the recommended case disposition, or not doing so on a timely basis. According to 
Medical Board staff, there is considerable variability in HQES practices related to acceptance of cases for 
prosecution. 

Investigator Attendance at Hearings – Investigators attend hearings to assist the DAGs prosecuting the cases, 
however, hearings are rarely conducted (fewer than 50 per year for cases investigated by District offices). When 
hearings are held, it is a major drain of resources as the hearing may extend over a period of weeks. The 
experience, however, is valuable and essential for the growth and development of seasoned Investigators. 

Finally, ambiguities in the statutes mandating use of the VE Model appear to underlie some of variability that exists is 
how VE was implemented in different regions of the State. Additionally, there is great deal of variability in the relationships 
between Medical Board Investigators and HQES Attorneys. Generally, there is a fairly high level of friction between 
Investigators and Attorneys throughout the State. However, the relationships are particularly poor in the Los Angeles Metro 
region. One source of the friction and conflict between Medical Board and HQES staff is variability in the perceptions of 
different individuals regarding the Legislative intent in mandating use of the VE Model, and ambiguities in the statutes 
requiring its use. 
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Following implementation of VE, during 2007/08 and 2008/09, there were some minor shifts in authorized positions 
between various programs and business units within the Medical Board. Collectively these shifts increased authorized staffing 
for the Licensing Program by eight (8) positions (21 percent), but most of this increase is attributable to a concurrent transfer 
of the Cashiering Unit to the Licensing Program. Subsequently, in 2009/10, ten (10) additional positions were authorized for 
the Enforcement Program, the first increases since the addition of eight (8) Investigator and Assistant Investigator positions in 
2006/07. Six (6) additional positions were authorized to re-establish the OSM Unit (1 Supervising Investigator, 4 
Investigators, and 1 Office Technician) and four (4) additional positions were authorized for the Probation Program (3 
Inspectors and 1 Office Technician). No additional positions were authorized for the District offices to support implementation 
of VE and investigate growing backlogs of complaints against licensed physicians. 
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E. Section 805 Reports and Investigations 

The Medical Board relies heavily upon Section 805 reporting to identify instances of physician negligence or misconduct. Initially, 
legislation enacted during 1975 (AB 1, Keene) required submission of these reports and, during the early-1990s, the Medical Board 
received an average of 159 Section 805 Reports per year (which was considered seriously deficient). Since that time, major legislative 
changes have been enacted to improve Section 805 reporting, but the number of reports submitted has continued to decline. 

During the early 1990s, SB 2375 (Presley) and SB 916 (Presley) were enacted to improve Section 805 reporting. SB 2375 increased 
the fines charged for failure to submit Section 805 Reports (to a maximum of $5,000 for failure to submit a required report, or $10,000 
for willful failure to submit a required report). SB 16 enhanced Section 805 reporting (e.g., by reducing the timeframes to submit required 
reports). Subsequently, during 2001, SB 16 (Figueroa) was enacted to address problems with Section 805 reporting. SB 16 significantly 
increased the maximum fines for failure to file a Section 805 Report (to a maximum of $50,000 for failure to submit a required report, or 
$100,000 for willful failure to submit a required report). SB 16 also required that the Medical Board contract with the Institute for Medical 
Quality, a subsidiary of the California Medical Association (CMA), to conduct a comprehensive study of the peer review process to 
determine the continuing validity of Section 805 reporting requirements. A written report was required to be submitted to the Medical 
Board and the Legislature by November 1, 2002 (later extended to November 1, 2003). Due to budget constraints, this study was never 
completed. 

In 2005 legislation was enacted (SB 231, Figueroa) which required that the Medical Board contract with an independent entity to 
conduct the peer review study previously required by SB 16. A written report was required to be submitted to the Medical Board and the 
Legislature by July 31, 2007 (later extended to July 31, 2008). In July 2008 this study was completed. The study was conducted by a 
non-profit healthcare consulting organization (Lumetra). Lumetra found failures throughout current peer review process, including 
inconsistent standards and practices, a lack of objective and confidential review, insufficient transparency, extensive delays and 
inefficiencies, and prohibitive costs. Lumetra also concluded that the current peer review process rarely leads to Section 805 Reports and 
that the high costs associated with Section 805 reporting may influence the pursuit of cases against physicians. According to Lumetra: 

“Entities can take multiple steps to follow the letter but avoid the “spirit” of the 805 law by using tactics such as pressuring an offending 
physician to resign for reasons other than “medical cause or reason”, by having summary suspensions less than 14 days, by negotiating 
with an offending physician privately through attorneys to avoid an 805 report, or by offering extended educational sessions and other 
remedial opportunities that would not trigger an 805 report.” 

Lumetra recommended a re-design and restructuring of the peer review process, including establishment of a separate, independent peer 
review organization that would investigate cases referred to it by the peer review organizations, and then make recommendations 
regarding the filing of Section 805 reports or taking other corrective action. Under this proposed model, responsibility for hearings 
concerning a final proposed action by a peer review body, including the filing of Section 805 reports, would be transferred from health 
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care facilities to the Medical Board or a designated independent organization. The Medical Board would continue to investigate all Section 
805 Reports and, if appropriate, initiate disciplinary actions. To date, Lumetra’s recommendations have not been implemented. 

Although the number of Section 805 reports submitted to the Medical Board has declined in recent years (from an average of about 
150 reports per year during the early-2000s to an average of 129 reports per year during the past three (3) years), the average elapsed 
time to complete investigations of these reports has increased dramatically. Exhibit II-7, on the next page, shows average elapsed times, 
by year for the past four (4) years, to complete investigations of Section 805 cases that were referred to HQES for prosecution. As shown 
by Exhibit II-7, about 30 to 40 Section 805 case investigations were completed each year with a referral for prosecution. During 2005/06 
the timeframe to complete these investigations exceeded two (2) years in only two (2) cases, and 90 percent of the investigations were 
completed in a period of two (2) years or less. Since 2005/06 the timeframes to complete these investigations increased significantly. For 
example: 

 The average elapsed time to refer Section 805 quality of care cases for prosecution increased by 44 percent (from 16.7 
months to 24.0 months). During 2008/09, 50 percent of these quality of care cases took longer than two (2) years to 
Investigate. In contrast, during 2005/06 only 10 percent of these cases took longer than two (2) years to investigate. 

 The average elapsed time to refer other (non-quality of care) Section 805 cases for prosecution increased by 22 
percent (from 9.4 months to 11.5 months). 

 On an aggregate basis, the number of Section 805 cases that took longer than two (2) years to Investigate and refer 
for prosecution increased every year subsequent to 2005/06. In 2008/09, 15 of 37 Section 805 cases referred for 
prosecution (41 percent) took longer than two years to investigate. 

Throughout this period, the average elapsed time to investigate Section 805 cases that were closed, and not referred for prosecution, was 
about 14 months. This average elapsed time includes cases that were closed because the investigation was not completed with 
statutorily-mandated timeframe limitations. 

Finally, Section 805 cases referred for prosecution may be less likely than other types of cases to have a successful disciplinary 
outcome. For example, during 2007/08 as especially large number of accusations (36 cases) were withdrawn or dismissed, excluding Out 
of State and Headquarters cases. Eight (8) of these (22 percent) were Section 805 cases. Of 26 accusations that were withdrawn, six (6) 
were Section 805 cases (31 percent). Additionally, Section 805 cases may account for a disproportionate share of multiple complaint 
cases. For example, of 126 multiple complaint cases that had a disciplinary outcome during 2007/08 and 2008/09, 14 percent (18 cases) 
were Section 805 cases. 



Exhibit II-7

Number Percent Number Percent Number Percent Number Percent

1 Year or Less 3 15% 6 27% 2 7% 1 4%

1 to 2 Years 15 75% 10 45% 17 59% 13 46%

2 to 3 Years 2 10% 6 27% 10 34% 14 50%

  Total 20 100% 22 100% 29 100% 28 100%

Average Number of Months

1 Year or Less 6 75% 8 57% 5 38% 5 56%

1 to 2 Years 2 25% 6 43% 7 54% 3 33%

2 to 3 Years 0 0% 0 0% 1 8% 1 11%

  Total 8 100% 14 100% 13 100% 9 100%

Average Number of Months

1 Year or Less 9 32% 14 39% 7 17% 6 16%

1 to 2 Years 17 61% 16 44% 24 57% 16 43%

2 to 3 Years 2 7% 6 17% 11 26% 15 41%

  Total 28 100% 36 100% 42 100% 37 100%

Average Number of Months

Summary of Section 805 Case Investigations Referred for Prosecution

Case
Type

2008/092006/07 2007/08Elapsed Time to
Complete Investigation

2005/06

2005/06 through 2008/09

14.7 Months14.6 Months

11.5 Months
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es

9.4 Months 10.7 Months 16.4 Months

21.0 Months

To
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l

19.8 Months
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y 
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e 

C
as

es

24.0 Months21.3 Months17.3 Months16.7 Months
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F. HQES Staffing Resource Allocations 

Table II-2, below, shows filled HQES positions by year from 2004/05 through 2008/09. Excluding temporary help (retired 
annuitants) and Secretaries (7 positions) assigned to HQES’ Senior Assistant Attorney General and each of six (6) Supervising DAGs, 58 
full-time, permanent positions were authorized for HQES, including: 

 1 Senior Assistant Attorney General 

 6 Supervising Deputy Attorneys 

 47 Deputy Attorneys (all levels) 

 3 Senior Legal Analysts 

 1 Associate Government Program Analyst. 

Prior to implementation of Vertical Enforcement, HQES did not have an Associate Government Program Analyst position and had nine (9) 
fewer Attorney positions. The Secretary positions are not shown as budgeted to HQES in the Wage and Salary Supplements to the 
Governor’s Budgets.  

 

 

 

 

 

 

 

 

 

 

 

2004/05 2005/061 2006/07 2007/08 2008/09

Senior Assistant Attorney General (CEA) 1.00 1.00 1.00 1.00 1.00

Supervising Deputy Attorney General (SDAG) 4.40 6.00 6.00

Deputy Attorney General IV 29.90 29.70 32.30 27.10 24.00

Deputy Attorney General III 10.40 10.30 9.80 17.80 19.00

Deputy Attorney General 1.30 3.90 3.90 2.00 2.70

Senior Legal Analyst 3.00 3.00 3.00 3.00 3.00

Associate Government Program Analyst 0.00 0.00 0.00 0.70 1.00

Total, Excluding Secretaries and Temporary Help 45.60 47.90 54.40 57.60 56.70
1 The Vertical Enforcement Pilot Project was jointly implemented by the Medical Board and HQES beginning during January 2006.

Table II-2. Health Quality Enforcement Section Staffing Profile

Classification
Filled Positions

2004/05 through 2008/09

Not Applicable
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Table II-3, below, shows allocations of authorized SDAG, DAG, and Senior Legal Analyst positions by HQES office during 2008/09 
and 2009/10 as shown on HQES’ staffing rosters. Currently, nearly one-half of HQES’ Attorneys are assigned to the Los Angeles Metro 
office, 30 percent are assigned to Northern California offices (Sacramento and San Francisco), and less than one-quarter are assigned to 
the San Diego office. During 2009/10, authorized Attorney staffing for HQES was reduced by four (4) positions. All of the reductions were 
absorbed by the Sacramento, San Francisco, and San Diego offices. None of the reductions were absorbed by the much larger Los Angeles 
Metro office. Additionally, one (1) vacant Attorney position was shifted to the Los Angeles Metro office to accommodate unrelated 
personnel placement needs at that location. To better balance workload between the various HQES offices, the geographic boundaries of 
the Los Angeles Metro office were recently extended, both North and South, to encompass portions of the areas served previously by 
HQES’ Sacramento and San Diego offices. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Number Percent

Sacramento, San Francisco, and Oakland 2 16 1 19 33% 33%

Los Angeles Metro 2 20 1 23 40% 42%

San Diego (Other Southern California) 2 12 1 15 26% 25%

  Total Allocated Positions1 6 48 3 57 100% 100%

Sacramento and San Francisco 2 13 1 16 30% 30%

Los Angeles Metro 2 21 1 24 45% 48%

San Diego (Other Southern California) 2 10 1 13 25% 23%

  Total Allocated Positions1 6 44 3 53 100% 100%

20
08

/0
9

20
09

/1
0

Percent
of DAGs

1 Excludes one (1) Senior Assistant Attorney General position, one (1) Associate Government Program Analyst (AGPA) position based in
   HQES' Los Angeles office, and seven (7) Secretary positions.

Table II-3. Health Quality Enforcement Section Staff Allocations by Office

Supervising
Deputy Attorney
General (SDAG)

Deputy Attorney
General (DAG)

Senior Legal
Analyst

Total1
Postion Classification

HQES Office LocationFiscal
Year
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Table II-4, below, shows the significant shift that has occurred during the past several years in the number of Attorney hours 
charged by HQES to Medical Board investigations. As shown by Table II-4, the number of hours charged by HQES Attorneys to Medical 
Board investigations increased significantly during the past three (3) years, and virtually all of the additional hours were charged by 
Attorneys based in HQES’ Los Angeles Metro office. During 2009, Los Angeles Metro office Attorneys charged more than 17,000 hours 
to Medical Board Investigations compared to fewer than 6,000 hours charged to investigations by Attorneys in each of the other regions 
of the State. The hours charged to investigations by Los Angeles Metro office Attorneys during 2009 accounted for 60 percent of all 
HQES Attorney hours charged to investigations. 

 

 

 

 

 

 

 

 

 

 

 

Class HQES Office(s) 2006 2007 2008 2009

Northern California1 6,610.25 6,084.50 5,007.25 5,167.75

Los Angeles Metro 6,349.00 6,388.00 13,527.75 17,083.50

San Diego (Other Southern California) 4,535.50 3,777.50 5,625.50 5,988.75

Total 17,494.75 16,250.00 24,160.50 28,240.00

Northern California1 235.25 286.25 201.75 175.00

Los Angeles Metro 189.50 739.00 1,166.75 1,193.75

San Diego (Other Southern California) 1,391.25 1,369.25 1,847.25 1,386.00

Total 1,816.00 2,394.50 3,215.75 2,754.75

Northern California1 6,845.50 6,370.75 5,209.00 5,342.75

Los Angeles Metro 6,538.50 7,127.00 14,694.50 18,277.25

San Diego (Other Southern California) 5,926.75 5,146.75 7,472.75 7,374.75

Total 19,310.75 18,644.50 27,376.25 30,994.75
1 Includes San Francisco, Oakland, Sacramento, and Fresno offices.
2 Excludes Supervising Deputy Attorneys (SDAGs) and Special Agents.

Table II-4. Hours Charged by HQES Staff to Investigation Matters
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Includes Hours Charged to Investigation Matters, Section-Specific Tracking and Client Service
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In contrast with the distribution of Attorney billings shown in Table II-4, Table II-5, below, shows much smaller differences between 
geographic regions in the number of hours charged by HQES Attorneys to prosecutions. Generally, more hours are charged for 
prosecutions by HQES’ Northern Region offices than are charged by HQES’ other two regional offices. However, HQES’ San Francisco and 
Sacramento offices handled nearly all Out-of-State and SOI cases. In both the Northern California and Other Southern California regions, 
HQES Attorneys charged significantly more hours to prosecutions than charged to investigations. In contrast, in the Los Angeles Metro 
region, the proportions of time charged to investigations and prosecutions are reversed, with significantly fewer hours charged to 
prosecutions during 2009 (9,823) than charged to investigations (17,084). 

 

 

 

 

 

 

 

 

 

 

 

Class HQES Office(s) 2005 2006 2007 2008 2009

Northern California1 11,333 11,718 12,960 12,231 13,026

Los Angeles Metro 10,150 9,696 12,937 11,820 9,823

San Diego (Other Southern California) 9,220 8,290 11,265 8,144 8,923

Total 30,703 29,704 37,161 32,195 31,772

Northern California1 92 15 65 317 157

Los Angeles Metro 579 835 463 514 1,191

San Diego (Other Southern California) 151 98 81 133 263

Total 822 947 608 964 1,610

Northern California1 99 221 212 106 160

Los Angeles Metro 36 7 127 0 0

San Diego (Other Southern California) 343 207 43 113 198

Total 477 436 382 219 358

Northern California1 11,524 11,954 13,237 12,654 13,342

Los Angeles Metro 10,765 10,538 13,527 12,334 11,014

San Diego (Other Southern California) 9,713 8,595 11,388 8,391 9,384

Total 32,002 31,086 38,151 33,378 33,740
1 Includes San Francisco, Oakland, Sacramento, and Fresno offices.

Table II-5. Hours Charged by HQES Staff to Administrative Matters
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The time charges by Los Angeles Metro Attorneys are also disproportionate to the geographic distribution of licensees. As shown by 
Exhibit II-8, on the next page, only about 30 percent of active licensees are based in counties served by HQES’ Los Angeles Metro office. 
Counties served by HQES’ Northern California offices account for 44 percent of active licensees while counties served by HQES’ San 
Diego office account for 25 percent of active licensees. 

The time charges by Los Angeles Metro Attorneys are also disproportionate to the geographic distribution of Investigations opened 
and cases referred for Prosecution. As shown by Exhibit VI-3, in Section VI (Investigations), the number of investigations opened and 
number of cases referred for prosecution by District offices in each of the three major geographic regions of the State generally parallels 
the geographic distribution of licensees. For example: 

 The Northern California region accounts for about 38 percent of investigations opened and 36 percent of cases referred 
for Prosecution 

 The Los Angeles Metro region accounts for about 35 percent of investigations opened and 32 percent of cases referred 
for Prosecution 

 The Other Southern California region accounts for about 27 percent of Investigations opened and 32 percent of cases 
referred for Prosecution. 

The data shown in Exhibit VI-3 is fully consistent with data shown in Table II-6, below, separately provided by HQES, showing the number 
of Investigation matters opened by HQES in each major region of the State during each of the past four (4) years. As shown by Table II-6, 
Investigation matters opened for Los Angeles Metro cases account for about one-third of all Investigation matters opened by HQES. 

 

 

 

 

 

  

Number Percent

Northern California1 374 387 392 340 1,493 38%

Los Angeles Metro2 306 350 365 340 1,361 34%

San Diego3 (Other Southern California) 339 287 232 264 1,122 28%

Total 1,019 1,024 989 944 3,976 100%

3 Data shown for 2006 excludes 39 pre-2006 cases.

2 Data shown for 2009 includes 47 Fresno cases.

1 Includes HQES' San Francisco, Oakland, Sacramento, and Fresno offices.

Table II-6. Investigation Matters Opened by HQES

HQES Office(s) 2006 2007 2008 2009
Total



Exhibit II-8

Alameda 4,449 Marin 1,534 Santa Clara 6,946

Alpine 1 Mariposa 16 Santa Cruz 710 Los Angeles 27,556

Amador 70 Mendocino 219 Shasta 451 Santa Barbara 1,199

Butte 474 Merced 226 Sierra 0 Ventura 1,675

Calaveras 51 Modoc 6 Siskiyou 88 Total 30,430

Colusa 10 Mono 36 Solano 843 Percent 30%

Contra Costa 3,020 Monterey 885 Sonoma 1,360

Del Norte 44 Napa 488 Stanislaus 900

El Dorado 302 Nevada 258 Sutter 202 Imperial 131

Fresno 1,828 Placer 1,032 Tehama 51 Inyo 45

Glenn 13 Plumas 36 Trinity 12 Orange 9,250

Humboldt 286 Sacramento 4,248 Tulare 476 Riverside 2,818

Kern 1,110 San Benito 40 Tuolumne 130 San Bernardino 3,524

Kings 136 San Francisco 5,761 Yolo 572 San Diego 9,428

Lake 80 San Joaquin 1,054 Yuba 49 Total 25,196

Lassen 39 San Luis Obispo 806 Total 44,274 Percent 25%

Madera 177 San Mateo 2,749 Percent 44% Statewide Total 99,900

Active, In-State Licensees, By County

Northern California Counties

Other Southern California Counties

Los Angeles Metro Counties

June 30, 2009
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Finally, as shown by Table II-7, below, the total hours charged be Attorneys assigned to HQES’ offices in Northern California and 
San Diego (Other Southern California) offices for investigations and prosecutions have changed little during the past several years (18,000 
hours and 13,000 hours per year, respectively). In contrast, the total number of hours charged Los Angeles Metro Attorneys have 
exploded and, in 2009, exceeded the number of hours charged in each of the other two geographic regions by 50 to 80 percent. 

 

 

 

 

 

 

 

 

 

 

 

 

 

The differences in hours charged by HQES Attorneys in each of the three major geographic regions of the State reflects significant 
differences in their level of involvement in Medical Board investigations, and substantive differences in the way that VE has been 
implemented. Since 2006, Los Angeles Metro office Attorneys have become increasing involved in Medical Board investigations and have, 
for several years, been much more intensively involved in investigations than Attorneys based in HQES’ other offices. As a result, during 
2009 expenditures for Attorney services provided by HQES’ Los Angeles Metro office were more than $1.4 million greater than 
expenditures for Attorney services provided by HQES’ Northern California offices, and more than $2.0 million greater than expenditures for 
Attorney services provided by HQES’ San Diego office. 

Matter HQES Office(s) 2006 2007 2008 2009

Northern California1 6,610 6,085 5,007 5,168

Los Angeles Metro 6,349 6,388 13,528 17,084

San Diego (Other Southern California) 4,536 3,778 5,626 5,989

Total - Investigations 17,495 16,250 24,161 28,240

Northern California1 11,718 12,960 12,231 13,026

Los Angeles Metro 9,696 12,937 11,820 9,823

San Diego (Other Southern California) 8,290 11,265 8,144 8,923

Total - Prosecutions 29,704 37,161 32,195 31,772

Northern California1 18,328 19,045 17,238 18,194

Los Angeles Metro 16,045 19,325 25,348 26,907

San Diego (Other Southern California) 12,826 15,042 13,770 14,912

Total - Investigations and Prosecutions 47,198 53,411 56,356 60,012
1 Includes San Francisco, Oakland, Sacramento, and Fresno offices.

3 Excludes Supervising Deputy Attorneys (SDAGs).

Table II-7. Hours Charged by HQES Attorneys to Investigations and Prosecutions
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G. Enforcement Program Attrition History 

Exhibit II-9, on the next page, shows the number of Investigators, Senior Investigators, and Supervising Investigators that separated 
from the Medical Board by year from 2004 through 2009. During the two (2) years prior to implementation of VE (2004 and 2005), the 
Enforcement Program lost thirteen (13) Investigators, Senior Investigators, and Supervising Investigators, including nine (9) employees who 
retired from State service, one (1) employee who transferred to DCA’s Division of Investigation, and three (3) employees who left State 
service. Beginning during 2006, concurrent with implementation of VE, there was a sharp acceleration in staff turnover within the 
Enforcement Program. Ten (10) Enforcement Program Investigators, Senior Investigators, and Supervising Investigators retired from State 
service during 2006 and 2007. This is about the same number of staff with these classifications as retired during the preceding two (2) 
years. However, in contrast with prior years, 17 other Investigators, Senior Investigators, and Supervising Investigators separated from the 
Medical Board, including: 

 8 employees who transferred to DCA’s Division of 
Investigation 

 3 employees who transferred to the Department of Justice 

 5 employees who transferred to other State agencies 

 1 employee that left State service. 

Similarly, during the next two (2) years (2008 and 2009), nine (9) Investigators, Senior Investigators, and Supervising Investigators retired 
from State service. Concurrently, 17 others in these same classifications separated from the Medical Board, including 

 7 employees who transferred to DCA’s Division of 
Investigation 

 3 employees who transferred to the Department of Justice 

 4 employees who transferred to other State agencies 

 3 employees who left State service. 

In summary, during the past four (4) years more than one-half of the Enforcement Program’s Investigators, Senior Investigators, and 
Supervising Investigators separated from the Medical Board. Only about one-third of the separations were due to retirements (fewer than 5 
positions per year). Thirty (30) Investigators, Senior Investigators, and Supervising Investigators (7.5 positions per year) transferred to 
other State agencies, including 14 who transferred to DCA’s Division of Investigations. The staff that separated during this period were 
highly experienced, with an average of eight (8) years experience with the Medical Board prior to their separation. Geographically, a 
disproportionate share of the separations was from Northern Region District offices which concurrently experienced both a large number of 
retirements and a large number of other separations. In contrast, the other two geographic regions had a lower number of total separations 
because they either had fewer retirements (Los Angeles Metro region) or had fewer other separations (Other Southern California region). 



Exhibit II-9

2004 
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and 

2005

2006 
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and 

2005

2006 
and 

2007

2008 
and 

2009

Sacramento 3 1 1 1 3 1 1

San Jose 1 1 1 1 1 1 0 1 3

Fresno 2 1 1 1 1 2 3 1 2 4 2

Pleasant Hill 1 1 1 1 1 1 2

  Total Northern Region 6 2 4 0 2 0 0 1 1 0 2 1 0 5 2 0 0 2 6 7 8

Diamond Bar 1 1 1 0 0 2

Torrance/Cerritos 1 1 1 1 0 3 0

Glendale 1 1 1 1 1 2 2 2 1

Valencia 3 3 1 1 0 3

  Total LA Metro Region 0 2 0 0 2 4 0 0 1 0 0 0 0 2 5 3 1 1 3 5 6

Tustin 1 1 1 1 1 1

San Diego 1 1 1 1 2 0 1 3

San Bernardino 1 1 1 1 1 1 2 1

Rancho Cucamonga 1 1 0 1 0

  Total Southern Region 2 3 3 0 1 1 0 1 0 0 0 1 0 2 2 0 0 0 2 5 5

Total - District Offices 8 7 7 0 5 5 0 2 2 0 2 2 0 9 9 3 1 3 11 17 19

Area Supervisors 1 1 1 1 1 1 1 2 1

Probation North 1 1 1 2 0 1 2 0

Probation LA Metro or South 1 1 1 1 3 1 4 3 0 4 4

Headquarters/Executive 2 2 2 0 2 2

Total 9 10 9 1 8 6 0 3 3 0 5 5 1 16 14 3 1 3 13 27 26

1 Excludes 1 position that failed Academy training and 1 position that retired and then reinstated.

DCA Division
of Investigation

Department
of Justice

Other
State AgenciesBusiness Unit

Enforcement Program Attrition History

Total
SeparationsTotal

Transfers to Other State Agencies
Other

SeparationsRetirements
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We met with representatives of DCA’s Division of Investigation to determine how many of the Medical Board’s staff received a 
promotion when they transferred to that agency. Of the 14 positions that transferred to DCA during the past four (4) years, 12 were 
lateral transfers (86 percent) and did not receive any pay increase. Additionally, we understand that, for nearly all of these staff, the 
primary factors contributing to their decisions to separate from the Medical Board were: 

 Difficulty and frustration working with HQES Attorneys 

 Dissatisfaction with Medical Board management (e.g., effectiveness in resolving issues with HQES) 

 An inability to effectively utilize their investigative skills under the VE Model. 

High Investigator turnover over the past four (4) years necessarily compounded the performance problems that the Medical Board 
was already experiencing as a result of staffing reductions imposed on the District offices earlier in the decade. Additionally, the smaller 
pool of remaining seasoned Investigators was increasingly used throughout this period to provide training and mentoring to newly hired 
and less experienced staff. 

As of late-2009 the Medical Board had thirteen (13) vacant Investigator positions, representing 16 percent of total authorized 
Investigator series positions. Typically, California State Government agencies operate with only about 5 percent of their positions vacant. 
The relatively high Investigator vacancy rate is partially attributable to the recent creation of five (5) new Investigator series positions for 
the Rancho Cucamonga-based OSM Unit (1 Supervising Investigator and 4 Investigators). In late-2009, Los Angles Metro region offices 
accounted for a disproportionate share of vacant positions due, in part, to the recent transfer of four (4) Investigator series positions from 
Los Angeles Metro District offices to the OSM Unit. As with the lateral transfers of Medical Board staff to DCA’s Division of Investigation, 
the Investigators that transferred to the OSM Unit did not receive a salary increase and are no longer be required to work under the 
direction of HQES Attorneys. As of May 2010, the Investigator vacancy rate was reduced to 5 percent (with positions in background 
accounted for as filled). 
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H. Prior Analyses of the Impacts of Vertical Enforcement 

Analyses of the impacts of Vertical Enforcement were previously completed during 2007 and 2009. Additionally, a one-page 
summary statistical report is provided on a quarterly basis to the Medical Board’s Governing Board as part of the Board’s quarterly meeting 
package. Below we summarize the findings and conclusions presented in these reports and identified deficiencies with the information 
provided. 

1. November 2007 Medical Board Analysis 

In November 2007 the Medical Board reported to the Legislature that implementation of VE had reduced the average time 
to complete investigations by ten (10) days. The Medical Board also reported reductions in: 

 The average time to close cases without prosecution (6 days) 

 The average time to obtain medical records (28 days) 

 The average time to conduct physician interviews (20 days) 

 The average time to obtain Medical Expert opinions (33 days) 

 The average time for HQES to file accusations (29 days). 

Some of these above findings appear inconsistent. For example, unless there were offsetting increases in the time needed for 
other investigative activities (which were not reported), it is difficult to reconcile the significant reductions shown in the 
average time to obtain medical records, conduct physician interviews, and obtain Medical Expert opinions with the minimal 
reductions shown in the total elapsed time to complete the investigations (10 days, or 6 days excluding cases referred for 
prosecution). Alternatively, there may be deficiencies with some of the data used for this report. 
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2. June 2009 Integrated Solutions for Business and Government, Inc. Analysis 

During 2009 the Medical Board commissioned a study by an independent consultant (Integrated Solutions for Business 
and Government, Inc.) to review Enforcement Program statistical data collected by the Medical Board from 2005 through 
2008. In June 2009 the consultant reported that (1) significantly fewer investigations were completed during 2008 as 
compared to 2005 (1,100 during 2008 compared to 1,382 during 2005, including AHLP investigations), and (2) significantly 
fewer accusations were filed (205 during 2008 compared to 224 during 2005, including AHLP accusations). The consultant 
also reported that investigation timeframes had increased significantly. The consultant’s findings included the following:

 For cases closed without a citation, public letter of reprimand, or referral for prosecution, the average elapsed 
time to complete investigations increased by more than three (3) months (to 12 months) 

 For cases referred for prosecution, the average elapsed time to complete investigations increased by more 
than two (2) months (to 13 months) 

 For cases referred for prosecution, the average elapsed time for HQES to file accusations decreased by a week 
(to about 5 months) 

 For cases with an accusation filed, the average elapsed time from assigned for investigation to filing of the 
accusation increased by more than a month (to nearly 19 months). 

3. Medical Board Quarterly Reports 

Since mid-2008, a summary statistical report has been provided on a quarterly basis to the Medical Board’s Governing 
Board as a part of its quarterly meeting packet. The current version of the Quarterly Report provides, on one page, a series of 
investigation and prosecution-related performance measures, by calendar year (or calendar quarter for partial years), for each 
period from 2005 through the most recently completed quarter. Data are presented for a subset of all cases categorized as 
“VE” cases, and for “All” cases combined. Data for “Non-VE” cases is not presented, but can be imputed from the other data 
presented. Exhibit II-10, on the next page, presents the same data as presented in the most recently published Quarterly Report 
for the five-year period from 2005 through 2009, plus imputed data for “Non-VE” cases. Below we provide an analysis of the 
data presented in Exhibit II-10, including analyses of identified deficiencies with the data. 



Exhibit II-10

2005

Prior
to VE All Non-VE2 VE All Non-VE2 VE All Non-VE2 VE All Non-VE2 VE

Calendar Day Age from Request to Suspension 
Order Granted
  Average 51 44 88 4 34 21 38 19 19 19 52 260 39 1
  Median 17 3 N/A 2 22 N/A 23 10 N/A 10 23 N/A 23 6
  Record Count 24 21 10 11 17 4 13 21 4 17 17 1 16 (7)
Calendar Day Age from Request to Receipt
of Medical Records
  Average 58 53 78 37 59 163 57 63 378 58 73 0 73 15
  Median 32 31 N/A 26 31 N/A 31 28 N/A 28 32 N/A 32 0
  Record Count 475 376 148 228 264 5 259 256 4 252 243 0 243 (232)
Calendar Day Age from Request to Physician 
Interview
  Average 48 51 56 43 52 73 50 63 63 63 52 0 52 4
  Median 36 42 N/A 38 37 N/A 36 41 N/A 42 37 N/A 37 1
  Record Count 597 453 281 172 406 35 371 473 7 466 696 0 696 99
Calendar Day Age from Request to Receipt
of Expert Opinion
  Average 51 47 50 35 51 80 43 50 50 50 48 48 48 (3)
  Median 41 35 N/A 31 36 N/A 35 39 N/A 38 36 N/A 35 (5)
  Record Count 519 424 342 82 344 74 270 374 15 359 426 2 424 (93)
Calendar Day Age from Case Assigned to Case 
Closed Not Resulting in Prosecution
  Average 271 299 326 138 330 637 268 374 822 358 383 1,727 381 112
  Median 252 285 N/A 134 304 N/A 269 335 N/A 324 346 N/A 346 94
  Record Count 827 703 601 102 648 109 539 609 21 588 673 1 672 (154)
Calendar Day Age from Case Assigned to 
Completed Investigation and Accusation Filed
  Average 556 554 607 140 543 730 340 565 928 493 584 956 578 28
  Median 525 504 N/A 120 523 N/A 339 541 N/A 486 575 N/A 569 50
  Record Count 187 149 132 17 198 103 95 157 26 131 189 3 186 2
Calendar Day Age from Accusation Filed
to Disciplinary Outcome3

  Average 608 602 610 85 576 633 188 561 768 243 473 840 339 (135)
  Median 526 466 N/A 99 426 N/A 182 384 N/A 238 351 N/A 309 (175)
  Record Count 212 195 192 3 226 197 29 203 123 80 198 53 145 (14)

3 Excludes Outcomes with no accusation filed.

1 Excludes Out-of-State (IDENT 16) and Headquarters (IDENT 20) cases.
2 Supplemental data elements imputed from other data contained in the report.

Quarterly Board Report
Investigation and Prosecution Timeframes1
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Suspension Orders – This is a measure of the number of requests for suspension orders granted and the average and 
median elapsed days from request to issuance of the suspension orders. The data presented includes interim 
suspension orders (ISOs), temporary restraining orders (TROs), and PC 23s. The data presented show that 24 
suspension orders were granted during 2005, prior to implementation of VE. In all subsequent years fewer than 24 
suspension orders were granted. In the most recent year (2009), 17 suspension orders were granted (32 percent 
fewer than granted during 2005). In 2009, the average number of elapsed days to obtain a suspension order (52 
days) was nearly identical to the average number of elapsed days shown for 2005 (51 days). 

Requests for Medical Records – This is a measure of the number of completed requests for medical records and the 
average and median elapsed days from request to receipt of the records. The data presented shows that 475 medical 
records requests were completed during 2005, prior to implementation of VE. In all subsequent years significantly 
fewer requests for medical records were completed. In the most recent year (2009), only 243 requests were 
completed (49 percent fewer than completed during 2005). In 2009, the average elapsed time to obtain medical 
records (73 days) was more than two (2) weeks longer than the average elapsed time shown for 2005 (58 days). 
However, much of the data shown in the Quarterly Report appears to be substantially incomplete. Complete data 
should probably show at least 400 to 500 requests for medical records per year. A possible source of this 
undercounting is a failure by District office staff to consistently post updates to CAS showing when medical records 
were requested and received. Additionally, medical records are sometimes requested from more than one provider for 
the same case and, in some cases, the records initially provided by the respondent are incomplete or are excessively 
redacted, prompting requests for supplemental submissions. These circumstances are not reflected in the data 
presented. In summary, the record counts and elapsed time data shown in the Quarterly Reports may not be 
representative of all completed medical record requests for some (or all) of the years shown. 

Physician Interviews – This is a measure of the number of completed Subject interviews and the average and median 
elapsed days from request to completion of the interview. The data presented shows that 597 Subject Interviews 
were completed during 2005, prior to implementation of VE. In each of the next three (3) years, the Quarterly Report 
shows that 20 to 30 percent fewer Subject interviews were completed. Then, in the most recent year (2009), the 
Quarterly Report shows that 696 Subject interviews were completed (16 percent more than completed in 2005, and 
nearly 50 percent more than completed during the prior year). In 2009, the average elapsed time to complete Subject 
interviews (52 days) was marginally higher than the average elapsed time shown for 2005 (48 days). However, the 
data shown for most years appears to be substantially incomplete. Complete data should probably show at least 600 
Subject interviews completed for all years. A possible source of this undercounting is a failure by District office staff 
to consistently post updates to the CAS system showing when each Subject interview was actually scheduled and 
completed. For example, in some years Medical Board staff may not have regularly posted CAS updates for so called 
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“Knock and Talk” interviews because such interviews are not scheduled and completed in the same manner as are 
office interviews. In summary, the record counts and elapsed time data shown in the Quarterly Reprots may not be 
representative of all completed Subject interviews for several of the years shown. Also, this statistic does not capture 
any changes in the elapsed time needed to coordinate the scheduling of Subject interviews with the HQES’ Primary 
DAG, if assigned. 

Expert Opinions – This is a measure of the number of completed Expert opinions and the average and median elapsed 
time from request to receipt of the Expert opinion. The data presented shows that 519 Expert opinions were 
completed during 2005, prior to implementation of VE. In all subsequent years, about 20 to 30 percent fewer Expert 
opinions were completed. The need for Expert opinions is also dependent, in part, of the availability and capabilities of 
the Medical Consultants assigned to each District office. Medical Consultants, if sufficiently available, can potentially 
review many quality of care cases and, thereby, limit the number of cases submitted to the outside Medical Experts. 
Conversely, if Medical Consultant capabilities are limited, either in terms of availability or areas of specialization, then 
more cases may be referred to the outside Medical Experts. In 2009 the average elapsed time to complete Expert 
opinions (48 days) was marginally shorter than the average elapsed time to complete Expert opinions shown for 2005 
(51 days). However, shifts in the mix of cases referred to outside Medical Experts could impact the average elapsed 
time to prepare the Expert opinions. Additionally, it is unclear whether the record counts and elapsed time data shown 
in the Quarterly Reports are representative of all completed Expert opinions for any particular year. Finally, this 
statistical measure does not account for the quality of the completed reports, or related needs for revised or 
supplemental reports. 

Investigation Closed without Referral for Prosecution – This is a measure of the number of cases closed without 
referral for prosecution and the average and median elapsed time from assigned for investigation to closure of the 
case. The data presented show that 827 cases were closed following investigation during 2005, prior to 
implementation of VE. In all subsequent years, about 20 to 30 percent fewer cases were closed following 
investigation. Due to the extended cycle times associated with completing most investigations (1 to 2 years, or 
longer), the comparative data presented for VE (and Non-VE) cases during 2006, 2007, and 2008 are misleading and 
meaningless. Initially, all extended cycle time cases are included in the Non-VE case counts and no extended cycle 
time cases are included in the VE case counts because only investigations initiated after December 31, 2005, are 
included. In subsequent years, fewer cases with the most extended cycle times are included in the Non-VE case 
counts resulting in progressively longer average elapsed times (i.e., 326 days in 2006, 637 days in 2007, 822 days in 
2008, and 1,727 days for a single remaining Non-VE case that was closed in 2009, nearly 5 years after it was 
assigned for investigation). Concurrently, increasingly larger numbers of more extended cycle time cases are included 
in the VE case counts, also resulting in progressively longer average elapsed times (i.e., 138 days in 2006, 268 days 
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in 2007, 358 days in 2008, and 381 days in 2009). Eventually, as shown by the data presented for 2009, the 
average elapsed times shown for VE cases and for All cases combined converge (381 days and 383 days, 
respectively). In 2009, the average elapsed time to complete an investigation that was not referred for prosecution 
was 12.6 months (383 days). This was more than 3.5 months (40 percent) longer than the nine (9) month average 
elapsed time shown for 2005. Historically, cases closed without referral for prosecution represent about two-thirds of 
all completed investigations. 

Accusations Filed – This is a measure of the number of accusations filed and the average and median elapsed time 
from assignment of the case for investigation to filing of the accusation. The data presented show that 187 
accusations were filed during 2005, prior to implementation of VE. In subsequent years, the number of accusations 
filed fluctuated between about 150 and 200 per year. In the most recent year (2009), about the same number of 
accusations were filed (189) as were filed in 2005. Due to the extended cycle times associated with completing most 
Investigations and filing accusations (1 to 2 years, or longer), the comparative data presented for VE (and Non-VE) 
cases from 2006 through 2008 are misleading and meaningless. Initially, all extended cycle time cases are included in 
the Non-VE case counts and no extended cycle time cases are included in the VE case counts because only 
Investigations initiated after December 31, 2005, are included. In subsequent years, fewer cases with the most 
extended cycle times are included in the Non-VE case counts resulting in progressively longer average elapsed times 
(i.e., 607 days in 2006, 730 day in 2007, 928 days in 2008, and 956 days for three remaining Non-VE cases that 
were filed in 2009, more than two years after assigned for investigation). Concurrently, increasingly larger numbers of 
more extended cycle time cases are included in the VE case counts, also resulting in progressively longer average 
elapsed times (i.e., 140 days in 2006, 340 days in 2007, 493 days in 2008, and 578 days in 2009). Eventually, as 
shown by the data presented for 2009, the average elapsed times shown for VE cases and for All cases combined 
converge (578 days and 584 days, respectively). In 2009, the average elapsed time from assigned for investigation to 
accusation filed was more than 19 months (584 days). This was about one (1) month (5 percent) longer than the 18 
month average elapsed time shown for 2005. Historically, cases referred for prosecution represent about one-third of 
all completed investigations. 

Disciplinary Outcomes – This is a measure of the number of completed prosecutions and the average and median 
elapsed days from accusation filed to Board action. The data presented shows 212 disciplinary outcomes during 
2005, prior to implementation of VE. In subsequent years, the number of disciplinary outcomes fluctuated between 
about 195 and 225 per year. In the most recent year (2009) there were fewer Disciplinary Outcomes (198) than in 
2005. Due to the extended cycle times associated with prosecuting cases (typically 1 to 2 years, or longer), the 
comparative data presented for VE (and Non-VE) cases from 2006 through 2009 are misleading and meaningless. 
Initially, all extended cycle time cases are included in the Non-VE case counts and no extended cycle time cases are 
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included in the VE case counts because only cases involving Investigations initiated after December 31, 2005, are 
included. In subsequent years, fewer cases with the most extended cycle times are included in the Non-VE case 
counts resulting in progressively longer average times (i.e., 610 days in 2006, 633 days in 2007, 768 days in 2008, 
and 840 days in 2009). Concurrently, increasingly larger numbers of more extended cycle time cases are included in 
the VE case counts, also resulting in progressively longer average times (i.e., 85 days in 2006, 188 days in 2007, 
243 days in 2008, and 339 days in 2009). Eventually, perhaps in 2010 or 2011, the average elapsed times shown 
for VE cases and for All cases combined will converge. In 2009, the average elapsed time to complete prosecutions 
was 15.6 months (473 days). This was about 4.4 months (22 percent) shorter than the 20 month average elapsed 
time shown for 2005. However, this statistical measure is somewhat misleading because it does not account for the 
additional elapsed time, or changes in the average elapsed time, to investigate these cases and file the accusation. As 
discussed previously, the average elapsed time from assigned for investigation to accusation filed during 2009 was 
more than 19 months (about 1 month longer than shown for 2005). Thus, based on the data shown in the Quarterly 
Reports, the combined total average elapsed time to investigate and prosecute cases in 2009 was about 34 to 35 
months (19 months plus 15.6 months). This compares to a combined total average elapsed time of 38 months in 
2005, prior to implementation of VE. This is equivalent to a 10 percent reduction in total elapsed time for these cases. 
Historically, about one-third of cases assigned for investigation are referred for prosecution, and about 80 percent of 
these cases eventually reach a disciplinary outcome (about 25 percent of all cases investigated). 

In summary, the statistical data presented in the Quarterly Reports show: 

 A significant (32 percent) decrease in the number of suspension orders granted, and no significant change in 
the elapsed time to obtain the suspension orders 

 A significant (20 to 30 percent) decrease in the number of cases closed following investigation, which 
historically account for about two-thirds of all completed investigations, and a significant (40 percent) increase 
in the average elapsed time to complete these investigations (from 9 months to 12.6 months) 

 No significant change in the number of cases with a disciplinary outcome, which historically account for about 
25 percent of all completed investigations, and a limited (10 percent) decrease in the average elapsed time to 
investigate and prosecute these cases (from 38 months to 34 to 35 months). 

Finally, with respect to the disciplinary outcomes, no data is presented showing whether there was any change in the level of 
discipline imposed. 
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I. Probation Program 

Physicians placed on probation are subject to monitoring by Medical Board staff of the Probationer’s compliance with the terms and 
conditions of their probation. These terms and conditions may include practice restrictions, requirements to complete specified educational, 
training, or treatment programs, or to take a professional competency or psychiatric examination.  

Since the early-1990s the Medical Board has maintained a network of regional probation offices in Sacramento and the Los Angeles 
Metro area (e.g., Cerritos and Rancho Cucamonga). In addition to complete intake interviews of new probationers and monitoring 
Probationer compliance with the terms and condition of their probation, Investigators assigned to these offices also were responsible for 
investigating (1) complaints involving Probationers, (2) petitions of modification or termination of probation, and (3) petitions for 
reinstatement. 

During the early-2000s, about 500 probationers were assigned to the Probation program, including about 100 cases that were 
inactive because the Probationer was practicing outside the State. During 2003/04 the total number of Probationers increased by about 10 
percent to 547 cases. Since that time the number of Probationers has fluctuated between 510 and 550 cases. As of June 30, 2009, there 
were a total of 545 probation cases, including 109 inactive cases. Probation Program Investigators typically carried an average caseload of 
about 36 cases per position. 

In recent years the Medical Board referred for investigation an average of 48 complaints involving Probationers per year. Many of 
these cases were actually originated by Probation Program Investigators. On average, about two-thirds of these cases were closed 
following investigation and about one-third were referred to HQES for prosecution. The proportion of cases referred for prosecution is 
comparable to that for cases involving Non-Probationers. The average elapsed time to complete these investigations recently increased 
from an average of less than 10 months for the 3-year period from 2005/06 through 2007/08, to nearly 11 months during 2008/09. 
During the past several years the average elapsed times to complete investigations of Probationers have been several months shorter than 
the average elapsed times to complete Investigations of Non-Probationers. This differential widened during the past several years in parallel 
with the deterioration in the average elapsed time required by District offices to complete investigations of Non-Probationers. 

Over the past 10 years the Medical Board received an average of about 40 petitions for modification or termination of probation per 
year. The number of petitions for modification or termination of probation received fluctuated within a range of 30 to 50 petitions per year. 
Variations in the number of petitions for modification or termination of probation received appear to be correlated with the number of 
Probationers. During 2008/09, 40 petitions for modification or termination of probation were received. Also over the past 10 years, the 
Medical Board received an average of about 16 Petitions for Reinstatement per year. The number of petitions for reinstatement received 
fluctuated within a range of 10 and 25 petitions per year. During 2008/09, 18 petitions for reinstatement were received. Over the past six 
(6) years, the total number of all petitions received fluctuated within a fairly narrow range (50 to 65 per year). Investigations of petitions 
are generally completed more quickly than Investigations of complaints. During 2008/09 the average elapsed time to complete 
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investigations of petitions for modification or termination of probation was about six (6) months and the average elapsed time to complete 
investigations of petitions for reinstatement was about nine (9) months.  

Until recently, authorized staffing for the Probation Program typically consisted of about 24 total positions, including: 

 1 Supervising Investigator II (based in 
Sacramento) 

 3 Supervising Investigator I (1 per office) 

 14 Senior Investigator/Investigator (4 to 5 per 
office) 

 3 Investigator Assistant (1 per office) 

 3 Clerical Support staff (1 per office). 

However, during 2008/09 the Medical Board transferred all of its Assistant Investigator positions to the Probation Program and reclassified 
the positions to Inspector I/II. Concurrently, the Probation Program’s Supervisory and Management positions were reclassified to non-
sworn classifications (i.e., the 3 Supervising Investigator positions were reclassified to Inspector III and the Supervising Investigator II 
position was reclassified to Staff Services Manager I). Subsequently, during 2009/10 three (3) new Inspector positions and one (1) new 
support position were authorized for the Probation Program. Currently, the Probation Program is authorized a total of 26 positions, 
including one (1) Staff Services Manager I, three (3) 3 Inspector III, 16 Inspector I/II, and five (5) Technical/Clerical Support staff. 

Concurrent with the organizational restructuring of the Probation Program, responsibility for investigation of complaints involving 
Probationers and petitions for reinstatement was transferred to the District offices. Also, petitions for modification or termination of 
probation were transferred to the District in cases, except in cases where the Petitioner has generally been complying with the terms and 
conditions of their probation and there are not any pending investigations involving the Petitioner. The workload restructuring will enable 
Probation Program staff to focus their efforts on monitoring Probationer compliance with the terms and conditions of their probation. As 
part of this restructuring, the scope of the VE Pilot Project was expanded to include District office investigations of complaints involving 
Probationers, some petitions for modification or termination of probation, and all petitions for reinstatement. Prior to 2008/09, HQES 
Attorneys were not usually involved with these investigations. 
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J. Diversion Program 

The Medical Board’s Diversion program was first implemented in 1981. It was one of only a few State-operated impaired physician 
programs. The Medical Board’s Diversion Program was a monitoring program and not a treatment program. Participants attempting to 
recover from their addiction were required to contract with the Diversion Program for a five-year period. The contract typically required 
participation in a treatment program, attendance at group meetings, random bodily fluid testing, and worksite monitoring. Medical Board 
staff developed customized contracts for each participant and then monitored the participant’s compliance with the terms and conditions 
of their contract. During their participation in the Diversion Program, physicians were generally permitted to continue in practice, subject to 
the terms and conditions of their contract. The identity of participants in the Diversion Program was kept confidential. Some Diversion 
Program services, including the drug testing, laboratory, and group meeting components, were contracted out. Diversion Program staff 
maintained responsibility for case management and overall Diversion Program management and administrative functions. 

During the 1980s, a series of reviews of the Diversion Program was completed by the Auditor General. The first review was 
completed in 1982. This review identified deficiencies with the Division of Medical Quality’s oversight of the Diversion Program and with 
the Diversion’s Program’s monitoring of participants and the termination of participants that failed to comply with program requirements. A 
second review was completed during 1985. This review again identified deficiencies with the monitoring of participants and with the 
termination of participants that failed to comply with Diversion Program requirements. Also, deficiencies were identified with the collection 
of urine specimens and with the Medical Board’s oversight of the Diversion Program. During 1986 a third review was completed. Again 
the Auditor General found systemic deficiencies with participant monitoring, including completion of periodic personal visits with the 
assigned Case Manager and the worksite monitoring, urine collection processes, and administrative record-keeping processes. 

In 1996 the scope of the Diversion Program was expanded to include treatment for mental and physical disabilities unrelated to 
substance abuse (AB 1974, Friedman). In 2002 the Diversion Program was further expanded to include singly-diagnosed mentally ill 
physicians (SB 1950, Figueroa). Throughout this period, participation in the Diversion Program increased, but staffing levels remained 
unchanged. At one point when caseloads increased from 50 cases per Case Manager to more than 80 cases per Case Manager, new 
participant entries were delayed until caseloads decreased to more manageable levels. 

During 2003/04 a comprehensive evaluation of the Diversion Program was completed by CPIL as a part of CPIL’s assignment as the 
Medical Board Enforcement Monitor. At the time of the study, there were about 250 participants in the program. Authorized Diversion 
Program staffing included a Program Administrator based in Sacramento, five (5) Case Managers dispersed across the State, and four (4) 
Sacramento-based support staff (the same as existed in the mid-1990s). CPIL found that the Diversion Program’s most important 
monitoring mechanisms were failing, including the Program’s urine collection system which was the primary means used to monitor 
participants’ sobriety and detect relapses. CPIL also concluded that: 

 Case Managers were not consistently performing required monitoring activities 
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 Worksite monitoring and treating psychotherapist reporting were deficient 

 There was an absence of enforceable rules or standards, including rules and standards regarding the handling of 
potentially dangerous physicians and the consequences for relapse 

 The Diversion Program was significantly understaffed and isolated from the rest of the Medical Board. 

CPIL developed a comprehensive set of ten (10) major recommendations for improvement to address the identified deficiencies. 

During 2006/07 two (2) additional positions were authorized for the Diversion Program. During 2007 a follow-up review was 
completed by the Bureau of State Audits to determine whether the deficiencies identified by CPIL had been addressed. The Bureau of 
State Audits identified continuing systemic deficiencies, including significant deficiencies with the biologic fluid testing component of the 
program. Following publication of these findings, the Medical Board voted not to support legislation to continue the Diversion Program 
after June 30, 2008, when existing legislation would otherwise sunset the program. In November 2007 a transition plan for program 
participants was developed and approved by the Medical Board, and implemented during the remainder of the 2007/08 fiscal year. On July 
1, 2008, the statutes governing the Diversion Program became inoperative and, by operation of law, were repealed on January 1, 2009. 
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K. Current Enforcement Program Organization and Staffing Resource Allocations 

The Medical Board currently has 76 authorized Investigator and Senior Investigator positions, plus 19 Supervising Investigators (I or 
II). As shown by Table II-8, below, 10 of these positions are allocated to various Headquarters Units. 

   

 

 

 

 

 

 

The Medical Board’s District offices are organized into three (3) regional groups (Northern California, Los Angeles Metropolitan, and 
Other Southern California). Four (4) District offices are assigned to each region. A Supervising Investigator II oversees the operations of 
each region. Within each District office, a Supervising Investigator I provides first level supervision. Subordinate staffing typically consists 
of six (6) full-time Investigators (Investigator or Senior Investigator) and 1 to 2 full-time clerical support staff (Office Technician or Office 
Assistant). A few offices have only five (5) Investigators. In total, 96 permanent, full-time positions are currently authorized for the District 
offices, including 12 Supervising Investigators, 70 Investigators or Senior Investigators, and 14 Office Technicians or Office Assistants. 

Some offices supplement their Investigator staffing capabilities with part-time, retired annuitants Investigators. About one-half of the 
offices supplement their clerical support staffing capabilities with part-time, retired annuitant Office Technicians or Office Assistants. 
Additionally, each District office is authorized 2 to 3 part-time Medical Consultants. While Investigator positions are allocated equally 
among District offices, Medical Consultant staffing levels vary considerably. For example, during 2008/09 the Medical Consultants at 
some District offices were paid a combined total of more than 1,500 hours (the equivalent of about 0.7 positions). At other District offices 
the Medical Consultants worked a combined total of less than 800 hours (the equivalent of less than 0.4 positions). Due to holidays, 
vacation, sick leave, and other paid time off, the hours actually worked by the Medical Consultants are less than the hours paid. 

Including the Regional Area Supervisors, District office Supervisors, Investigators and Senior Investigators, and clerical support staff, 
each of the three (3) regions is allocated 30 to 35 percent of total available staffing resources, with the fewest positions allocated to the 
Other Southern California region. These allocations are reasonably consistent with the geographic distribution of cases referred for 
Investigation. As shown by Exhibit VI-3 in Section VI (Investigations), about 38 percent of cases opened are assigned to District offices in 
the Northern California region, 35 percent of cases opened are assigned to District offices in the Los Angeles Metro region, and 27 percent 
of cases opened are assigned to District offices in the Other Southern California region. 

Headquarters Unit Supervising
Investigator I/II

Investigator/
Senior

Investigator

Operation Safe Medicine (OSM) 1 4

Office of Standards and Training 3 2

  Total Investigator Positions 4 6

Table II-8. Investigator Positions Allocated to Headquarters Units
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L. Pending 2010/11 Budget Change Proposals 

A currently pending Budget Change Proposal (BCP), if adopted, would increase authorized Enforcement Program staffing by 22.50 
positions. Table II-9, below, shows the planned disposition of the additional positions that would be authorized by this BCP. 

 

 

 

 

 

 

 

 

 

 

 

 

SSM I
Non-

Sworn
Staff

AGPA MST/OT
Non-

Sworn
Staff

AGPA

CCU, Quality of Care Section 3.0 3.0

CCU, Physician Conduct Section 1.0 0.5 1.5

CCU, Case Management/Projects 1.0 1.0 1.0 3.0

Expert Reviewer Program 2.0 2.0

Office of Standards and Training 2.0 2.0

Disciplinary Coordination Unit 1.0 1.0

Assistant to Chief of Enforcement 1.0 1.0

Enforcement Analysts 1.0 3.0 1.0 1.0 3.0 9.0

  Total 2.0 3.0 10.0 2.5 3.0 2.0 22.5

Table II-9.  Proposed New Enforcement Program Positions

2010/11 2011/12
Business Unit Total
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The BCP would provide: 

 2 positions to strengthen and enhance management and 
administration of the Expert Reviewer Program (e.g., 
Expert recruitment and training) 

 2 positions for the Office of Standards and Training, 
primarily to provide training-related services for CCU staff 

 1 position for the Discipline Coordination Unit to provide 
closer monitoring of disciplinary action cases 

 1 position to serve as an Assistant to the Chief of 
Enforcement 

 2 CCU positions to be used primarily to enhance 
screening of AHLP cases 

 5.5 CCU positions to be used primarily to enhance intake 
and screening of physician and surgeon Quality of Care 
cases and to improve management and administration of 
the specialty review process 

 9 positions to perform investigations, including six (6) 
“non-sworn” staff, with two (2) of the positions 
designated for AHLP cases. 

It has not yet been decided whether the new “non-sworn” investigation positions will be based at Headquarters and will be used to 
conduct desk investigations of Section 801 (medical malpractice) cases, plus possibly some petitions for modification or termination of 
probation, petitions for reinstatement, criminal conviction reports, and probation violation cases. A workload-based analysis justifying the 
need for the nine (9) “non-sworn” positions was not prepared, but available data show that Section 801 cases alone currently account for 
about 10 percent of all cases referred to the District offices for investigation. 
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Since increasing initial and biennial renewal fees for physicians and surgeons from $600 to $790, effective January 1, 2006, there 
have been continuing concerns regarding whether the higher fees are justified. Section 2435(h) of Article 20 of the Medical Practice Act, 
adopted in conjunction with the January 2006 fee increase, placed a statutory cap on the amount of reserves that the Medical Board could 
accumulate in its Contingent Fund. Section 2435(h) stated that “It is the intent of the Legislature that, in setting fees pursuant to this 
section, the board shall seek to maintain a reserve in the Contingent Fund of the Medical Board of California equal to approximately two 
months’ operating expenditures.” 

Following adoption of the fee increase, during 2007 the Bureau of State Audits (BSA) completed a review of the Board’s financial 
status and revenue, expenditure, and reserve projections. BSA concluded that, “. . . the Medical Board exceeded the mandated reserve, or 
fund balance, level by more than 100 percent in fiscal year 2006/07 and, therefore, needs to consider reducing or refunding license fees 
for physicians and surgeons.” However, during 2009, Section 2435(h) was modified (AB 501, Emmerson) to enable the Medical Board to 
maintain a higher reserve fund balance equal to two to four months operating expenditures. 

“It is the intent of the Legislature that, in setting fees pursuant to this section, the board shall seek to maintain a reserve in 
the Contingent Fund of the Medical Board of California in an amount not less than two nor more than four months’ operating 
expenditures.” 

AB 501 also modified Section 2435(i) to require that the Office of State Audits and Evaluation, within the Department of Finance, 
complete another review of the Medical Board’s financial status, including its revenue, expense, and reserve projections. This review is 
required to be completed by June 1, 2012. The scope of the review also encompasses assessment of the impact of a $6 million loan from 
the Medical Board Contingent Fund to the General Fund made pursuant to the Budget Act of 2008. Funding was not provided for the 
review. 

This section presents results of our assessment of the Medical Board’s current fiscal status and compliance with Section 2435(h) of 
the Medical Practice Act. Additionally, we critically reviewed each major category of expenditures. Results of our review show that, within 
2 to 3 years, the Medical Board’s reserves are likely to decrease to a level equivalent to less than four (4) months’ operating expenditures. 
Additionally, we determined that expenditures for HQES legal services have escalated rapidly in recent years, and now account for more 
than 25 percent of total expenditures. We also identified potential internal control issues involving HQES’ billings to the Medical Board, and 
potential overcharges for HQES’ services. 
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The section is organized as follows: 

 Subsection Title 

A. Fees and Other Revenues 

B. Personal Services and Operating Expenditures 

C. Reimbursements and Prior Year Adjustments 

D. Fund Condition 

E. Compliance with Section 2435(h) of the Medical Practice Act. 
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A. Fees and Other Revenues 

Table III-1, below, shows actual fees and other revenues collected for each of the past five (5) years, and budgeted fees and other 
revenues for 2009/10. As shown by Table III-1, total fees and revenues reached a peak level of $52.1 million during 2007/08. Total fees 
and other revenues subsequently declined to $51.3 million during 2008/09, and are projected to decline further to $50.3 million during 
2009/10. 

 

 

 

 

 

 

 

 

 

The decrease in fee and other revenue collections is due primarily to a projected decline in renewal revenue in 2009/10. Renewal 
fees were projected to decrease by $1 million during 2009/10. Through March 2010, actual renewal fees were $40.8 million, or 93 
percent of the amount projected for the full year. While a disproportionate share of renewal fees is normally collected during the first part 
of the year, actual renewal fees may exceed the amount budgeted, potentially by as much as $1 million (equivalent to the amounts 
collected during each of the prior two (2) fiscal years). 

Another factor contributing to the recent decreases in fee and revenue collections was a decrease in interest earnings. Due to 
declining market interest rates, interest earnings decreased by $0.5 million during 2008/09. Interest earnings are projected to decrease 
further during 2009/10. Due to historically low short-term market rates, actual interest earnings through March 2010 were only $90,000. 
Interest earnings during 2009/10 may be significantly less than the amount budgeted. 

In summary, actual fees and other revenues for 2009/10 are unlikely to be less than budgeted. Due to greater than projected 
renewal fee collections, total fees and other revenues for 2009/10 could be significantly higher than budgeted. A portion of any surplus 
renewal fees collections could be offset by lower than projected interest earnings. 

2004/05 2005/061 2006/07 2007/08 2008/09

$4,368 $5,143 $5,703 $5,596 $5,557 $5,650

31,436 36,147 42,415 44,917 44,670 43,692

231 311 348 354 371 379

79 79 94 102 101 101

61 51 40 43 42 35

369 566 1,088 1,079 572 429

$36,544 $42,297 $49,688 $52,091 $51,313 $50,286
1 Initial and biennial renewal fees increased to $790 effective January 1, 2006.

Other Fees, Fines, and Penalties (125600)

Delinquent Fees (125900)

Miscellaneous Revenue

Interest

Initial Licensing Fees (125700)

Renewal Fees (125800)

  Total Revenues

Table III-1.  Medical Board Contingent Fund Revenues

Actual 2009/10
BudgetRevenues
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B. Personal Services and Operating Expenditures 

Exhibit III-1, on the next page, delineates actual personal services and operating expenditures by year for the past five (5) years, and 
projected expenditures for 2009/10. As shown by Exhibit III-1, total expenditures peaked at a level of about $49.5 million during 2007/08, 
and then declined by $1.75 million (4 percent) during 2008/09. The recent decrease in expenditures was due to (1) a decrease in salaries 
and benefits paid to Medical Board staff, (2) 4eductions in major and minor equipment purchases, and (3) decreases in general 
administrative and operating expenses, including reduced expenditures for professional services and lower costs for support services 
provided by DCA. These expenditure reductions resulted primarily from spending controls implemented during 2008/09 in response to the 
State’s General Fund fiscal crisis. Additionally, charges during 2008/09 for legal services provided by the Attorney General and OAH were 
more than $600,000 lower than the amounts charged during the prior fiscal year. Additional information regarding significant recent 
changes in expenditures is provided below. 

1.  Personal Services Expenditures 

Expenditures for staff salaries and benefits were initially projected to decline by about $1 million during 2009/10. 
However, primarily as a result of additional temporary help and overtime expenditures to reduce Licensing Program application 
backlogs, actual personal services expenditures during 2009/10 are unlikely to show much, if any, decrease from 2008/09 
levels. Excluding decreases attributable to elimination of the Diversion Program, over the past five (5) years, total 
expenditures for personal services increased very little (less than 5 percent). The increase in expenditures for personal 
services over this period was limited by the Furlough Friday Program which reduced budgeted 2009/10 expenditures by nearly 
15 percent. Without the Furlough Friday Program, expenditures for personal services over the past five (5) years would have 
increased by nearly 20 percent (about 4 percent per year). 

Personal services expenditures include costs for part-time (Permanent Intermittent) Medical Consultants. Generally, 
each District office has 2 to 3 Medical Consultants assigned, and most of the Medical Consultants usually work at their 
assigned office for several hours either one or two days a week. During 2008/09 the Medical Consultants were paid a total of 
13,991 hours (equivalent an average of about 22 paid hours per week per District office, or less than 7 full-time positions, 
statewide). Due to paid holidays, vacation, sick leave, and other paid time off, the actual hours worked by Medical 
Consultants during 2008/09 was less than 13,991 hours, and the average number of hours worked per week per District 
office was less than 22 hours. Total wages paid to Medical Consultants during 2008/09 were $852,000 ($61 per hour). 



Exhibit III-1

Historical and Budgeted Medical Board Expenditures

2004/05 2005/06 2006/071 2007/08 2008/092

Salaries/Wages, Including Fitness Incentive Pay $12,688 $12,647 $13,253 $13,527 $13,425 $13,336
Staff Benefits 5,620 4,719 5,067 5,340 5,327 6,005
Temporary Help (Medical Consultants, Retired Annuitants, and Student Assistants) 1,154 1,143 1,270 1,742 1,321 1,144
Board Members 33 32 34 24 24 31
Overtime (Primarily for the Licensing Program) 21 31 77 86 196 12
DEC 21 32 27 22 0 0
Salary Savings 0 0 0 0 0 (836)
  Total Personal Services Expenses $19,537 $18,604 $19,728 $20,741 $20,293 $19,692
Printing, Communications, and Postage $1,413 $1,050 $1,121 $1,350 $1,475 $1,603
General Expense, Minor Equipment, and Insurance 535 626 716 928 721 472
Travel 291 314 380 403 379 397
Vehicle Operation/Other Items 273 269 350 446 300 262
Training 57 45 79 74 89 66
  Total General Expenses $2,569 $2,304 $2,646 $3,201 $2,964 $2,800

$1,851 $1,963 $2,814 $2,235 $2,173 $2,702
Professional Services $605 $788 $1,397 $1,386 $870 $983

$358 $382 $380 $334 $332 $492
Major Equipment (Items greater than $5,000) $295 $370 $375 $192 ($9) $333

Attorney General Services $8,292 $8,596 $11,247 $12,316 $11,881 $13,347
Evidence/Witness Fees 1,563 1,367 1,215 1,391 1,519 1,893
Office of Administrative Hearings 1,248 915 1,200 1,344 1,099 1,863
Court Reporter Services 69 113 143 158 128 175
  Total Legal Services $11,172 $10,991 $13,805 $15,209 $14,627 $17,278
Department Prorata $3,296 $3,395 $3,670 $3,906 $3,671 $3,882
Statewide Prorata 1,185 1,315 1,376 1,794 2,323 1,699
Consolidated Data Center (Teale) 304 293 238 259 300 647
Data Processing 289 321 128 232 224 125
  Total Administrative and Data Processing Services $5,074 $5,324 $5,412 $6,191 $6,518 $6,353
DOI Investigations $0 $0 $0 $2 $0 $0
State Controller's Office (Including 21st Century Project) 0 0 0 38 2 0
Special Adjustment (24) 0 0 (1) 10 0
Court-Ordered and Tort Payments 7 2 13 3 0 0
  Total Miscellaneous Expenses ($17) $2 $13 $42 $12 $0

$21,907 $22,124 $26,842 $28,790 $27,487 $30,941
$41,444 $40,728 $46,570 $49,531 $47,780 $50,633

Total Operating Expenses
Total Personal Services and Operating Expenses
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Personal Service and Operating Expenditures
Actual 2009/10

Budget3

1 In 2006/07, authorized staffing levels increased by 12.50 positions (2.0 Diversion Program, 4.0 Investigators, 4.0 Investigative Assistants, 2.0 Information System
   Analysts, and 0.5 Staff Services Analyst).
2 In 2008/09, authorized staffing levels decreased by 12.40 positions due to termination of the Diversion Program.
3 The 2009/10 budget incorporates cost-savings related to the Furlough Friday Program and includes unfunded allocations for six (6) new Operation Safe Medicine
   positions ($500,000), four (4) new Probation Program positions ($300,000), and contracts for Telemedicine ($399,734 for the first year), an evaluation of Medical
   Board programs ($159,300), and an analysis of Licensing Program business processes ($40,350).

Fingerprint Reports

Facilities Operation (Rent)
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2. General Expenses 

The 2009/10 budget for general expenses, including printing, communications, postage, minor equipment, insurance, 
travel, and vehicle operations expenditures, was projected to decrease to $2.8 million from more than $2.9 million during 
2008/09. Actual expenditures through March 2010 were $1.6 million. For the full year actual expenditures are unlikely to be 
greater than the amount budgeted, and could be significantly less than budgeted. These cost-savings are attributable largely 
to implementation of expenditure control measures in response to the State’s General Fund fiscal crisis. Over the past five (5) 
years, general expenses have increased minimally (less than 10 percent). 

3. Facilities (Rent) 

The 2009/10 budget for facility expenses was projected to increase to $2.7 million from $2.1 million during 2008/09. 
These expenditures are largely encumbered at the beginning of the year. Through March 2010, actual expenditures were $2.1 
million, or $0.6 million less than budgeted. For the full year it is likely that actual expenditures will be significantly less than 
budgeted. Over the past five (5) years, rent costs have increased minimally (15 percent). 

4. Professional and Other Services 

For 2009/10, expenditures for professional services were budgeted to increase from $0.9 million to $1.0 million. 
However, the Medical Board’s 2009/10 budget did not provide funding for several new professional services contracts, 
including contracts for the Telemedicine Pilot Program ($399,734), an analysis of Licensing Program business processes 
($40,350), and this Medical Board Program Evaluation ($159,300). Because of these additional costs, it is anticipated that 
actual professional services expenditures during 2009/10 will exceed the amount budgeted by several hundred thousand 
dollars. For 2009/10, the largest contract for services is a $450,000 contract with First Data Merchant Services for 
statutorily mandated merchant credit card services. Other major recurring services contracts include:  

 Department of Justice – Controlled Substance Utilization Review and Evaluation System ($150,000) 

 National Data Services – Plastic Pocket Licenses ($53,238) 

 Lexis/Nexis – Legal and Public Records ($50,400) 

 DFS Services, LLC – Credit Card Acceptance Services ($29,000) 

 Medtox Laboratories – Statewide Drug Testing ($16,050) 

 State Personnel Board – Psychological Screening for Peace Officers ($14,577). 
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5. Major Equipment Purchases 

The 2009/10 budget for major equipment provided $300,000 of funding to purchase new vehicles and other major 
equipment, such as copy machines, costing more than $5,000. Due to expenditure controls implemented in response to the 
State’s General Fund fiscal crisis, actual expenditures for major equipment will likely be significantly less than the amount 
budgeted. Historically, the Medical Board spends several hundred thousand dollars per year for major equipment purchases, 
principally for fleet and information technology infrastructure replacements. 

6. Legal Services 

During the past four (4) years expenditures for legal services increased by $3.6 million (33 percent), from $11 million 
during 2005/06 to $14.6 million during 2008/09. Additionally, expenditures for legal services were projected to increase an 
additional 18 percent ($2.7 million) during 2009/10. Expenditures for all categories of legal services were projected to 
increase significantly during 2009/10. Costs for services provided by the Attorney General were projected to increase by $1.4 
million (12 percent) and costs for services provided by OAH were projected to increase by $0.7 million (69 percent). 
Significant increases were also projected for both evidence/witness fees and court reporter services. These budget projections 
appear to reflect an expectation that, during 2009/10, there would be a significant increase in prosecutorial activity and the 
number of administrative hearings. At the time these budget projections were prepared (Summer 2008), there was an 
expectation that implementation of the VE Pilot Project, and associated increases in HQES staffing, would result in faster 
referrals of cases for prosecution, reduced elapsed times from referral of cases for prosecution to settlement or hearing, and a 
reduction in the number of pending legal cases. 

Through March 2010, actual expenditures for legal services provided by the Attorney General were $9.9 million (75 
percent of the amount budgeted). In contrast, costs for OAH through March 2010 were only $0.56 million (30 percent of the 
amount budgeted) and expenditures for evidence/witness fees and court reporter services were only $1.2 million (58 percent 
of the amount budgeted). Based on actual expenditures through March 2010, it is likely that costs for services provided by 
the Attorney General during 2009/10 will be about the same as the level budgeted, and that costs for all other legal services 
will be significantly less than budgeted. 

Over the past five (5) years, evidence/witness fees have fluctuated between $1.2 million and $1.5 million. Of the total 
$1.5 million amount spent during 2008/09, about 75 percent ($1.1 million) was for Medical Expert review services, including: 

 $361,000 for Medical Specialist reviews of complaints during the initial complaint intake/screening process (an 
average of about 2.5 hours per case reviewed) 
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 $599,000 for investigation case reviews and Expert Witness testimony services (equivalent to an average of less than 
15 hours per case reviewed, assuming about 400 completed case reviews). 

Most of the remaining $171,000 of expenditures for Medical Expert services was for competency evaluations ($149,000). 

Over the past five (5) years costs for legal services provided by the Attorney General increased by more than $5 million 
(60 percent). In contrast, all of the Medical Board’s other costs increased by only $4.1 million (12 percent). The increase in 
costs for legal services provided by the Attorney General is partially attributable to a 30 percent increase in staffing (10 
positions) that was authorized to support implementation of VE. Additionally, the hourly rates charged by the Attorney 
General increased. For example, over the past five (5) years the hourly rates charged for Attorneys increased by 22 percent, 
from $139 per hour during 2004/05 to $170 per hour during 2009/10. In contrast to the large increase in costs for legal 
services provided by the Attorney General, costs for evidence/witness fees, OAH, and court reporter services declined by 5 
percent (from $2.9 million during 2004/05 to $2.75 million during 2008/09). Costs for legal services provided by the 
Attorney General currently account for more than 25 percent of total Medical Board expenditures.  

The payment of the Attorney General’s charges to the Medical Board is accomplished by the State Controller’s Office 
(SCO). Payment by the SCO is not dependent on review or approval of the Attorney General’s charges by the Medical Board. 
However, the Medical Board can review and analyze detailed time charge information supporting the charges that is included 
in a 700 to 900 page Invoice Report provided to the Medical Board each month. If errors are identified, the Medical Board can 
request an adjustment in subsequent billings. 

The Attorney General’s monthly Invoice Report details the hours charged by Attorneys and other HQES staff to each 
Investigation and Administrative matter opened in the agency’s ProLaw System. Time charges are posted in quarter hour 
increments and coded and annotated to characterize the services provided. Separate pages of the report show, for each open 
matter, the time charged during the reporting period for each person that charged time to the matter, by date. Time that 
cannot be charged to individual cases, such as supervisory and management time, or general support services, is usually 
charged to a general client service matter. Some exceptions to this occur when staff incorrectly charge their general 
administrative support time to the wrong matter. Most staff charge some time to the general client service matter, but most 
non-Supervisory Attorneys charge nearly all of their time to individual cases. Time may also be charged to matters that are 
opened for Appeals, Mandates, Civil-State, Civil-Federal, Civil Rights, Employment, and Tort matters. The invoices can include 
some charges from non-HQES staff involved in Medical Board matters. However, time charges to Investigation and 
Administration matters, along with time charged to the general client service matter, account for most of the total hours 
charged. 

During the course of our review we identified two (2) instances in which HQES Attorneys appear to have misreported a 
significant portion of their time during 2008/09. One of the Attorneys was the designated Lead Prosecutor for a Northern 
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California District office and the second Attorney was the designated Lead Prosecutor for a Los Angeles Metro District office. 
Exhibit II-2, on the next three pages, provides recaps of the August 2008, January 2009, and June 2009 time charges for 
both of these Attorneys. The billing recaps show these Attorneys charged nearly all of their available hours to the Medical 
Board for Lead Prosecutor activities, with very few hours (or no hours at all) charged to specific Investigation or Prosecution 
matters. In contrast, other Attorneys throughout the State, irrespective of whether or not they are designated as Lead 
Prosecutors, generally do not charge all (or nearly all) of their time to the Medical Board, unless they are working full-time 
(and in some cases extended hours) preparing for and attending a hearing. In most cases Lead Prosecutors carry their own 
Investigation and Administrative caseloads in addition to their Lead Prosecutor assignments, and charge a portion of their time 
to these other matters. The only HQES personnel who generally charge very little time, or no time at all, to specific cases are 
the Senior Assistant Attorney General, the Supervising DAGs, and support staff.  

We reviewed the Northern California Lead Prosecutor’s time charges for August 2008, January 2009, and June 2009 
with the Medical Board’s District office Supervisor and with the Lead Prosecutor’s Supervising DAG. Both Supervisors told us 
that the time charges appeared to be significantly overstated. Neither Supervisor could provide an explanation of how the 
Attorney had actually spent his time during these three (3) sample months. Both Supervisors confirmed that the time was not 
spent performing the Lead Prosecutor activities shown in these billings to the Medical Board. At the time of our review, this 
Attorney had already been reassigned to other duties and was no longer serving as a Lead Prosecutor. 

We also reviewed the Los Angeles Metro Lead Prosecutor’s time charges for August 2008, January 2009, and June 
2009 with the Medical Board’s District office Supervisor and the Lead Prosecutor’s Supervising DAG. The District office 
Supervisor told us that the time charges, as shown, appeared to be significantly over-stated, but acknowledged that she 
didn’t have complete knowledge of other activities in which the Lead Prosecutor might have been involved during these 
periods. The Supervising DAG also acknowledged that the Lead Prosecutor did not spend all of her time only performing Lead 
Prosecutor activities as shown in the billings, but suggested that HQES could research the matter and provide additional 
information that would account for all of the time charged. We did not ask HQES to research this matter further because 
further investigation of this issue was outside of the scope of our assessment.  

With respect to these billings, we again emphasize that we reviewed all of the time charges by all HQES Attorneys for 
three (3) different months during 2008/09. During these months few other Attorneys ever charged all (or nearly) all of their 
available hours to the Medical Board except if they were preparing for, or attending, a hearing. In these circumstances, the 
hours to prepare for and attend the hearing were charged directly to the appropriate Administrative matter. During the three 
(3) sample months the Northern California Lead Prosecutor charged no hours to specific Administrative matters and the Los 
Angeles Metro Lead Prosecutor charged only one (1) day of time (8 hours) to a specific Administrative matter during one of 
the three (3) months, and a couple of hours of time on two (2) different days in another month. 



Exhibit III-2
Page 1 of 3

Hours Task Description Narrative Hours Task Description Narrative

08/01/08 Friday 8.00 Case Management Case management and appearance at 
arraignment

08/04/08 Monday 10.00 Contract/Document Preparation Preparation of Interim Suspension Order. 8.00 Case Review VP/LP DBDO

08/05/08 Tuesday 10.00 Investigation Office Visit Sac D.O. visit. 8.00 Case Review VP/LP DBDO

08/06/08 Wednesday 10.00 Contract/Document Preparation Interim Suspension Order Hearing. 8.00 Case Review VP/LP DBDO

08/07/08 Thursday 8.00 Case Review VP/LP DBDO

08/08/08 Friday 10.00 Contract/Document Preparation Preparation of Interim Suspension Order. 8.00 Case Review VP/LP DBDO

08/11/08 Monday 10.00 Investigation Office Visit Sac D.O. visit. 8.00 Case Review VP/LP DBDO

08/12/08 Tuesday 10.00 Oral/Written Advice Advice on investigations. 8.00 Case Review VP/LP DBDO

08/13/08 Wednesday 10.00 Oral/Written Advice Advice on investigations. 4.00 Case Review VP/LP DBDO

08/14/08 Thursday 10.00 Document/Contract Review Opening cases from D.O. and IPPR review. 4.00 Case Review VP/LP DBDO

08/15/08 Friday 8.00 Case Review VP/LP DBDO

08/18/08 Monday 10.00 Investigation Office Visit Sac D.O. visit. 4.00 Case Review VP/LP DBDO Case Review

08/19/08 Tuesday 10.00 Oral/Written Advice Advice on investigations. 8.00 Case Review VP/LP DBDO Case Review

08/20/08 Wednesday 10.00 Client Consultation Advice on pending cases. 8.00 Case Review VP/LP DBDO Case Review

08/21/08 Thursday 10.00 Investigation Office Visit Sac D.O. visit and advice on investigations. 8.00 Case Review VP/LP DBDO Case Review

08/22/08 Friday 8.00 Case Review VP/LP DBDO Case Review

08/25/08 Monday 10.00 Investigation Office Visit Sac D.O. visit. 8.00 Case Review VP/LP DBDO Case Advice and Review

08/26/08 Tuesday 10.00 Oral/Written Advice Advice on "Named Party" investigation 8.00 Advice VP/LP DBDO Case Advice and Review

08/27/08 Wednesday 10.00 Oral/Written Advice Vice on investigations. 8.00 Case Review VP/LP DBDO Case Advice and Review

08/28/08 Thursday 10.00 Investigation Office Visit Sac D.O. visit. 8.00 Case Review VP/LP DBDO Case Advice and Review

08/29/08 Friday 4.00 Advice VP/LP DBDO Case Advice and Review

160.00 152.00Total Hours

Northern California Lead Prosecutor Los Angeles Metro Lead Prosecutor

Sample Billings to Medical Board for Selected Lead Prosecutors

Date Day

August 2008
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Exhibit III-2
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Hours Task Description Narrative Hours Task Description Narrative

01/01/09 Thursday State Holiday State Holiday

01/02/09 Friday

01/05/09 Monday 10.00 Investigation Offiice Visit Sac D.O. visit. 8.00 Case Review VP/LP DBDO Case Review

01/06/09 Tuesday 10.00 Oral/Written Advice Advice on investigations.

01/07/09 Wednesday 10.00 Client Consultation Investigators case review. 8.00 Case Review VP/LP DBDO Case Review

3.00 Settlement Conference Preparation for ESC 1/9/09

2.00 Travel Commute to/from DBDO

3.00 Advice VP/LP Advice & Case Review

2.50 Settlement Preparation/
Negotiation ESC - Administrative Law Judge Montoya

5.50 Case Review LP/VP DBDO Case Review

01/12/09 Monday 10.00 Investigation Offiice Visit Sac D.O. visit. 8.00 Case Review LP/VP DBDO Case Review

01/13/09 Tuesday 10.00 Document/Contract Review Investigation subpoena reviews. 8.00 Case Review LP/VP DBDO Case Review

01/14/09 Wednesday 8.00 Case Review LP/VP DBDO Case Review

01/15/09 Thursday 8.00 Case Review LP/VP DBDO Case Review

01/16/09 Friday 8.00 Case Review LP/VP DBDO Case Review

01/19/09 Monday State Holiday State Holiday

01/20/09 Tuesday 8.00 Case Review LP/VP DBDO Case Review

01/21/09 Wednesday 8.00 Case Review LP/VP DBDO Case Review

01/22/09 Thursday 8.00 Case Review LP/VP DBDO Case Review

01/23/09 Friday 6.00 Case Review LP/VP DBDO Case Review

01/26/09 Monday 10.00 Investigation Offiice Visit Sac D.O. visit. 8.00 Advice LP/VP DBDO Case Review

01/27/09 Tuesday 10.00 Oral/Written Advice Advice on investigations. 8.00 Case Review LP/VP DBDO Case Review

01/28/09 Wednesday 10.00 Document/Contract Review Subpoena reviews. 8.00 Case Review LP/VP DBDO Case Review

01/29/09 Thursday 10.00 Investigation Offiice Visit Sac D.O. visit. 8.00 Case Review LP/VP DBDO Case Review

01/30/09 Friday

95.00 134.00Total Hours

Northern California Lead Prosecutor Los Angeles Metro Lead Prosecutor

Sample Billings to Medical Board for Selected Lead Prosecutors

Date Day

January 2009

Ippr evaluations.

01/09/09 Friday

01/08/09 Thursday 5.00 Document/Contract Review
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Exhibit III-2
Page 3 of 3

Hours Task Description Narrative Hours Task Description Narrative
06/01/09 Monday 10.00 Investigation Office Visit Sac D.O. visit. 8.00 Case Review LP/VP MBC DBDO Case Advice and Review

06/02/09 Tuesday 10.00 Oral/Written Advice Advice on investigations at Fresno and 
Sac D.O.'s. 5.00 Advice LP/VP MBC DBDO Case Advice and Review

06/02/09 Tuesday 3.00 Travel Commute to/from DBDO
06/03/09 Wednesday 10.00 Document/Contract Review Subpoena reviews. 8.00 Case Review LP/VP MBC DBDO Case Advice and Review
06/04/09 Thursday 6.00 Investigation Office Visit Sac D.O. visit. 5.00 Advice LP/VP MBC DBDO Case Advice and Review
06/04/09 Thursday 3.00 Travel Commute to/from DBDO
06/05/09 Friday 8.00 Case Review LP/VP MBC DBDO Case Advice and Review
06/08/09 Monday 10.00 Investigation Office Visit Sac D.O. visit. 8.00 Case Review LP/VP MBC DBDO Case Advice and Review
06/09/09 Tuesday 10.00 Oral/Written Advice Advice on investigations. 5.00 Case Review LP/VP MBC DBDO Case Advice and Review
06/09/09 Tuesday 3.00 Travel Commute to/from DBDO
06/10/09 Wednesday 10.00 Investigation Office Visit Sac D.O. work with investigators. 8.00 Case Review LP/VP MBC DBDO Case Advice and Review
06/11/09 Thursday 6.00 Advice LP/VP MBC DBDO Case Advice and Review
06/12/09 Friday 4.00 Case Review LP/VP MBC DBDO Case Advice and Review
06/15/09 Monday 10.00 Investigation Office Visit Sac D.O. visit. 8.00 Case Review VP/LP DBDO Case Advice and Review
06/16/09 Tuesday 10.00 Oral/Written Advice Advice on investigations.
06/17/09 Wednesday 8.00 Case Review VP/LP DBDO Case Advice and Review
06/18/09 Thursday 15.00 Investigation Office Visit Fresno D.O. visit. 3.00 Travel Commute to/from DBDO
06/18/09 Thursday 5.00 Case Review VP/LP DBDO Case Advice and Review
06/19/09 Friday 8.00 Advice VP/LP DBDO Case Advice and Review
06/22/09 Monday 10.00 Investigation Office Visit Sac D.O. visit. 6.50 Advice VP/LP DBDO Case Advice and Review
06/23/09 Tuesday 10.00 Document/Contract Review Reviewing investigation reports. 3.00 Travel Commute to/from DBDO
06/23/09 Wednesday 5.00 Advice VP/LP DBDO Case Advice and Review
06/24/09 Thursday 10.00 Oral/Written Advice Discussing cases with investigators. 8.00 Case Review VP/LP DBDO Case Advice and Review
06/25/09 Friday 5.00 Investigation Office Visit Sac D.O. visit. 3.00 Travel Commute to/from DBDO
06/25/09 Friday 5.00 Client Consultation Discussion with sup. 1 re new cases. 5.00 Advice VP/LP DBDO Case Advice and Review
06/26/09 Saturday 8.00 Advice VP/LP DBDO Case Advice and Review
06/28/09 Monday
06/29/09 Tuesday 10.00 Investigation Office Visit Sac D.O. visit.

06/30/09 Wednesday 10.00 Oral/Written Advice Advice on investigations to district office 
investigators for MBC. 3.00 Travel Commute to/from DBDO

06/30/09 Wednesday 5.00 Advice VP/LP MBC DBDO
161.00 152.50Total Hours

Northern California Lead Prosecutor Los Angeles Metro Lead Prosecutor

Sample Billings to Medical Board for Selected Lead Prosecutors

Date Day

June 2009
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In summary, during 2008/09, and possibly in some prior years and subsequently, the Medical Board may have been 
charged for some time that was not spent on Medical Board matters. The 700 to 900 page monthly Invoice Reports 
submitted to the Medical Board are not reviewed by HQES’ Supervising DAGs and also are not reviewed by Medical Board 
staff, except at an aggregate level as needed for budget tracking purposes. It is our understanding that various reports are 
provided to HQES managers and supervisors on a monthly basis that enable them to review the reasonableness of subordinate 
staff time charges, but it appears that not all Supervising DAGs are fully utilizing these reports to ensure that time charges are 
posted properly by all of their staff. 

Recommendation No. III-1.  Closely review each of the Attorney General’s monthly Invoice Reports for the past 
three (3) fiscal years (2007/08 through 2009/10) to identify case billing inconsistencies by regions or billing 
anomalies that may have occurred. If significant over-charges are identified, request an adjustment in future billing 
periods. 

7. Allocated Administrative and Data Processing Costs 

The 2009/10 budget for allocated administrative and data processing costs was projected to decrease to about $6.35 
million from about $6.5 million in 2008/09. The amount budgeted for 2009/10 was 2.6 percent greater than actual 
expenditures for 2007/08. Based on actual expenditures through March 2010, total expenditures for allocated administrative 
and data processing costs during 2009/10 are likely to be approximately the same as the amount budgeted. Over the past 
five (5) years allocated administrative and data processing costs have increased by 25 percent, primarily due to increased 
allocations of Statewide Prorata and DCA administrative costs. 

8. Total Personal Services and Operating Expenses 

While actual expenditures for both personal services and outside professional services during 2009/10 are likely to be 
significantly greater than budgeted, these excess expenditures are likely to be more than offset by significant under-
expenditures in several other areas, including general expenses, rent, major equipment, and legal services, except for services 
provided by the Attorney General. Total expenditures are unlikely to exceed the $50.6 million amount budgeted for 2009/10, 
and could be significantly less than budgeted. 
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C. Reimbursements and Prior Year Adjustments 

Exhibit III-3, on the next page, shows reimbursements and prior year adjustments to the Medical Board Contingent Fund for each of 
the past five (5) years, and reimbursements budgeted for 2009/10. As shown by Exhibit III-3, budgeted reimbursements decreased during 
2008/09 due to reduced reimbursements for probation monitoring. Reimbursements for probation monitoring were projected to decline 
further during 2009/10. However, through March 2010, actual reimbursements for probation monitoring were $0.95 million, or 95 percent 
of the $1 million amount budgeted. Reimbursements for probation monitoring during 2009/10 will likely exceed the amount budgeted. 

Each year an adjustment to prior year costs is posted to the Medical Board’s Contingent Fund. In recent years the adjustments have 
always been credits and, in some years, the amount of the credit has been significant (e.g., more than $0.5 million). The amount of the 
adjustment, if any, that will be posted for 2009/10 cannot be determined. 

 



Exhibit III-3

Historical and Budgeted Medical Board Revenues, Expenditures, and Fund Reserves

2004/05 2005/061 2006/072 2007/08 2008/093

$36,544 $42,297 $49,688 $52,091 $51,313 $50,286

$19,537 $18,604 $19,728 $20,741 $20,293 $19,692

21,907 22,124 26,842 28,790 27,487 30,941

$41,444 $40,728 $46,570 $49,531 $47,780 $50,633

Reimbursements - Scheduled (Fingerprinting and Criminal Cost Recovery) $378 $408 $393 $347 $330 $384

Reimbursements - Unscheduled (Probation Monitoring) 2,120 1,819 1,495 1,498 1,215 1,000

Distributed Costs (Budgeted AHLP Reimbursements) 646 791 711 691 677 677

Internal Cost Recovery (Additional AHLP Reimbursement) 0 0 0 151 145 150

Prior Year Reserve Adjustments (1) 150 551 152 613 Unknown

$38,301 $37,560 $43,420 $46,692 $44,800 $48,422

($1,757) $4,737 $6,268 $5,399 $6,513 $1,864

($1,150) ($1,150) $0 $0 $0 $0

78 0 0 0 0 0

0 0 0 0 (6,000) 0

$8,540 $12,127 $18,395 $23,794 $24,307 $26,171

2.7 3.4 5.1 6.4 6.0 6.0

263.1 263.1 275.6 275.6 262.2 272.2

4 The 2009/10 budget incorporates cost-savings related to the Furlough Friday Program and includes unfunded allocations for six (6) new Operation Safe Medicine
   positions ($500,000), four (4) new Probation Program positions ($300,000), and contracts for the Telemedicine Pilot Program ($399,734 for the first year), an 
   evaluation of Medical Board programs ($159,300), and an analysis of Licensing Program business processes ($40,350).

3 In 2008/09 authorized staffing levels decreased by 12.40 positions due to termination of the Diversion Program.

Fund Condition Summary
Actual

1 Initial and biennial renewal fees increased $790 effective January 1, 2006.
2 In 2006/07 authorized staffing levels increased by 12.50 positions (2.0 Diversion Program, 4.0 Investigators, 4.0 Investigative Assistants, 2.0 Information System
   Analysts, and 0.5 Staff Services Analyst).

2009/10
Budget4

  Operating Expenses

Total Revenues

  Personal Services Expenses

Total Personal Services and Operating Expenses
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  Physician Loan Repayment Program

  Teale Data Center Adjustment

  Loan to General Fund
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D. Fund Condition 

Exhibit III-3, on the previous page, shows the amount of the surplus/(deficit) for the Medical Board Contingent Fund by year for the 
past five (5) years, and the projected surplus for 2009/10. Exhibit III-3 also shows end-of-year reserves for each year. As shown by Exhibit 
III-3, surpluses have been generated each year since implementation of the last fee increase during 2006. The amount of the surpluses 
ranged from $4.7 million during 2005/06 to $6.5 million during 2008/09. For 2009/10 a surplus of $1.9 million was projected. However, 
it is likely that the surplus for 2009/10 will be greater than $1.9 million due to: 

 Higher than projected renewal fees 

 Lower than projected expenditures for general expenses, rent, and major equipment 

 Lower than projected expenditures for legal services, except services provided by the Attorney General 

 Higher than projected probation monitoring reimbursements. 

The total amount of these additional revenues and cost-savings are unlikely to be completely offset by lower than projected revenues, or 
greater than projected expenditures, in other areas (e.g., lower than projected interest earnings, higher than projected expenditures for 
temporary help and overtime for the Licensing Program, and higher than projected expenditures for professional services).  

 As shown by Exhibit III-3, end-of-year reserves were about $24 million for the last two (2) years, after excluding a $6 million loan to 
the General Fund, and reserves were projected to increase to $26.2 million at the end of 2009/10, assuming a $1.9 million surplus for that 
year. It is likely that reserves at the end of 2009/10 will be greater than $26.2 million because it is likely that the 2009/10 surplus will be 
greater than the $1.9 amount budgeted. An end-of-year reserve of $26.2 million would be equivalent to nearly six (6) months of projected 
2010/11 expenditures, assuming: 

 Total fee and revenue collections are the same as budgeted for 2009/10 ($50.3 million) 

 $3.2 million in additional salary and benefit costs related to the expected elimination of the Furlough Friday Program 
(assumes 17 percent higher salary and benefit costs than budgeted for 2009/10) 

 $0.9 million in additional salary and benefit costs for 17 new Enforcement Program positions included in DCA’s Consumer 
Protection Enforcement Initiative BCP (assumes all positions start work on October 1, 2010, and an average annual cost 
of $70,000 per position) 

 $0.5 million in additional salary and benefit costs for 7 new Licensing Program positions recently authorized by DCA 
(assumes all positions start work by July 1, 2010, and an average annual cost of $70,000 per position) 
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 $0.5 million in additional operating expenditures (e.g., major equipment replacements, service contracts, etc.) 

 $1.1 million in cost-savings related to adoption of new salary and benefit cost containment programs (e.g., pay rate 
reductions) 

 No offsetting reductions in expenditures for overtime or temporary help 

 No new funding for six (6) new Operation Safe Medicine Unit positions and four (4) new Probation Program positions 
authorized during 2009/10. 

With these assumptions total projected 2010/11 expenditures, net of reimbursement and cost recovery adjustments, would be 
about $52.4 million ($4.4 million per month). As has been the case for the past five (5) years, this level of reserves ($26.2 million) 
significantly exceeds the maximum amount current set forth in Section 2435(h) of the Medical Practice Act. It is likely that reserves 
at the end of 2009/10 will be greater than $26.2 million, and could approach a level equivalent to about 6.5 months of projected 
2010/11 expenditures ($28.6 million). 
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E. Compliance with Section 2435(h) of the Medical Practice Act 

Section 2435(h) of the Medical Practices Act requires that the Medical Board “maintain a reserve in the Contingent Fund of the 
Medical Board of California in an amount not less than two nor more than four months’ operating expenditures.” Current reserves 
significantly exceed the minimum requirement, as has occurred for the past several years. At 2009/10 budgeted expenditure levels, a two-
month reserve would be about $8 million, or $18 million less than current reserves, excluding $6 million loaned to the General Fund. 
However, results of our review show that, within 2 to 3 years, the Medical Board’s reserves are likely to decrease to a level equivalent to 
less than four (4) months’ operating expenditures. 

As shown by Table III-2, below, even if total expenditures increase by about 8 percent during 2010/11 (to $52.4 million), and 
increase by an additional $1.6 million per year (3 percent) for the next several years, reserves at the end of 2012/13 will still exceed the 
minimum set forth in statute, excluding the $6 million loan to the General Fund. The Medical Board’s proposed budget for 2010/11 
assumes a similar $4 million increase in total expenditures to $52.4 million. 

 

 

 

 

 

 

 

Regardless of whether expenditures increase by $4.0 million in 2010/11, or a somewhat smaller amount, projected expenditures will 
likely exceed revenue collections during the year, and the resultant operating deficit will begin to deplete accumulated reserves. In 
subsequent years accumulated reserves will decrease further, assuming costs increase by several percent per year. It is likely that, at some 
point within the next two (2) to three (3) years, reserves will fall below the 4-month ceiling set forth in statute. However, in the absence 
of significant additional cost increases, reserves are unlikely to fall below the minimum 2-month level set forth in statute for at least 
several years. The $6 million loan outstanding to the State’s General Fund is not expected to be repaid in the near future but, even if 
repaid, would not significantly impact the Medical Board’s fund condition because the amount is equivalent to less than 1.5 months’ 
expenditures. 

Recommendation No. III-2.  Maintain the current $783 initial and biennial fee structure. Reserves will likely fall below the 4-
month ceiling set forth in statute within the next two to three years. 

2009/10 2010/11 2011/12 2012/13 2013/14

Total Fees and Revenues $50.3 $50.3 $50.3 $50.3 $50.3

Total Expenditures, Including Adjustments and Cost Recovery 48.4 52.4 54.0 55.6 57.0

  Surplus/(Deficit) $1.9 ($2.1) ($3.7) ($5.3) ($6.7)

End-of-Year Reserves $26.2 $24.1 $20.4 $15.1 $8.4

Estimated Months Reserve (based on subsequent year expenditures) 6.0 5.4 4.4 3.2 1.7

Table III-2. Projected End-of-Year Reserves
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Complaint data reported historically by the Medical Board includes a mix of complaints and other types of matters that are 
captured and tracked in its Complaint Tracking System (CAS), including reports from law enforcement and criminal justice system 
agencies, reports from federal government agencies and physician licensing agencies in other states, probationary license 
certificates issued in lieu of full licensure, appeals of license application denials, referred to as statements of issues (SOIs), 
petitions for modification or termination of probation, petitions for reinstatement, and cases initiated based on audits of license 
compliance with Continuing Medical Education (CME) requirements. 

In this section we identify some of the major differences in how these different types of complaints are handled by the 
Medical Board and related impacts on measures of Enforcement Program workload, workflow, and performance. Additionally, a 
summary of complaints received and dispositions by referral source is provided at the end of the section. The section is organized 
as follows: 

 Subsection Title 

A. Overview of Complaint Workload, Workflows, and Performance 

B. Section 800 and 2240(a) Reports 

C. Disciplinary Action Reports Submitted by Other States 

D. Medical Board-Originated Complaints with District Office Identifiers 

E. Medical Board-Originated Complaints with Headquarters Unit Identifiers 

F. Medical Board-Originated Complaints with Probationer Identifiers 

G. Petitions for Modification or Termination of Probation 

H. Petitions for Reinstatement 

I. Other Complaints and Reports 

J. Complaint Workflows and Dispositions by Referral Source. 

 



 
IV. Profile of Complaints Opened and Dispositions 

 
 

 IV - 2   

A. Overview of Complaint Workload, Workflows, and Performance 

Over the past eight (8) years, the number of complaints opened by the Medical Board declined by about 10 percent from an average 
of more than 8,000 complaints per year to about 7,200 complaints per year, excluding decreases attributable to changes implemented by 
the Medical Board to discontinue counting certain categories of complaints. Specifically, effective January 1, 2005, the Medical Board 
stopped counting complaints created when initiating change of address citations which, until recently, typically accounted for 250 to 350 
complaints per year. Additionally, beginning in 2008/09 the Medical Board stopped opening complaints received that are determined during 
intake to be outside of the Board’s jurisdiction. During 2008/09 about 800 non-jurisdictional complaints were not counted as received or 
closed. Excluding change of address citations and non-jurisdictional complaints identified during the CCU’s initial intake process, 6,442 
complaints were opened during 2008/09. This figure compares to an average of more than 7,400 complaints received per year during the 
early part of the decade, adjusted to exclude change of address citations and a comparable number of non-jurisdictional complaints. 

Exhibit IV-1, on the next page, shows the number of complaints opened from 2000/01 through 2008/09 for each of the 
following 10 categories of matters: 

 Mandated Section 800 and 2240(a) reports 

 Disciplinary Action Reports Submitted by Other States 

 Medical Board-Originated Complaints with District 
Office Identifiers 

 Medical Board-Originated Complaints with 
Headquarters Unit Identifiers 

 Medical Board-Originated Cases with CME Audit 
Failure Citation Identifier 

 Medical Board-Originated Complaints with Probationer 
Identifier 

 Medical Board-Originated Complaints with Other 
Identifiers 

 Petitions for Modification or Termination of Probation 

 Petitions for Reinstatement 

 Other Complaints and Reports.

Exhibit IV-1 also shows, by year, the following aggregate output and performance measures: 

 Number of complaints closed with no further action 

 Number of complaints referred for investigation or prosecution 

 Percent of cases referred for investigation or prosecution. 

 Average elapsed time to close or refer cases for investigation or prosecution. 



Exhibit IV-1

2000/01
through
2002/03

(3-Year Avg.)

2003/04 2004/051 2005/06 2006/07 2007/08 2008/092

Malpractice Reports from Insurers (Section 801 & 801.1) 888 787 722 726 676 597 605

Malpractice Self-Reports (Section 801(c), 802, and 803.2) 328 228 212 185 187 150 204

Malpractice Reports from Others (Section 803) 24 3 9 6 10 6 2

Coroner Reports (Section 802.5) 32 18 23 11 22 16 16

Health Care Facility Reports (Section 805) 146 157 110 138 127 138 122

Surgical Death/Complication Self-Reports (Section 2240(a)) 8 14 11 2 10 7 6

Criminal Charge and Conviction Self-Reports (Section 802.1 and 803.5) 33 33 20 16 29 76 91

   Total Mandated Reports 1,459 1,240 1,107 1,084 1,061 990 1,046

323 371 448 385 279 288 258

286 212 202 216 216 161 113

375 377 281 133 31 65 102

66 0 0 1 140 75 0

6 13 22 23 9 11 34

32 12 7 9 10 6 10

29 37 42 50 47 37 40

14 25 19 13 21 9 18

5,968 5,953 5,375 5,749 5,445 5,197 4,821

8,558 8,240 7,503 7,663 7,259 6,839 6,442

5,967 6,837 6,603 6,349 6,105 5,608 5,303

2,355 1,887 1,443 1,331 1,182 1,133 1,123

8,322 8,724 8,046 7,680 7,287 6,741 6,426

28% 22% 18% 17% 16% 17% 17%

55 Days 76 Days 66 Days 54 Days 54 Days 61 Days 75 Days

2,019 1,566 1,011 1,086 1,133 1,283 1,323

  Complaints and Other Matters Closed

Total Complaints and Other Matters Closed or Referred for Investigation or Prosecution1 2 3

Percent of Cases Referred for Investigation or Prosecution1 3

4 Includes Operation Safe Medicine, Internet Crimes Unit, and probation violation citation cases.

  Complaints and Other Matters Referred for Investigation or Prosecution1 3  Includes PLRs (31 in 2008/09).

2 Effective in 2008/09, some complaints received and determined by CCU to be outside of the Medical Board's jurisdiction were no longer counted as received or closed,
   thereby increasing CCU's reported average elapsed time to process complaints.

1 Effective in January 2005, change of address citations were no longer counted as complaints or investigations.

  Reported Open Complaints and Petitions (End of Period)

  Reported Average Days to Close or Refer Cases for Investigation or Prosecution1 2 3

Other Complaints and Reports1 2   Includes some NPDB reports (26 in 2008/09).

Petitions for Reinstatement (IDENT 27)

Medical Board Originated Complaints with Probationer Identifiers (IDENT 19)

Medical Board Originated Complaints with CME Audit Failure Identifier (IDENT 21)

Medical Board Originated Complaints with Other Identifiers4 (IDENTs 22, 23, and 25)

Overview of Complaints Opened and Dispositions - 2000/01 through 2008/09

Petitions for Modification or Termination of Probation (IDENT 26)

Category of Complaints
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Disciplinary Action Reports Submitted by Other States (IDENT 16)

Medical Board Originated Complaints with Headquarters Identifier1 3 (IDENT 20, Excluding Petitions)

Total Complaints and Other Matters Opened1 2

Medical Board Originated Complaints with District Office Identifiers

3 Includes probationary license certificates, SOIs, and criminal conviction notifications, advertising violations, and cite and fine non-compliance cases. Also includes
   change of address citation cases (through December 2004).
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Since the early part of the decade the number of complaints opened decreased significantly in both of the following areas: 

Medical Malpractice Reports – The number of Medical Malpractice Reports submitted to the Medical Board decreased by 37 
percent from an average of 1,240 reports per year during the early part of the decade to an average of 782 reports per year 
during the past two (2) years. 

Out-of-State Disciplinary Action Reports – The number of Disciplinary Action Reports submitted to the Medical Board by 
medical/osteopathic boards in other states decreased by 27 percent from an average of about 350 reports per year during 
the early part of the decade to an average of 273 reports per year during the past two (2) years. 

All complaints are opened by CCU, but are assigned different identifiers to distinguish the District office to which they are assigned. 
Additionally, CCU opens complaints on behalf of other Medical Board business units to track various matters that are not usually assigned 
to the District offices for investigation, including:

 Probationary License Certificates (issued in lieu of full 
licensure) 

 Appeals of license application denials, referred to as 
statements of issues (SOIs) 

 Continuing Medical Education (CME) audit failure 
citations 

 Operation Safe Medicine (OSM) investigations 

 Internet Crime investigations 

 Probation violation citations 

 Advertising violation citations 

 Cite and fine non-compliance cases 

 Petitions for modification or termination of probation 

 Petitions for reinstatement. 

In some years there have been significant changes in the number of complaint records opened by Headquarters Units for these 
matters. Since the early part of the decade the total number of complaint records opened for these matters has decreased by 60 
percent (from more than 500 “records” opened per year to about 200 “records” opened per year. 

  Since the beginning of the decade the number of complaints submitted by patients, family members, other licensees, and 
numerous other similar external referral sources has fluctuated within a relatively narrow range (5,200 to 5,800 per year). There has been 
a significant increase in the number of complaints received since the beginning of the decade in only one category of complaints (criminal 
charge and conviction self-reports). The number of these reports recently increased primarily as a result of new requirements that licensees 
self-report misdemeanor charges and convictions in addition to previously required self-reporting of felony charges and convictions. This 
requirement became effective in January 2006 (SB 231, Figueroa). 

Various changes that have occurred in the composition of complaints received since the early part of the decade (e.g., fewer 
medical malpractice reports, fewer Out-of-State reports, and fewer Medical Board-originated complaints). These changes appear to have 
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had offsetting impacts on some aggregate complaint-handling performance measures. For example, over the past five (5) years the Medical 
Board consistently closed about 83 to 84 percent of all complaints, and referred the remaining 16 to 17 percent for investigation or 
prosecution. 

Since 2004/05 the number of complaints closed, adjusted for recent changes in the handling and reporting of non-jurisdictional 
complaints, decreased by about 10 percent. Concurrently, the number of complaints referred for investigation or prosecution decreased by 
about 15 percent, after adjustment for changes in the reporting of change of address citation cases. During the past two (2) years, an 
average of 1,128 complaints was referred for investigation or prosecution – about 200 fewer complaints than were referred for 
investigation or prosecution during 2004/05, after adjustment for changes in the reporting of change of address citations.  

From 2004/05 through 2007/08, the Medical Board maintained an average processing timeframe for complaints of about two (2) 
months (60 days). The recent increase in the average complaint processing time to 75 days in 2008/09 is partially attributable to 
elimination of about 800 non-jurisdictional complaints from the calculation of this performance measure. 

Finally, during the early part of the decade the Medical Board closed or referred for investigation or prosecution significantly more 
complaints than were opened, and reduced the backlog of open complaints by 50 percent (from 2,000 open complaints to 1,000 open 
complaints). However, in recent years fewer complaints have been closed or referred for investigation or prosecution than have been 
opened, resulting in continuous increases in the number of pending complaints. At the end of 2008/09 there were 1,323 pending 
complaints. This is 300 (30 percent) more pending complaints than existed at the end of 2004/05. Inevitably, the growing number of open 
complaints will soon translate into longer average processing times, particularly given the continuation of the Furlough Friday Program 
through June 2010. Ultimately, over a period of several years, these complaint-handling delays will adversely impact aggregate 
Enforcement Program performance measures (e.g., total elapsed time from receipt of complaint to disciplinary outcome). 

In the remainder of this section we present additional profile information pertaining to each of the major categories of 
complaints shown in Exhibit IV-1. These profiles highlight (1) significant changes in the number of cases handled by the Medical 
Board, (2) substantive differences in the processes used to screen and investigate the different types of cases, and related 
differences in the level of involvement of CCU and the District offices in these processes, and (3) related impacts on the process 
output and performance measures presented above. Finally, a more detailed statistical profile of complaint-handling workflows and 
dispositions during 2008/09, by referral source, is presented at the end of the section. 

 



 
IV. Profile of Complaints Opened and Dispositions 

 
 

 IV - 6   

B. Section 800 and 2240(a) Reports 

Since the early part of the decade, the number of Section 800 and 2240(a) reports submitted to the Medical Board has decreased 
by more than 400 complaints per year. The decrease is attributable primarily to a decrease in the number of medical malpractice reports 
submitted by insurers, licensees, and others. Since the early part of the decade the number of medical malpractice reports has decreased 
by 37 percent from an average of 1,240 reports per year to an average 782 reports per year during the last two (2) years. Secondarily, 
there has been a small decrease in the number of Section 805 reports submitted. These decreases have been partially offset by recent 
increases in the number of criminal charge and conviction self-reports submitted. The increase in criminal charge and conviction reports is 
largely attributable to recently imposed requirements that licenses self-report misdemeanor charges and convictions (SB 231, Figueroa). 
Prior to 2006 licensees were only required to report felony charges and convictions.  

Following screening by CCU, a relatively large proportion of these cases (about 30 percent) is usually referred for investigation, and 
these cases account for a significant proportion of all cases referred for investigation. Aggregate measures of CCU output and 
performance, such as measures of the total number and proportion of cases referred for investigation, have been impacted by the 
significant decrease that has occurred in the number of Section 800 and 2240(a) reports received.  



 
IV. Profile of Complaints Opened and Dispositions 

 
 

 IV - 7   

C. Disciplinary Action Reports Submitted by Other States 

During 2008/09 the Medical Board received 258 Disciplinary Action Reports from medical/osteopathic boards in other states. The 
complaint records opened for these reports are assigned a unique Identifier (IDENT 16). Historically, there have been significant 
fluctuations in the number of Out-of-State (IDENT 16) Reports received per year. Out-of-State cases only screened by CCU staff to 
determine if the other state’s action was based on a disciplinary action previously taken by the Medical Board, in which case the complaint 
is closed. Most reports are not based on prior Medical Board disciplinary actions. However, the reports are only referred to District offices 
for investigation in cases where the licensee is practicing in California, which rarely occurs. Instead the cases are opened by CCU and 
transferred directly to the Discipline Coordination Unit (DCU). Depending on the basis for the other state’s disciplinary action, DCU may: 

 Close the case (e.g., the grounds for the other state’s disciplinary action are not grounds for discipline in California) 

 Issue a public letter of reprimand (subject to mutual consent by the Medical Board and the Licensee) 

 Refer the case to HQES for prosecution. 

Historically, a significant portion of Out-of-State cases have been included in statistical data showing the number of complaints 
referred for investigation and number of completed investigations referred to HQES for prosecution. The inclusion of these records in 
statistical data regarding the investigation process distorts some complaint-handling and investigation-related performance measures. For 
example: 

 Measures of the number of completed investigations are over-stated because these cases are not actually investigated 
(as the term is conventionally defined) 

 Measures of the average time taken to complete investigations are under-stated because the dates posted for these 
cases usually show that the investigation was both opened and completed within just one, or a few, business days 

 Measures of the proportion of completed investigations referred to HQES are over-stated because a large proportion of 
these cases are referred directly to HQES without investigation and, in cases where a public letter of reprimand (PLR) is 
issued, the cases are not actually referred to HQES for prosecution, but for tracking purposes, are shown as if they 
were. 
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D. Medical Board–Originated Complaints with District Office Identifiers 

 During the early part of the decade Medical Board staff typically originated nearly 300 complaints per year with District office 
Identifiers (IDENTs 2 to 18, excluding 16). In contrast, during 2008/09, only 113 complaints were opened by Medical Board staff with 
District office Identifiers. Some of these complaints are opened by CCU in response to requests from the Medical Board’s Executive Office 
or other Headquarters Units. Additionally, District office Investigators sometimes initiate these complaints when information is obtained 
during an investigation regarding other patients of the Subject of the investigation or other physicians involved in treating the patient. In 
these circumstances a new complaint may be opened and concurrently referred for investigation to the originating District office. 

 Table IV-1, below, shows the dispositions of Medical Board-originated complaints with District office Identifiers by year from 
2000/01 through 2007/08. As shown by Table IV-1, nearly all of the decrease in this category of complaints is accounted for by a 
decrease in the number of complaints closed following investigation (from 148 complaints per year during the early part of the decade to 
55 complaints during 2007/08). Additionally, the number of cases referred for prosecution decreased from an average of 51 cases per 
year during the early part of the decade to an average of 35 cases per year during the past several years.   

 

 

 

 

 

 

 

 

 

 

As shown by Table IV-1, during the early part of the decade a small percent of these cases was closed by CCU without referral for 
investigation (25 percent). In contrast, CCU closed 75 to 80 percent of all other complaints without referral for investigation. Of the 
complaints referred for investigation, the proportion subsequently referred for prosecution has generally been comparable to the referral 
rates for other complaints (e.g., 25 to 35 percent referred for prosecution). 

Disposition
2000/01

to
2002/03

2003/04 2004/05 2005/06 2006/07 2007/08

Closed by CCU without Citation 61 69 83 85 77 68

Closed by Investigation without Citation 148 100 73 86 79 55

Closed by CCU or Investigations with Citation 15 3 3 5 3 2

Referred to HQES for Prosecution 51 31 37 35 45 25

Referred to District Attorney for Prosecution 11 9 6 5 12 7

Not Yet Determined 0 0 0 0 0 3

Total Dispositions 286 212 202 216 216 160

Table IV-1. Dispositions of Medical Board-Originated Complaints with District Identifiers
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The inclusion of these records in statistical data regarding the Medical Board’s complaint-handling and investigation processes 
distorts some related performance measures. For example, until recently: 

 Measures of the number and proportion of complaints referred by CCU for investigation are over-stated because many 
of the cases were concurrently opened and referred to the originating District office for investigation without screening 
by CCU 

 Measures of the average time taken to complete complaint processing are under-stated because many of these cases 
were concurrently opened and referred to the originating District office for investigation without screening by the CCU 

 Measures of the average time taken to complete investigations are under-stated because the average time to complete 
these investigations, most of which were closed and not referred for prosecution, is several months less than the 
average elapsed time to complete investigations of other complaints (i.e., an average of about 7 months for Medical 
Board-originated cases compared to more than 10 months for cases originated based on information provided by 
external sources). 

However, as the number of these complaints has decreased, the magnitude of these distortions has diminished. 

The decrease in number of Medical Board-originated complaints referred for prosecution that has occurred in recent years is a 
potential cause of concern. However, it is not known whether Investigators are less focused on identifying other potential cases or 
whether the change that has occurred has contributed to reductions in (1) the number of multiple complaint cases, or (2) the total number 
of cases prosecuted.  
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E. Medical Board–Originated Complaints with Headquarters Unit Identifiers 

During 2008/09 the Licensing Division and other Headquarters business units opened more than 100 complaint records with a series 
of unique Identifiers (IDENTS 20 to 25) for cases involving: 

IDENT 20 – Headquarters, including probationary license certificates, SOIs, and cite and fine non-compliance cases 

IDENT 21 – Continuing Medical Education (CME) audit failure citation cases 

IDENT 22 – Operation Safe Medicine (OSM) cases 

IDENT 23 – Internet crime cases 

IDENT 25 – Probation violation citation cases. 

Until recently some of these cases were not assigned unique Identifiers. Instead, most were assigned the same Identifier (IDENT 20). SOIs 
and Cite and Fine Non-Compliance cases are referred by the originating Headquarters Unit directly to HQES without involvement of either 
the CCU or a District office. Most of the remaining cases, including probationary license certificates, and CME and probation violation 
citation cases, are not referred for investigation or to HQES for prosecution, but for tracking purposes are posted in CAS as if they were. 
With respect to CME audit failure citation cases, since the early part of the decade the Medical Board has not regularly performed audits of 
compliance with CME requirements. When CME audits were last performed during 2007, more than 200 citations were issued.  

Historically, IDENT 20 to 25 cases have been included in statistical data showing the number of complaints referred for investigation 
and in the number of completed investigations referred for prosecution. The inclusion of these records in statistical data regarding the 
Medical Board’s investigation process distorts some related performance measures. For example: 

 Measures of the number of completed investigations are over-stated because, with the exception of a small number of 
OSM and Internet crime cases, the cases are not actually investigated (as this term is conventionally defined) 

 Measures of the average time taken to complete investigations are under-stated because the dates posted to the 
Complaint Tracking System for these cases usually show that the investigation was both opened and completed within 
just one, or a few, business days 

 Measures of the proportion of completed investigations referred for prosecution are over-stated because many of the 
cases are not investigated prior to referral for prosecution and also because a significant portion of the cases are not 
actually referred for prosecution, but for tracking purposes are posted in CAS as if they were. Additionally, where a 
referral for prosecution actually occurs, this most commonly occurs as a part of the process of handling appeals of 
denied license applications (SOIs), a Licensing Program activity. 
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F. Medical Board–Originated Complaints with Probationer Identifier 

Complaints involving Probationers may originate from either external or internal Medical Board sources but, in all cases, are assigned 
the same unique Identifier (IDENT 19). Historically, most Medical Board-originated complaints involving Probationers were opened by 
regional Probation Unit Investigators based on information obtained from their probation monitoring activities. In these circumstances a 
new complaint was usually opened and concurrently referred for investigation to the originating Probation Unit. 

 During 2008/09 the Probation Units were restructured and Probationer complaint investigations were reassigned to the District 
offices. Concurrently, the cases were incorporated into the VE Pilot Project. Within the District offices, the cases are generally investigated 
using the same approach as is used for investigations of Non-Probationers. 

During 2008/09 the Medical Board initiated 34 complaints involving Probationers (IDENT 19). The inclusion of these records in 
statistical data regarding the Medical Board’s complaint-handling and investigation process distorts some related performance measures. 
For example: 

 Measures of the number of complaints referred by CCU for investigation are over-stated because some of these cases 
are concurrently opened and referred to the originating Probation Unit or, following the restructuring of the Probation 
Program, to the District offices, without screening by CCU 

 Measures of the average time taken to complete complaint processing are under-stated because the dates posted to the 
Complaint Tracking System for these cases usually show that the complaint was both opened and referred for 
investigation within just one, or a few, business days. 
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G. Petitions for Modification or Termination of Probation 

 Petitions for modification or termination of probation (IDENT 26) are required to be submitted by Probationers directly to DCU. 
Typically, about 40 to 50 petitions for modification or termination of probation are received per year, of which a portion is requests for 
early termination of probation. In some cases Probationers submit both a petition for modification and a petition for termination of 
probation. In these cases the Medical Board treats and accounts for these cases as a single case. According to Medical Board staff, 
Probationers are increasingly submitting requests for early termination of probation at the first possible opportunity permitted under the 
terms and conditions of their probation. 

DCU reviews submitted petitions and, if needed, obtains additional supporting documentation from the Probationer. Until recently, 
DCU forwarded the petition and supporting documentation directly to one of the Medical Board’s regional Probation Units. Then, an 
assigned Probation Unit Investigator completed related background research, interviewed references, prepared a report summarizing results 
of their investigation, and forwarded the completed case to HQES. Recently, the Probation Units were restructured and some functions 
previously performed by the Probation Units were reassigned to the District offices. Now, DCU forwards the petitions for modification or 
termination of probation to the Probation Unit Supervisor who screens the petitions and determines whether to have the petitions reviewed 
by Probation Unit staff or refer the petitions to District offices for investigation. If there is a pending investigation involving the Probationer 
or the Petitioner has a record of compliance deficiencies, the cases are referred to a District office. Otherwise the cases are assigned to 
Probation Unit Inspectors for review. Cases referred to the District offices for investigation are included in the VE Pilot Project. Hearings 
are required for all petitions for modification or termination of probation, irrespective of the Petitioner’s compliance record or the nature of 
the requested modifications to the terms of their probation. Consequently, all of these cases are referred to HQES to represent the Medical 
Board at the hearing. 

Historically, IDENT 26 cases have been included in statistical data showing the number of complaints referred for investigation and 
the number of completed investigations referred for prosecution. The inclusion of these records in statistical data regarding the 
investigation process distorts some related performance measures. For example: 

 Measures of the average timeframe to complete investigations are over-stated because only a limited level of 
investigation activity is required to be completed. 

 Measures of the proportion of completed investigations referred for prosecution are over-stated because, unless the 
petition is withdrawn, an administrative hearing is always required to be completed as a part of the petition review 
process. 
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H. Petitions for Reinstatement 

 Petitions for Reinstatement (IDENT 27) are required to be submitted by the Petitioner directly to DCU. Typically, fewer than 20 
Petitions for Reinstatement are received per year. 

 DCU reviews the petitions and, if needed, obtains additional supporting documentation from the Petitioner. Until recently, DCU 
forwarded the Petition directly to one of the Medical Board’s regional Probation Units. Subsequently, as assigned Probation Unit 
Investigator completed related background research, interviewed references, prepared a report summarizing results of their investigation, 
and forwarded the completed case to HQES. During 2008/09 the Probation Units were restructured and the functions previously 
performed by the Probation Units were reassigned to the District offices. Concurrently, all of these cases were incorporated into the VE 
Pilot Project. 

 Historically, IDENT 27 cases have been included in statistical data showing the number of complaints referred for investigation and 
the number of completed investigations referred for prosecution to HQES. The inclusion of these records in statistical data regarding the 
investigation process distorts some related performance measures. For example: 

 Measures of the average timeframe to complete complaint investigations are over-stated because only a limited level of 
investigation activity is required to be completed 

 Measures of the proportion of completed investigations referred for prosecution are over-stated because, unless the 
petition is withdrawn, an administrative hearing is always required to be completed as a part of the petition review 
process. 
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I. Other Complaints and Reports 

 This category accounts for about 75 percent of all complaint records opened. About two-thirds of these complaints are received 
from patients or a member of their family, a friend, or a patient advocate. Excluding mandated Section 800 and 2240(a) reports, 
disciplinary action reports from other states (IDENT 16), complaints originated by Headquarters Units (IDENTs 20 to 25), complaints 
involving Probationers (IDENT 19), petitions (IDENTs 26 and 27), and change of address citations, during the early part of the decade the 
Medical Board received an average of about 5,600 complaints per year. This compares to an average of about 5,400 complaints received 
per year during the past two (2) years – a decrease of about 200 complaints per year, adjusted for changes in the handling and reporting 
of non-jurisdictional complaints. During the past five (5) years, the number of “Other Complaints” fluctuated within a limited range 
between 5,200 and 5,600 cases per year (including all non-jurisdictional complaints). 

Following screening by CCU, only a small proportion of these cases (about 10 percent) is referred to the District offices for 
investigation. Aggregate measures of CCU performance, such as the proportion of cases closed and referred for investigation, have not 
been significantly impacted by the small decrease in number of complaints received from patients and others that has occurred since the 
early part of the decade. 
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J. Complaint Workflows and Dispositions by Referral Source 

 Exhibit IV-2, at the end of this section, provides a more detailed statistical profile of complaints received, closed, and referred for 
investigation or prosecution during 2008/09. Significant characteristics of the complaints handled during 2008/09, shown by the data 
presented in Exhibit IV-2, include the following: 

Out-of-State Disciplinary Action Reports – Reports submitted by medical/osteopathic boards in other states represented less 
than 5 percent of all complaints received during 2008/09, but accounted for the largest single source of referrals for 
prosecution (18 percent). During 2008/09, 60 Out-of-State cases were referred to HQES. Nearly all of these cases were 
handled by HQES’ San Francisco office. Additionally, DCU issued a PLR for 24 other Out-of-State cases. Out-of-State cases 
are rarely referred to District offices for investigation. 

Complaints Submitted by Patients and Related Parties – During 2008/09 complaints submitted by patients, patient 
advocates, family members, and friends represented nearly 60 percent of all complaints received and about 32 percent of all 
complaints referred for investigation. Only about 2 percent of cases received from these sources were subsequently referred 
for prosecution. During 2008/09, 81 cases from these sources were referred prosecution, accounting for 17 percent of total 
referrals for prosecution. Thus, while only a small percent of these cases are referred for prosecution, they still account for a 
significant proportion of all cases referred for prosecution. 

Mandated Reports – Insurance company medical malpractice reports, Section 805 reports, and notices of arrests and 
convictions received from the Department of Justice together accounted for about 14 percent of complaints received, about 
25 percent of all cases referred for investigation, and about 20 percent of all cases referred for prosecution. About 10 
percent of the cases from these referral sources are referred for prosecution. Section 805 reports have one of the highest 
prosecution referral rates (29 percent).  

Medical Board Originated Complaints with Headquarters Unit or Petition Identifiers – About 18 percent of the Headquarters-
originated cases (84 of 464 total cases) are shown in CAS as referred for prosecution. However, a significant portion of 
these cases (e.g., probationary license certificates and CME audit failure citation cases) are not actually referred for 
prosecution and nearly all of the remaining cases are SOIs, petitions for modification or termination of probation, or petitions 
for reinstatement. District offices are not involved with SOIs, do not handle all petitions for modification or termination of 
probation, and the scope of the review completed by District offices for petitions for modification or termination of probation 
and for petitions for reinstatement is limited. Unless withdrawn, SOIs and petitions are always forwarded to HQES. 
Currently, HQES’ San Francisco office handles nearly all SOIs. 
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Medical Board-Originated Complaints with District Office and Probationer Identifiers – These cases represent only about 2 
percent of complaints opened during 2008/09, but account for about 10 percent of referrals for investigation. Most of these 
cases are originated when Medical Board Probation Monitors (Inspectors) or District office Investigators identify, during the 
course of conducting other probation monitoring of investigation activities, probable violations of the terms and conditions of 
probation, the Medical Practice Act, or other laws. Consequently, the cases tend to have relatively high prosecution referral 
rates. 

Other Referral Sources – All of the other categories of complaint referral sources collectively represent nearly 20 percent of 
complaints opened, 26 percent of cases referred for investigation, and 15 percent of cases referred for prosecution. About 6 
percent of complaints from all of these other sources are referred for prosecution. 

 



Exhibit IV-2

No. % No
Cite Cite HQE DA6 No. % No

Cite Cite HQE DA6

Patient, Patient Advocate, Family Member
or Friend (including 801.01(E) Reports) 2,075 1,165 1,810 247 12% 130 10 58 1 199 1,681 52 1,567 75 5% 59 3 18 4 84 3,756 1,217 3,377 322 202 81 2%

Insurance Companies and Employers
(including 801.01(B&C) and NPDB Reports) 597 428 468 105 18% 92 7 27 0 126 14 1 11 3 21% 4 0 2 0 6 611 429 479 108 103 29 5%

Health Facilities (805 and Non-805 Reports) 82 0 4 80 95% 40 3 28 0 71 49 0 22 23 51% 12 2 10 0 24 131 0 26 103 57 38 29%

California Department of Health Services
(or Successor State Agency) 38 17 19 14 42% 9 1 6 0 16 22 4 12 7 37% 7 1 1 0 9 60 21 31 21 18 7 12%

M.D., Pharmacist, Allied Health or Healing Arts
Licensee, or Medical Society or Association 52 27 32 26 45% 14 0 6 1 21 235 10 216 31 13% 20 1 3 1 25 287 37 248 57 35 11 4%

CII - Department of Justice, Criminal Identification
and Information Bureau 0 0 0 0 NMF 0 0 0 0 0 186 0 166 45 21% 19 1 25 0 45 186 0 166 45 20 25 13%

Other Governmental Agencies, Including FDA, DEA,
Other DCA Boards and Bureaus, and 801 Reports 51 32 37 20 35% 10 0 2 0 12 42 0 40 9 18% 9 1 11 0 21 93 32 77 29 20 13 14%

Other1 71 16 46 25 35% 11 1 7 0 19 286 9 252 53 17% 29 0 11 3 43 357 25 298 78 41 21 6%

Police/Sheriff Department, Coroner's Office, District
Attorney, and Courts (803 Reports, Criminal Filings,
Non-Felony and Felony Conviction Reports)

32 10 23 16 41% 9 0 3 0 12 35 1 10 16 62% 7 2 6 0 15 67 11 33 32 18 9 13%

Licensee Self-Reporting (2240(A), 801.01, 802.01,
802.1, and Misdemeanor Conviction Reports) 204 149 141 35 20% 22 1 6 0 29 85 1 77 7 8% 4 1 1 0 6 289 150 218 42 28 7 2%

California Attorney General and Department
of Justice, Including Medi-Cal Fraud and
Narcotics Enforcement Bureaus

6 0 1 1 50% 1 0 1 0 2 24 0 27 1 4% 1 0 1 0 2 30 0 28 2 2 2 7%

Total, Excluding Out of State and Medical Board Cases 3,208 1,844 2,581 569 18% 338 23 144 2 507 2,659 78 2,400 270 10% 171 12 89 8 280 5,867 1,922 4,981 839 544 243 4%

Out of State Medical/Osteopathic Boards2 (16) 21 0 0 0 NMF N/A 0 20 0 20 237 0 161 1 1% 2 0 69 0 71 258 0 161 1 2 89 34%

Medical Board Cases with District Identifiers
(2 to 18, except 16) 47 10 19 31 62% 19 0 16 2 37 66 0 40 35 47% 31 0 12 4 47 113 10 59 66 50 34 30%

Medical Board Cases with Probationer Identifier (19) 2 0 1 1 50% 3 0 0 0 3 32 0 1 24 96% 12 0 19 0 31 34 0 2 25 15 19 56%

Petitions for Modification or Termination of Probation and 
Petitions for Reinstatement3 (26 or 27)

0 0 0 0 NMF 0 0 0 0 0 58 0 0 58 100% 2 0 37 0 39 58 0 0 58 2 37 64%

Medical Board Cases with Other Identifiers4 (20 to 25) 4 2 2 2 50% 1 2 0 0 3 108 0 74 6 8% 2 2 46 1 51 112 2 76 8 7 47 42%

Total, Including Out of State and Medical Board Cases 3,282 1,856 2,603 603 19% 361 25 180 4 570 3,160 78 2,676 394 13% 220 14 272 13 519 6,442 1,934 5,279 997 620 469 7%

CCU and Other HQ Units
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2 Out-of-State cases are researched by the DCU. As appropriate, cases are referred directly to HQES without involvement of the District offices. Cases are only assigned to District offices when the licensee is practicing in California.

CCU and Other HQ Business Units

Referred to
Investigation

3 Petitions are initially handled by DCU which forwards the petition and supporting documentation to the Probation Monitoring Unit Manager who screens the petitions and either assigns to Probation Monitoring Unit staff or refers to the
   District offices for investigation. Completed cases are referred to HQES for hearing.

1 Includes CA Medical Review Inc., 803.6, 364.1, and NPDB Reports, Jury Verdict Weekly, HEAL, MQRC District, WE Tip, Consumer or Industry Group, Employee, Co-worker, Witness, Informant, Anonymous, and Unknown.
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5 Includes 31 pre-filing public letter of reprimand (PLR) cases not actually referred to HQES (Patient = 1, Insurer = 4, MD = 1, Licensee Self-Report = 1, and Out-of-State = 24).
6 Referrals to DA shown do not include ten (10) dual referrals.
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Investigation

4 Includes probationary license certifications, license application denials (SOIs), CME audit failurs, cite and fine non-compliance cases, and Operation Safe Medicine (OSM) and Internet cases. These matters are nearly always referred
   by the originating Headquarters Unit directly to HQES or, if applicable, a local District Attorney without any District office involvement. 
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 This section presents results of our assessment of the Medical Board’s complaint intake and screening processes. The 
section is organized as follows: 

 Subsection Title 

A. Overview of Complaint Intake and Screening 

B. 2008/09 Complaint Workloads and Processing Times 

C. Medical Specialist Reviews and Processing Times 

D. Disposition of Complaints Following Medical Specialist Review 

E. In-Depth Review of Complaints Taking Longer than Six Months to Refer to Investigation 

F. Pending Complaints 

G. Recommendations for Improvements. 
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A. Overview of Complaint Intake and Screening 

CCU continues to do an outstanding job of administering and operating the Medical Board’s complaint intake and screening 
processes. However, in recent years CCU has struggled to prevent growth in the number of pending complaints which is beginning to 
adversely impact elapsed timeframes to close or refer complaints for investigation or prosecution. During 2008/09 the CCU closed about 
85 percent of all complaints, and the average elapsed time to close  or refer these complaints for investigation or prosecution was 78 days 
(about 2.5 months), after excluding more than 800 closed non-jurisdictional complaints. If the non-jurisdictional complaints were included, 
CCU’s average processing time would be about 67 days. During the years preceding 2008/09, the processing time for complaints 
averaged about 60 days (1 week less). In recent years the number of pending complaints has increased by about 30 percent (from 1,000 
at the end of 2004/05 to more than 1,300 at the end of the 2008/09). 

CCU’s average processing time to close or refer complaints reflects the impacts of efforts to complete a substantive screening of all 
complaints to identify those that require a field Investigation. The processes used to screen complaints, including independent review of 
nearly all quality of care complaints by a Medical Specialist, increase the amount of time needed to complete screening, but reduce the 
number of complaints referred to the District offices for investigation. It is much more effective and efficient for CCU to screen complaints 
than to have District office staff investigate and close the cases, and the case dispositions are determined within an average of about 2.5 
months. Nearly 95 percent of the cases handled by CCU are closed or referred for investigation within a maximum of six (6) months. 

Only about 15 percent of all complaints, those considered most likely to involve a violation of the Medical Practice Act, are referred 
for investigation, and about one-third of the cases referred for investigation are subsequently referred for prosecution. Because of the 
filtering performed by CCU, the District offices receive few complaints that do not require a substantive investigation. District offices, in 
turn, are expected to perform substantive investigations of the cases, and not simply re-screen and triage the cases to limit the number of 
investigations performed. 

The specialist reviews and CCU’s post-closure review processes help to ensure that cases requiring investigation are not improperly 
closed. Conversely, only a small percent of cases referred by CCU to the District offices are rejected and returned. Returns are usually due 
to either (1) referral of a complaint that is redundant to a currently pending investigation, or (2) referral of a complaint related to a pending 
multi-patient case investigation where the new patient would not strengthen the case if added to it. These cases are properly referred to 
the District offices for these determinations and, if returned, are properly accounted for as CCU rather than District office closures.  

CCU does not conduct satisfaction surveys of patients and others that submit complaints to the Medical Board. Consequently, time 
series historical data showing levels of customer satisfaction are not available to determine what level of satisfaction is achieved and how 
it compares to historical levels. The last Customer Satisfaction Surveys were completed more than 10 years ago, several years prior to 
implementation of Medical Specialist reviews. Results of these surveys showed generally poor, but improving, levels of satisfaction with 
the services provided. For agencies like the Medical Board, the timeframe needed to resolve the complaint and the quality of 
communications with the Complainant are oftentimes correlated with customer satisfaction levels. It is unknown how customers would 
assess the level of services currently provided by CCU in either of these areas. 
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B. 2008/09 Complaint Workloads and Processing Times 

Page 1 of Exhibit V-1, on the next page, shows the total number of complaints closed and referred to investigation or prosecution 
during 2008/09, and the average elapsed time to close, or refer, the complaints. Additionally, statistical data is presented for complaints 
reviewed by a Medical Specialist and for complaints not reviewed by a Medical Specialist. During 2008/09: 

 More than 6,100 complaints were either closed or referred for investigation or prosecution by CCU. About 30 percent of 
these complaints were reviewed by an outside Medical Specialist prior to closure or referral for investigation or 
prosecution. About 85 percent of the complaints handled by CCU were closed. 

 The average elapsed time for CCU to close or refer complaints for investigation or prosecution was 78 days (about 2.5 
months), after excluding more than 800 closed non-jurisdictional complaints. If all non-jurisdictional complaints were 
included, CCU’s average processing time would be about 67 days. Prior to 2008/09, the average processing time for 
complaints, including all non-jurisdictional complaints, was about 60 days (1 week less). 

 The average elapsed time to close or refer complaints not reviewed by a Medical Specialist was about two (2) months 
(54 days). This compares to an average time of more than four (4) months (127 days) to close or refer complaints that 
were reviewed by a Medical Specialist. 

 The average time to refer complaints for investigation or prosecution for cases not reviewed by a Medical Specialist was 
about one (1) month (33 days), reflecting both the expedited referral of selected, high-priority cases to investigation and 
also the accelerated processing timeframes associated with DCU’s handling of Out-of-State cases, most of which are 
referred directly to HQES for prosecution. 

Page 2 of Exhibit V-1 shows the total number of quality of care complaints closed and referred for investigation or 
prosecution during 2008/09 and the average elapsed time to close, or refer, the complaints. Page 3 of Exhibit V-1 shows the total 
number of other complaints closed and referred to investigation or prosecution during 2008/09 and the average elapsed time to 
close, or refer, the complaints. As shown by Exhibit V-1, quality of care complaints represented about one-half of all complaints 
closed or referred, and the average time to close or refer quality of care complaints was about three (3) months (96 days) 
compared to about 2 months (56 days) for other complaints. quality of care complaints reviewed by a Medical Specialist took an 
average of more than four (4) months to close or refer. Of more than 400 complaints that took longer than six (6) months to close 
or refer, nearly three quarters were quality of care complaints, and nearly all of these complaints were reviewed by a Medical 
Specialist. 



Exhibit V-1
Page 1 of 3

Number Percent Number Percent Number Percent

Less than 1 Month 1,479 41% 6 0% 1,485 29%

1 to 2 Months 720 20% 107 7% 827 16%

2 to 3 Months 598 17% 304 19% 902 17%

3 to 4 Months 366 10% 415 26% 781 15%

4 to 6 Months 315 9% 510 32% 825 16%

Longer than 6 Months 112 3% 237 15% 349 7%

Total 3,590 100% 1,579 100% 5,169 100%

Average Days

Less than 1 Month 391 62% 8 2% 399 41%

1 to 2 Months 139 22% 43 12% 182 19%

2 to 3 Months 37 6% 70 20% 107 11%

3 to 4 Months 29 5% 82 24% 111 11%

4 to 6 Months 23 4% 97 28% 120 12%

Longer than 6 Months 8 1% 48 14% 56 6%

Total 627 100% 348 100% 975 100%

Average Days

Less than 1 Month 1,870 44% 14 1% 1,884 31%

1 to 2 Months 859 20% 150 8% 1,009 16%

2 to 3 Months 635 15% 374 19% 1,009 16%

3 to 4 Months 395 9% 497 26% 892 15%

4 to 6 Months 338 8% 607 31% 945 15%

Longer than 6 Months 120 3% 285 15% 405 7%

Total 4,217 100% 1,927 100% 6,144 100%

Average Days

2 Includes all Out-of-State (IDENT 16) cases, most of which are referred directly to HQES for prosecution.

1 Excludes 13 closed records and 145 records referred by Medical Board Headquarters or Probation Units directly to the District offices or HQES.
  Nearly all of the excluded records were SOIs, petitions for modification or termination of probation, petitions for reinstatement, or probation violation
  matters originated by Medical Board Headquarters or Probation Units.

Summary of 2008/09 CCU Processing Timeframes for All Complaints
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Exhibit V-1
Page 2 of 3

Number Percent Number Percent Number Percent

Less than 1 Month 317 30% 5 0% 322 12%

1 to 2 Months 255 24% 94 6% 349 14%

2 to 3 Months 280 27% 297 19% 577 22%

3 to 4 Months 123 12% 405 26% 528 20%

4 to 6 Months 65 6% 500 33% 565 22%

Longer than 6 Months 13 1% 229 15% 242 9%

Total 1,053 100% 1,530 100% 2,583 100%

Average Days

Less than 1 Month 209 74% 7 2% 216 36%

1 to 2 Months 49 17% 29 9% 78 13%

2 to 3 Months 14 5% 66 21% 80 13%

3 to 4 Months 7 2% 79 25% 86 14%

4 to 6 Months 2 1% 93 29% 95 16%

Longer than 6 Months 3 1% 45 14% 48 8%

Total 284 100% 319 100% 603 100%

Average Days

Less than 1 Month 526 39% 12 1% 538 17%

1 to 2 Months 304 23% 123 7% 427 13%

2 to 3 Months 294 22% 363 20% 657 21%

3 to 4 Months 130 10% 484 26% 614 19%

4 to 6 Months 67 5% 593 32% 660 21%

Longer than 6 Months 16 1% 274 15% 290 9%

Total 1,337 100% 1,849 100% 3,186 100%

Average Days

Reviewed by
Medical Specialist

129 Days

123 Days 77 Days

Total

60 Days

25 Days

128 Days

101 Days

96 Days

2 Includes all Out-of-State (IDENT 16) cases, most of which are referred directly to HQES for prosecution.

2008/09 CCU Processing Timeframes for Quality of Care Complaints

1 Excludes six (6) records referred by Headquarters Units directly to the District offices or HQES.
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Exhibit V-1
Page 3 of 3

Number Percent Number Percent Number Percent

Less than 1 Month 1,162 46% 1 2% 1,163 45%

1 to 2 Months 465 18% 13 27% 478 18%

2 to 3 Months 318 13% 7 14% 325 13%

3 to 4 Months 243 10% 10 20% 253 10%

4 to 6 Months 250 10% 10 20% 260 10%

Longer than 6 Months 99 4% 8 16% 107 4%

Total 2,537 100% 49 100% 2,586 100%

Average Days

Less than 1 Month 182 53% 1 3% 183 49%

1 to 2 Months 90 26% 14 48% 104 28%

2 to 3 Months 23 7% 4 14% 27 7%

3 to 4 Months 22 6% 3 10% 25 7%

4 to 6 Months 21 6% 4 14% 25 7%

Longer than 6 Months 5 1% 3 10% 8 2%

Total 343 100% 29 100% 372 100%

Average Days

Less than 1 Month 1,344 47% 2 3% 1,346 42%

1 to 2 Months 555 19% 27 35% 582 18%

2 to 3 Months 341 12% 11 14% 352 11%

3 to 4 Months 265 9% 13 17% 278 9%

4 to 6 Months 271 9% 14 18% 285 9%

Longer than 6 Months 104 4% 11 14% 115 4%

Total 2,880 100% 78 100% 2,958 93%

Average Days

45 Days

56 Days106 Days55 Days

89 Days

58 Days

Reviewed by
Medical Specialist

116 Days

Not Reviewed by
Medical Specialist1

57 Days

2 Includes all Out of State (IDENT 16) cases, which are nearly always referred directly to the AG rather than to the District offices for investigation.

2008/09 CCU Processing Timeframes for Other Complaints

1 Excludes 13 closed records and 139 records referred by Headquarters or Probation Units directly to the District offices or HQES.
   Nearly all of the excluded records were SOIs, petitions for modification or termination of probation, petitions for reinstatement, or
   probation violation matters originated by Headquarters or Probation Units.
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C. Medical Specialist Review Workloads and Processing Times 

Exhibit V-2, on the next two pages, shows the number of Medical Specialist reviews completed during 2008/09, by medical 
specialty, and the average elapsed times to assign the cases and complete the reviews. As shown by Exhibit V-2, the average elapsed 
times to complete Medical Specialist reviews vary by specialty. For six (6) high volume specialties, which collectively account for nearly 
two-thirds of all reviews, the average elapsed time to complete the reviews is about one (1) month (31 days). This compares to an average 
elapsed time of about two (2) months for 14 moderate volume specialties that collectively account for most of the remaining reviews.  

For nearly all of the moderate volume specialties, the Medical Board has available a pool of fewer than 10 Medical Specialists to 
perform the reviews. For nine (9) of the 14 moderate volume specialties, a pool of five (5) or fewer Medical Specialists is available to 
review the complaints. The small number of Medical Specialists available to perform reviews of moderate volume specialty complaints 
contributes to the longer time needed to complete the reviews. However, the moderate volume specialties represent less than one-third of 
all reviewed complaints, and the Medical Specialist review process accounts for only about one-half of the total elapsed time to process 
these complaints. Therefore, significantly reducing the average elapsed time to complete the reviews (e.g., to the same one-month average 
timeframe achieved for high volume specialties), will only marginally improve the Medical Board’s overall average complaint processing 
performance. 

 



Exhibit V-2
Page 1 of 2

High Volume Specialties Number Average Days
to Assign

Average Days
to Complete Total Days

Internal/General Medicine 546 10 15 25

Obstetrics & Gynecology 149 16 26 43

Plastic/Cosmetic Surgery 126 14 18 32

Orthopedic Surgery 123 15 13 27

Surgery 115 33 19 52

Emergency Medicine 100 10 14 24

  Average - High Volume Specialties (6) 1,159 14 17 31

Moderate Volume Specialties Number Average Days
to Assign

Average Days
to Complete Total Days

Ophthalmology 78 44 24 67

Urology 54 41 19 61

Radiology 53 42 38 80

Cardiology 49 23 21 44

Psychiatry 46 32 29 60

Orthopedics 44 12 12 25

Pediatrics 38 36 40 76

Gastroenterology 31 28 20 47

Anesthesiology 30 44 22 66

Dermatology 30 21 23 45

Neurology 28 47 34 80

Neurological Surgery 25 44 32 76

ENT/Otolaryngology 26 36 17 53

Hematology/Oncology 21 39 36 75

  Average - Moderate Volume Specialties (14) 553 35 26 61

Central Complaint Unit - 2008/09 Specialty Reviews
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Central Complaint Unit - 2008/09 Specialty Reviews

Low Volume Specialties Number Average Days
to Assign

Average Days
to Complete Total Days

Pulmonology 12 12 14 26

Thoracic Surgery 11 29 12 40

Pain Medicine 10 45 22 67

Cardiothoracic Surgery 5 34 10 44

Physical Medicine & Rehabilitation 5 9 22 31

Colon & Rectal Surgery 4 30 33 63

Family Medicine 4 26 25 50

Perinatal/Neonatal 4 26 17 43

Nephrology 3 8 10 18

Nuclear Medicine 3 42 47 89

Endocrinology 2 56 21 77

Pathology 2 42 12 54

Rheumatology 2 29 34 63

Spine Surgery 2 2 10 12

Vascular Surgery 2 45 34 79

Allergy & Immunology 1 4 22 26

Alternative Medicine 1 64 7 71

Gynecology Oncology 1 16 26 42

Hematology/Oncology - Pediatrics 1 46 23 69

Medicine/Pulmonology 1 75 34 109

Midwifery 1 14 25 39

Pain Management 1 27 24 51

Pathology - Forensic 1 42 44 86

Pediatric Surgery 1 22 21 43

Pediatric Cardiology 1 49 28 77

Radiology Oncology 1 60 38 98

Retinal Specialty 1 9 15 24

  Total Low-Volume Specialty (27) 83 29 20 49
Total 1,795 21 20 41
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D. Disposition of Complaints Following Medical Specialist Review 

Table V-1, below, provides a profile of the dispositions of complaints following Medical Specialist review for periods immediate prior 
to, and concurrent with, implementation of Medical Specialist reviews. Additionally, a profile of the dispositions of complaints following 
Medical Specialist review is provided for 2008/09. As shown by Table V-1, 17 percent of complaints were referred for investigation during 
2008/09 compared to 20 to 21 percent referred to investigation previously. Additionally, a higher proportion of complaints are Closed-
Insufficient Evidence (which usually refers to cases involving a simple or minor departure) and a lower percent of complaints are Closed-No 
Violation (which usually refers to cases where no departure is identified). 

 

 

 

 

 

 

 

 

 

 

 

The primary purpose of enacting the Specialist Review requirements was to reduce unnecessary referral of cases for field 
investigation that occurred due to competency limitations of the assigned reviewer. The data presented in Table V-1 indicate that the 
Medical Specialist review requirement is, as was intended, marginally reducing the number of complaints referred for investigation (i.e., by 
about 50 complaints per year, assuming 20 percent of 1,999 complaints would otherwise have been referred to investigation). 
Additionally, significantly more complaints are now being closed with an Insufficient Evidence (Simple/Minor Departure) designation. These 
complaints can potentially serve to support future disciplinary actions against the licensee on the basis that the licensee performed 
repeated negligent acts. 

Average
Number Percent Average

Number Percent Number Percent

Closed - No Violation
              (i.e., No Departure) 1,852 61% 1,331 59% 1,082 54%

Closed - Insufficient Evidence
              (i.e., Simple/Minor Departure) 486 16% 348 16% 456 23%

Closed - Information on File 49 2% 72 3% 80 4%

Closed - Other 29 1% 22 1% 33 2%

Total 2,416 80% 1,773 79% 1,651 83%

  Referred to Investigation 596 20% 468 21% 348 17%

Total 3,012 100% 2,241 100% 1,999 100%

Table V-1. Disposition of Complaints Following Medical Specialist Review

Disposition
FY2008/09CY2003 to CY2004CY2000 to CY2002
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E. In-Depth Analysis of Complaints Taking More than Six Months to Refer to Investigation 

CCU staff researched each of 59 cases that took longer than six (6) months to review and refer for investigation during 2008/09. 
Common factors identified as contributing to the extended processing time associated with completing the reviews of these cases included 
delays associated with: 

 Contacting and obtaining a release from the patient for their medical records (e.g., patient unavailable or not initially 
responsive) 

 Obtaining medical records from the treating health care facility or physician (e.g., physician non-responsive or provides 
incorrect or incomplete records) 

 Identifying a Medical Specialist capable of reviewing the medical records (e.g., case involves a highly specialized 
procedure) 

 Completion of the Medical Specialist review (e.g., the Specialist took a long time to review the medical records, 
possibly due to the number of records involved or because additional records were needed by the Medical Specialist to 
complete the review). 

Additionally, in some cases it appears that CCU staff failed to follow-up or complete the processing of the case on a timely basis. Finally, 
some cases were not referred for investigation until a post-closure audit review was completed. District office staff expressed concerns 
about the comparatively low quality of these latter cases and CCU recently modified its post-closure audit procedures to address problems 
in this area. 

The most common sources of delay in referring cases for investigation were related, directly or indirectly, to obtaining and reviewing 
medical records. The delays become extended when problems surface at different points during the screening process (e.g., delayed 
getting patient cooperation and release of the records, then further delayed obtaining the records, then further delayed identifying a 
Medical Specialist to review the records, and then further delayed getting the completed review from the Medical Specialist). Some of 
these delays are within the control of CCU, or CCU can more effectively manage the process to reduce the length of such delays. In other 
cases the cause of the delay is outside CCU’s control and CCU has limited capability to reduce the delay (e.g., waiting for a patient in 
recovery to provide a release). 
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F. Pending Complaints 

Table V-2, below, shows the number of pending CCU complaints as of June 30, 2009, and December 31, 2009. As shown by 
Table V-2, the number of pending complaints increased significantly during this six-month period, from about 1,308 open complaints at the 
end of June 2009, to 1,443 at the end of the year. The 10 percent increase in open complaints during this brief period is primarily 
attributable to staffing reductions resulting from implementation of the closure of the Medical Board’s offices during the first three Fridays 
of each month (Furlough Fridays). During 2004/05 and 2005/06 the Medical Board had fewer than 1,100 open complaints.  

 

 

 

 

 

 

 

 

Inevitably, the growing number of open complaints will soon translate into longer average processing times, particularly given the 
continuation of the Furlough Friday Program through June 2010. Ultimately, over a period of several years, these complaint-handling 
delays will adversely impact aggregate Enforcement Program performance measures (e.g., total elapsed time from receipt of complaint to 
disciplinary outcome). 

 

 

 

 

 

Quality
of Care Other Total Quality

of Care Other Total

Analyst 555 413 968 668 393 1,061

Medical Consultant 296 8 304 335 5 340

Supervisor 18 18 36 27 15 42

  Total 869 439 1,308 1,030 413 1,443

Table V-2. CCU Pending Complaints

As of June 30, 2009
Assigned To

As of December 31, 2009
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G. Recommendations for Improvement 

Below we present several key recommendations for improving complaint intake and screening. These recommendations concern (1) 
the pool of Medical Specialists available to review quality of care and selected other complaints, (2) CCU staffing, and (3) measurement 
and monitoring levels of customer satisfaction with CCU services. 

1. Medical Specialist Reviews 

There are only a relatively small number of Medical Specialists available to review complaints in a number of moderate 
volume specialty areas, and some of the specialty areas are the same as those that have some of the longest average elapsed 
times to complete complaint reviews. On average, these reviews take only a few hours of labor time, but a few months of 
calendar time, to complete. For example, there are only four (4) Neurologists available to review more than two (2) dozen 
complaints per year and the average time to review these complaints is nearly three (3) months. Similar situations exist with: 

 Urologists (2 Specialists, 54 complaints, 61-day 
average review time) 

 Radiologists (5 Specialist, 53 complaints, 80-day 
average review time) 

 Pediatrics (8 Specialists, 38 complaints, 76-day 
average review time) 

 Anesthesiologists (9 Specialists, 30 complaints, 
66-day average review time) 

 Neurological Surgeons (3 Specialists, 25 
complaints, 76-day average review time) 

 Oncologists (5 Specialists, 21 complaints, 75-day 
average review time).  

It would be beneficial to increase the number of Medical Specialists available to CCU in these and other moderate volume 
specialty areas. 

Recommendation No. V-1. Augment the Specialist Reviewer pool in targeted medical specialties and counsel or replace 
Medical Specialists who consistently fail to complete reviews on a timely basis, or amend the governing statute to provide 
flexibility to refer complaints for investigation without review by a Medical Specialist. 
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2. CCU Workforce Capability and Competency 

Seven and one-half (7.5) new CCU positions, including one (1) SSM I position, five (5) AGPA positions, and 1.5 MST/OT 
positions, are expected to be authorized in the 2010/11 Budget. These positions will be used primarily to enhance intake and 
screening of physician and surgeon and AHLP cases, and to enhance management and administration of the Specialty Review 
process. Additionally, two (2) new AGPA positions are expected to be authorized for the Office of Standards and Training 
(OST). These positions are expected to focus their efforts on training programs for CCU staff. These additional positions 
would significantly enhance CCU workforce capabilities. To ensure anticipated benefits are actually realized, CCU 
management should develop a specific plan detailing the program development and performance improvement goals and 
objectives that will be achieved as a result of these significant increases in authorized CCU and OST staffing levels. As much 
as possible the program development and performance improvement goals and objectives should be stated in terms that will 
enable assessment of the extent to which the objectives are actually achieved. 

Recommendation No. V-2. Augment CCU’s workforce capabilities. When authorized, fill the new CCU and OST 
positions. Develop a specific plan detailing the program development and performance improvement goals and 
objectives that will be achieved by increasing authorized CCU and OST staffing levels. Track progress relative to 
the plan and provide periodic reports to the Medical Board showing progress in achieving each of the plan’s goals 
and objectives.  

3. Customer Satisfaction Metrics 

CCU has not surveyed customers regarding the level of satisfaction with CCU services since the late-1990s. Such 
surveys provide an important measure of the impact of changes in CCU processes and service levels, such as implementation 
of Medical Specialist reviews, changes in the average elapsed time to screen complaints, time spent by staff discussing with 
the complainant the status and disposition of their complaint, etc. CCU should continuously survey customers regarding their 
level of satisfaction with CCU services. Monitoring customer satisfaction levels helps to maintain and improve the level of 
service provided to the public by linking changes in policies and procedures with measures of the impacts of these changes on 
the customer community. Other DCA-affiliated regulatory programs utilize a simple postcard survey for this purpose. 

Recommendation No. V-3. Resume surveys of CCU customer satisfaction levels and compile and publish the results 
of the surveys. 
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Our assessment of investigation process performance focused on determination of the numbers of investigations completed by the 
District offices concurrent with and following implementation of the VE during 2006, the disposition of the cases, and the elapsed time to 
complete the investigations. The assessment also encompassed analysis of time spent by HQES Attorneys on investigations and in-depth 
reviews of more than two (2) dozen cases with more than 40 hours of time charged by HQES Attorneys during 2008/09. Additionally, we 
completed analyses of Medical Consultant and Medical Expert services and expenditures. 

Results of these analyses show that fewer investigations are being completed by the District offices, the investigations are taking 
significantly longer to complete, and fewer cases are being referred for prosecution. Also, performance levels have declined as much, or 
more, in the Los Angeles Metro region than in other regions of the State even though Los Angeles Metro region Attorneys are significantly 
more involved with investigations. For example, during 2008/09 Los Angeles Metro region Attorneys billed the Medical Board about 50 
hours of time per completed investigation, compared to about 31 hours of Attorney time billed per completed investigation in the Other 
Southern California region, and 15 hours of Attorney time billed per completed investigation in the Northern California region. Yet, 
notwithstanding this much higher level of Attorney involvement in investigations, during 2008/09, and also during 2007/08, only about 75 
cases per year were referred for prosecution by Los Angeles Metro region District offices. This compares to about 72 cases per year 
referred for prosecution in the Other Southern California region and more than 100 cases per year referred for prosecution in the Northern 
California region. During the past two (2) years, 25 percent of completed Los Angeles Metro region investigations were referred for 
prosecution. In the Northern California region, 28 percent of completed investigations were referred for prosecution and, in the Other 
Southern California region, 32 percent of completed investigations were referred for prosecution.  

The remainder of this section is organized as follows: 

 Subsection Title Subsection Title 

A. Overview of “Consolidated” Investigation Workload, 
Outputs, and Performance 

B. Dispositions of Completed Investigations by Business 
Group 

C. Investigations Opened and Completed, by Identifier 

D. Average Elapsed Times to Complete Investigations 

E. Investigations Closed without Citation or Referral for 
Prosecution 

F. Investigations Closed with Citation Issued 

G. Investigations Referred for Prosecution 

H. HQES Declined to File Cases 

I. Pending Investigations 

J. Expenditures for HQES Investigation Services 

K. Medical Consultant and Outside Expert Services and 
Expenditures 

L. Recommendations for Improvement. 
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A. Overview of “Consolidated” Investigation Workload, Outputs, and Performance 

Exhibit VI-1, on the next page, provides an overview of consolidated investigation workflows and performance since the early part 
of the decade. The statistical data presented in Exhibit VI-1 includes cases handled by the District offices as well as cases involving 
Probationers, petitions for modification or termination of probation, and petitions for reinstatement that, until recently, were exclusively 
handled by regional Probation Units. Additionally, the consolidated statistical data includes cases handled primarily, or exclusively, by 
various Headquarters Units, including: 

 Out-of-State disciplinary action reports 

 Probationary license certificates 

 Appeals of license application denials, referred to as 
statements of issues (SOIs) 

 Change of address citation cases (through December 
2004) 

 Continuing Medical Education (CME) audit failure 
citation cases 

 Probation violation citation cases 

 Cite and fine non-compliance cases 

 Internet Crime and Operation Safe Medicine (OSM) 
cases. 

As shown by Exhibit VI-1, since the early part of the decade the number of investigations opened, the number of investigations closed, 
and the number of cases referred for prosecution decreased significantly. For example, from 2005/06 to 2008/09: 

 The number investigations opened decreased by 16 percent (from 1,354 investigations opened during 2005/06 to 
1,135 investigations opened during 2008/09) 

 The number of cases closed or referred for prosecution decreased by 15 percent (from 1,281 cases closed or referred 
during 2005/06 to 1,092 cases closed or referred during 2008/09) 

 The number of pending investigations increased by 15 percent (from 1,054 at the beginning of 2005/06 to 1,211 at 
the end of 2008/09) 

 The average elapsed time to complete investigations increased by 26 percent (from 9.1 months during 2005/06 to 
11.5 months during 2008/09). 

As part of the investigation process, District office Investigators may interview the Complainant and usually must collect pertinent 
medical or other records. Additionally, particularly with quality of care cases, but oftentimes for other cases as well, the investigation 
oftentimes includes (1) an interview with the Subject, (2) a review of the case by a Medical Consultant, and (3) a review of the case by an 
outside Medical Expert. Exhibit VI-1 shows estimated numbers of completed Complainant interviews, Subject Interviews, Medical 
Consultant Reviews, and Expert Reviews by year for the past 3 to 5 years. As shown by Exhibit VI-1, in recent years the number of  



Exhibit VI-1

2000/01
through
2002/031

(3-Year Avg.)

2003/04 2004/052 2005/063 2006/074 2007/08 2008/09

Complaints Referred to, or Opened by, District Offices (Various IDENTs) 1,123 963 867 872

Out-of-State Cases (IDENT 16) 105 50 132 93

Complaints Involving Probationers Referred to Field Offices (IDENT 19) 39 48 50 54

Cases Opened by Headquarters Units5 (IDENTs 20 through 25) 87 95 59 58

Petitions for Modification or Termination of Probation (IDENT 26)
Included in
HQ Cases 1 11 40

Petitions for Reinstatement (IDENT 27) 6 18

  Total Investigations Opened5 2,355 1,887 1,443 1,354 1,157 1,125 1,135

Complainant Interviews (Estimated - Volumes Shown May Be Understated) 418 373 337

Subject Interviews (Estimated - Volumes Shown May Be Understated) 818 705 656 711 681

Medical Consultant Reviews (Estimated - Volumes Shown May Be Understated) 528 540 480

Expert Reviews (Estimated - Volumes Shown May Be Understated) 565 464 393 469 340

Cases Closed without Citation, PLR, or Referral for Prosecution 767 657 711 581

Cases Closed with Citation 44 41 43 47

Cases Closed with Public Letter of Reprimand (PLR) 46 31 11 21

  Cases Referred for Prosecution to HQES (Includes Dual Referrals) 531 580 521 456 410 438 449

  Cases Referred for Prosecution to District Attorney (Includes Dual Referrals 62 37 34 31 27 28 27

Total Cases Referred for Prosecution 424 396 441 443

Total Cases Closed or Referred for Prosecution 2,395 2,117 1,475 1,281 1,125 1,206 1,092

1,251 1,060 1,054 1,111 1,146 1,147 1,211

6.7 Months 7.2 Months 8.5 Months 9.1 Months 10.1 Months 10.7 Months 11.5 Months
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Reported Average Time to Close Cases or Refer for Prosecution

Pending Cases (End of Period, Including AHLP Cases)

5 Includes probationary license certificates, SOIs, CME audit cases, cite and fine non-compliance cases, probation violation citation cases, Internet and Operation Safe Medicine (OSM)
   cases, petitions for modification or termination of probation, and petitions for reinstatement. Also, includes change of address citation cases (through December 2004).

550 to 600 per Year, Including Some PLRs

1 During 2002/03, 19 authorized Investigator positions were abolished.
2 Effective January 1, 2005, CCU began implementing Medical Specialist reviews. Additionally, the Medical Board discontinued counting change of address citations as complaints
   or investigations.
3 Effective January 1, 2006, the Medical Board and HQES began implementing the Vertical Enforcement (VE) Pilot Project.
4 Effective July 1, 2006, eight (8) new positions were authorized for the Enforcement Program (4 Investigators and 4 Assistant Investigators). Subsequently, the Assistant Investigator
   positions were reclassified to Inspectors and assigned to Probation Units. Concurrently, Investigator positions assigned to the Probation Units were reassigned to the District offices.
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completed Complainant and Subject interviews, and the number of completed Medical Consultant and Expert reviews, have declined in 
parallel with decreases in (1) the number of investigations opened, and (2) the number of investigations closed or referred for prosecution. 

On average over the past four (4) years, about 35 percent of cases referred for Investigation were subsequently referred for 
prosecution. During 2008/09 the percent of cases referred for prosecution was higher than average. However, the above-average referral 
rate during 2008/09 is attributable to an especially large (18 percent) decline in the number of cases closed without referral for 
prosecution as compared to 2007/08. There was no change in the number of cases referred for prosecution during 2008/09 compared to 
the prior year. 

Since the early part of the decade, the reported average elapsed time to complete investigations increased by more than 70 percent 
(from an average of 6.7 months to an average of more than 11 months). Some of this is due to the exclusion of change of address 
citations when calculating this performance measure. Prior to January 1, 2005, change of address citations were counted as completed 
investigations, which reduced average elapsed investigation time measures. While the average elapsed time data shown for 2005/06 
through 2008/09 are consistently presented without change of address citations, some other types of matters continue to be captured in 
the Medical Board’s data systems as investigations for tracking purposes, but investigations are not actually performed (e.g., probationary 
license certificates, SOIs, CME audit failure citations, probation violation citations, and cite and fine non-compliance cases). The reported 
average elapsed time data also include (1) Out-of-State cases, which rarely require investigation, (2) petitions for modification or 
termination of probation, and (3) and petitions for reinstatement. Out-of-State cases and petitions are subject to different review 
requirements and generally take much less time to complete than investigations (as that term is conventionally defined). The inclusion of 
these other types of cases when determining the average elapsed time to complete investigations overstates the number of completed 
investigations and understates average elapsed time measures. More importantly, in recent years the consolidated data obscured the 
deterioration in Enforcement Program performance that actually occurred in terms of (1) the decline in number of investigations completed 
by the District offices, and (2) the increase in the average elapsed time to complete these investigations. Excluding cases involving 
Probationers, over the past three (3) years: 

 The number of investigations completed by the District offices decreased by 24 percent (from 1,083 during 2005/06 to 
828 during 2008/09) 

 The average elapsed time to complete these investigations increased by 34 percent (from 10.2 months during 2005/06 
to 13.7 months during 2008/09). 



 
VI. Investigations 

 
 

 VI - 5  

In the remainder of this section we present investigation-related workload and performance data for fiscal years 2005/06 through 
2008/09 that differentiate, to the extent practicable, cases consistently investigated exclusively by the District offices throughout this 
period from the following other types of cases which are included in the consolidated data presented previously in Exhibit VI-1 and in 
periodic statistical reports published by the Medical Board and Department of Consumer Affairs: 

 Out-of State disciplinary action reports 

 Probationary license certificates 

 Statements of Issues (SOIs) 

 CME audit failure citation cases 

 Cite and fine non-compliance cases 

 Cases involving Probationers 

 Petitions for modification or termination of probation 

 Petitions for reinstatement.  

The above types of cases can be distinguished from cases consistently handled exclusively by the District offices based on the Identifier 
(IDENT) assigned to the case and, where appropriate, elapsed time data showing the duration of the investigations. With rare exceptions, 
cases with certain Identifiers, or with investigation durations of only one, or a few, business days, are not handled by the District offices, 
or were only recently transferred to the District offices in connection with the restructuring of the Probation Units. 
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B. Dispositions of Completed Investigations by Business Group 

Exhibit VI-2, on the next page, shows dispositions of completed investigations for each of the past four (4) fiscal years, for each of 
the following: 

Cases Handled by the District Offices – This category includes all cases assigned District office Identifiers plus a small number 
of Out-of-State (IDENT 16) cases that may have been handled by the District offices as determined from the duration of the 
investigations. 

Cases Involving Probationers and Petitions – This category includes cases with Probationer Identifiers (IDENT 19), petitions 
for modification or termination of probation (IDENT 20 or 26), and petitions for reinstatement (IDENT 20 or 27). Until recently 
these cases were handled exclusively by regional Probation Units and were not included in the VE Pilot Project. 

Cases Handled by Headquarters Units – This category includes nearly all cases involving Out-of-State disciplinary action 
reports (IDENT 16) and a mix of other cases usually handled by various Headquarters Units, including probationary license 
certificates, SOIs, cite and fine non-compliance cases (IDENT 20), CME audit failure citation cases (IDENT 21), and Operation 
Safe Medicine and Internet crime cases (IDENTs 22 and 23, respectively). 

As shown by Exhibit VI-2, in recent years the number of investigations completed by the District offices declined by 24 percent (from 
1,083 during 2005/06 to 828 during 2008/09, excluding cases involving Probationers or petitions which were only recently assigned to 
the District office). The decrease in the total number of District office investigations completed during this period was partially offset by 
increases in the total number of cases closed or referred for prosecution by various Headquarters Units. Additionally, there were small 
increases in the number of completed investigations involving Probationers, petitions for modification or termination of probation, and 
petitions for reinstatement. Until recently, cases involving Probationers and all petitions were handled by regional Probation Units. 

In recent years the number of cases referred for prosecution by the District offices decreased by 12 percent (from about 285 cases 
per year to 250 cases per year). Additionally, the number of public letters of reprimand (PLRs) issued by the District offices decreased 
significantly (from 29 during 2005/06 to an average of five (5) per year during the past two (2) years). On average, about 28 percent of all 
investigations completed by the District offices were referred for prosecution. In contrast, about 73 percent of the cases handled by 
Headquarters Units or involving Probationers or petitions were referred for prosecution. 

 

 



Exhibit VI-2

2005/06 2006/07 2007/08 2008/09

Cases with District Office Identifiers 723 619 670 534

Out of State (IDENT 16) 9 5 2 2

Cases with District Office Identifiers 39 41 26 39

Out-of-State (IDENT 16) 1 2
PL

R Cases with District Office Identifiers (2003/04 PLR = 12, 2004/05 PLR = 19) 29 13 3 7

Cases with District Office Identifiers (excludes PLR cases) 276 281 244 245

Out-of-State (IDENT 16) 6 7 9 1

  Total Cases Referred to the Attorney General or a District Attorney 282 288 253 246

1,083 966 956 828

Probation (IDENT 19) 29 20 31 29

Petitions for Modification or Termination of Probation (IDENT 26) 2

Ci
te Probation (IDENT 19) 2 1

Probation (IDENT 19) 17 14 17 22

Headquarters1 (IDENT 20) 39 45 53 14

Petitions for Modification or Termination of Probation (IDENT 26) 29

Petitions for Reinstatement (IDENT 27) 8

  Total Cases Referred to AG or DA 56 59 70 73

87 79 102 104

Out of State (IDENT 16) 1

Headquartersa (IDENT 20) 2 5 3 5

Internet (IDENT 23) 4 8 4 9

Ci
te Out of State (IDENT 16) 2 14 8

PL
R Out of State (IDENT 16) 17 18 8 14

Out of State, Excluding PLRs (IDENT 16) 65 27 98 71

Probation (IDENT 19) 7

Headquartersa (IDENT 20) 20 21 18 32

CME Audit (IDENT 21) 4

Internet (IDENT 23) 1 1 2 10

  Total Cases Referred for Prosecution (HQES and DA) 86 49 118 124

111 80 148 160

1,281 1,125 1,206 1,092

Included in Headquarters Cases

Total Cases Closed or Refered for Prosecution (HQES and DA)
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Disposition of Completed Investigations, by Business Group - 2005/06 through 2008/09

1 May include probationary license certifications, SOIs, CME audit cases, cite and fine non-compliance cases, Internet and
   Operation Safe Medicine (OSM) cases, petitions for modification or termination of probation, and petitions for reinstatement.
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C. Investigations Opened and Completed by Identifier 

Exhibit VI-3, on the next page, shows the number of investigations opened and completed by Identifier, by fiscal year. As shown by 
Exhibit VI-3, in recent years the number of investigations with District office Identifiers that were opened, closed, and referred for 
prosecution decreased significantly. During this period there was little change in the overall percentage of cases referred for prosecution, 
which averaged 29 percent during this period. However, there were significant differences in performance between the three (3) regions to 
which District offices are assigned. For example: 

 The number of cases referred for prosecution decreased significantly in the Los Angeles Metro and Other Southern 
California regions. In contrast, there was no decrease in the number of cases referred for prosecution by the Northern 
California region. 

 During the past several years the Northern and Other Southern California regions both closed or referred more cases 
than were opened. In contrast, in the Los Angeles Metro region, fewer cases were closed or referred than were 
opened. However, during 2008/09 none of the three (3) regions closed or referred more cases than were opened. 

 In the Los Angeles Metro region, the proportion of cases referred for prosecution decreased from 33 percent during 
2005/06 to 25 percent during each of the past two (2) fiscal years. In contrast, the proportion of cases referred for 
prosecution by the Northern California region increased from 22 percent during 2005/06 to an average of 28 percent 
during the past several years. For the Other Southern California region, the proportion of cases referred for prosecution 
averaged about 35 percent during the past several years, a higher proportion than achieved by either of the other two 
regions. 

In contrast to the workload trends at the District offices, the number of cases with Out-of-State, Probationer, and Headquarters Unit 
Identifiers that were opened, closed, and referred for prosecution increased during the past several years. About 76 percent of these cases 
were consistently referred for prosecution. These cases consistently have a comparatively high 76 percent referral rate, and typically 
account for 20 to 25 percent of all case closures and referrals. Consequently, the consolidation of these cases, for performance reporting 
purposes, with cases handled by the District offices, obscures changes occurring in District office performance. 

 



Exhibit VI-3

2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Northern California 398 379 324 344 Out of State (IDENT 16) 105 50 132 93

Los Angeles Metro 343 338 350 306 Probation (IDENT 19) 39 48 50 54

Other Southern California 382 246 193 222 Headquarters (IDENTs 20, 21, 22, 26, and 27) 72 88 61 108

Total Investigations Opened 1,123 963 867 872 Internet (IDENT 23) 15 8 15 8

Northern California 399 389 383 330 Total Investigations Opened 231 194 258 263

Los Angeles Metro 343 308 302 305 Out of State (IDENT 16) 18 13 13 9

Other Southern California 325 257 258 190 Probation (IDENT 19) 48 34 49 51

Total Investigations Closed or Referred 1,067 954 943 825 Headquarters (IDENTs 20, 21, 26, and 27) 41 50 55 56

Northern California (1) (10) (59) 14 Internet (IDENT 23) 5 9 6 19

Los Angeles Metro 0 30 48 1 Direct Referrals and Same-Day Closures
(IDENTs 16 and 19 through 27)

102 65 105 132

Other Southern California 57 (11) (65) 32 Total Investigations Closed or Referred 214 171 228 267

Difference: Opened Less Closed or Referred 56 9 (76) 47 17 23 30 (4)

Northern California 89 107 100 103 Out of State (IDENT 16) 6 7 9 1

Los Angeles Metro 112 86 76 75 Probation (IDENT 19) 17 14 17 22

Other Southern California 104 101 71 74 Headquarters (IDENTs 20, 21, 26, and 27) 39 45 53 51

Total District Office Legal Closures 305 294 247 252 Internet (IDENT 23) 1 1 2 10

Northern California 22% 28% 26% 31% Direct Referrals to AG or DA
(IDENTs 16, 19, 20, and 21)

100 65 89 122

Los Angeles Metro 33% 28% 25% 25% Total Legal Closures - Other Identifiers 163 132 170 206

Other Southern California 32% 39% 28% 39%

Total - District Office Identifiers 29% 31% 26% 31%

1 Excludes re-opened cases. Statewide, an average of about 30 cases are re-opened per year.

77% 75% 77%76%

Summary of Investigations Opened and Completed, by Identifier
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D. Elapsed Time to Complete Investigations 

Exhibit VI-4, on the next page, shows average elapsed times to investigate cases, by fiscal year, for quality of care and other cases. 
The data shown excludes cases closed or referred directly for prosecution by the originating Headquarters or Probation Unit without 
involvement of the District offices. During the past several years the average elapsed time to complete Quality of Care case Investigations 
increased by 35 percent (from 11.3 months during 2005/06 to 15.2 months during 2008/09). During 2008/09, it took longer than 18 
months to complete 34 percent of Quality of Care case Investigations compared to only 11 percent of cases that took longer than 18 
months to Investigate during 2005/06. For other cases, the average elapsed time to investigate the cases increased by 42 percent (from 
7.4 months during 2005/06 to 10.5 months during 2008/09). During 2008/09 it took longer than 18 months to complete 17 percent of 
the other case investigations compared to only 3 percent of Other cases that took longer than 18 months to Investigate during 2005/06. 

The 35 percent increase over the past several years in the average elapsed time to complete quality of care case Investigations is 
particularly surprising given the impacts that VE was expected to have on these types of cases. For example, HQES Attorneys were 
expected to provide assistance in significantly reducing the amount of time needed to obtain patient medical records needed to determine 
the viability of the cases. Additionally, it was anticipated that cases that were not viable would be closed more quickly, thereby enabling 
redeployment of Investigators to accelerate the processing of other cases. 

Exhibit VI-5, following Exhibit VI-4, shows average elapsed times to investigate cases by District office Identifier, by fiscal year. The 
overall average elapsed time to investigate cases with District office Identifiers increased by 35 percent (from 10.2 months during 
2005/06 to 13.7 months during 2008/09). Average elapsed times increased significantly in all three (3) regions. In the Other Southern 
California, the average elapsed time to complete investigations in this region reached nearly 16 months and the number of cases closed or 
referred for prosecution decreased by 42 percent (to fewer than 200 completed investigations compared to more than 300 completed 
investigations in both of the other regions). For cases with other Identifiers, the number of completed investigations decreased during the 
past several years and the average elapsed time to investigate these cases increased significantly. Some of these cases were handled by 
Headquarters Units, some were handled by Probation Units, and some were handled by the District offices. 

 



Exhibit VI-4

Number Percent Number Percent Number Percent Number Percent

6 Months or Less 128 17% 85 14% 90 15% 78 14%

9 to 12 Months 323 43% 227 36% 212 35% 149 27%

12 to 18 Months 213 28% 193 31% 161 26% 140 25%

18 to 24 Months 59 8% 86 14% 102 17% 97 18%

More than 24 Months 25 3% 31 5% 47 8% 86 16%

  Total 748 100% 622 100% 612 100% 550 100%

Average Number of Months 11.3  Months 12.5  Months 13.1  Months 15.2  Months

6 Months or Less1 206 48% 183 42% 162 36% 139 34%

9 to 12 Months 145 34% 145 33% 139 31% 133 33%

12 to 18 Months 63 15% 78 18% 74 16% 64 16%

18 to 24 Months 13 3% 21 5% 54 12% 33 8%

More than 24 Months 2 0% 10 2% 25 6% 35 9%

  Total 429 100% 437 100% 454 100% 404 100%

Average Number of Months 7.4  Months 8.4  Months 10.3  Months 10.5  Months

6 Months or Less1 334 28% 268 25% 252 24% 217 23%

9 to 12 Months 468 40% 372 35% 351 33% 282 30%

12 to 18 Months 276 23% 271 26% 235 22% 204 21%

18 to 24 Months 72 6% 107 10% 156 15% 130 14%

More than 24 Months 27 2% 41 4% 72 7% 121 13%

  Total 1,177 100% 1,059 100% 1,066 100% 954 100%

Average Number of Months 9.9  Months 10.8  Months 11.9  Months 13.1  Months

Quality of Care Cases 3 3% 12 18% 47 34% 20 14%

Other Cases 101 97% 54 82% 93 66% 118 86%

Total 104 100% 66 100% 140 100% 138 100%

Summary of Completed Investigations, By Type of Case
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1 Data shown excludes cases closed by Headquarters and Probation Units, cases closed with a citation issued by DCU or Probation Units, and cases referred 
   directly for prosecution without District office investigation, including nearly all Out-of-State (IDENT 16) cases, cases involving probation violations (IDENT 19),
   originated by the Medical Board), and SOI, CME audit failure, and citation non-compliance cases (IDENT 20 or 21, originated by the Medical Board).
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Exhibit VI-5

2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Fresno 72 67 87 55 12.3 13.1 15.1 18.6 Includes several aged Section 805 cases.

Pleasant Hill 120 93 99 102 10.1 10.4 13.5 13.9

Sacramento 117 139 116 97 12.8 13.1 10.7 9.8

San Jose 90 90 81 76 9.8 10.8 11.1 12.6

  Total - Northern California 399 389 383 330 11.2 11.9 12.5 13.2

Cerritos 100 86 115 118 10.2 8.7 10.1 10.9

Diamond Bar 83 54 60 64 8.6 11.9 12.7 17.0

Glendale 82 67 40 72 11.0 11.6 12.2 13.5

Valencia 78 101 87 51 11.1 8.9 10.9 12.2 Includes several 3-week AG cases.

  Total - Los Angeles Metro Area 343 308 302 305 10.2 9.9 11.1 13.0

Rancho Cucamonga N/A N/A N/A 6 N/A N/A N/A 8.6 Prior to ____, Rancho Cucamonga was a Regional Probation Unit.

San Bernardino 119 105 87 61 9.4 11.3 15.0 16.9

San Diego 102 68 106 69 9.6 12.6 12.8 15.1

Tustin 104 84 65 54 8.3 10.4 13.6 16.6

  Total - Other Southern California 325 257 258 190 9.1 11.3 13.8 15.9

Total - District Offices 1,067 954 943 825 10.2 11.1 12.4 13.7
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Investigations Completed Average Elapsed Time to Complete (Months)

Summary of Completed Investigations, By Identifier (8.01 to 8.03)
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Out of State (IDENT 16) 16 12 13 3 3.6 8.0 6.3 11.7 These cases are nearly always referred from the Disciplinary Unit directly to the AG. They
are only assigned to District offices when the licensee is practicing in California. 

Probation (IDENT 19) 48 34 49 51 9.7 10.1 9.9 10.9 Prior to 2008/09, these cases were investigated by regional Probation Units. 
Subsequently, the investigations were performed by District offices.

Headquarters (IDENT 20) 41 50 55 17 3.8 6.3 7.1 7.1 Includes SOIs and probationary license certifications which are not handled by the Distric
offices.

Petition for Modification/Termination of Probation  (IDENT 26) 31 6.7

Petition for Reinstatement (IDENT 27) 8 9.3

Internet (IDENT 23) 5 9 6 19 7.6 8.3 12.1 13.2 These cases are handled by a specialized Headquarters Unit. They are usually referred 
to DAs for prosecution without involvement of the District offices.

Total - Other Identifiers 110 105 123 129 6.5 7.9 8.4 9.6

1,177 1,059 1,066 954 9.9 10.8 12.0 13.2
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1 Data shown excludes closed Headquarters and Probation Unit cases, cases closed with a citation issued by DCU or Probation Units, and cases referred directly for prosecution without District office investigation,
   including nearly all Out-of-State (IDENT 16) cases, cases involving probation violations (IDENT 19, originated by the Medical Board), and all SOI, CME audit failure, and citation non-compliance cases (IDENT 20
   or 21, originated by the Medical Board).

Cases Closed or Referred Directly for Prosecution
by the Originating Headquarters or Probation Unit Not Applicable

Included with Headquarters Cases Included with Headquarters Cases

Prior to 2008/09 petitions were handled by regional Probation Units. Subsequently, 
petitions for modification/termination of probation were handled by Probation Monitoring 
Units and the District offices and petitions for reinstatement were handled exclusively by 
the District offices.
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E. Investigations Closed without Citation Issued 

Exhibit VI-6, on the next page, shows average elapsed times to investigate cases that were closed without a citation issued, by 
fiscal year, for quality of care and other cases. As shown by Exhibit VI-6, during the past several years the average elapsed time to 
complete quality of care case investigations increased by 29 percent (from 10.4 months during 2005/06 to 13.4 months during 2008/09). 
During 2008/09, it took longer than 18 months to complete 25 percent of the quality of care case investigations compared to only 8 
percent of cases that took longer than 18 months to complete during 2005/06. For other cases, the average elapsed time to complete the 
investigations increased by 60 percent (from 7.3 months during 2005/06 to 11.7 months during 2008/09). During 2008/09 it took longer 
than 18 months to complete 20 percent of the investigations of other cases compared to only 2 percent of other cases that took longer 
than 18 months to investigate during 2005/06. 

Exhibit VI-7, following Exhibit VI-6, shows average elapsed times to Investigate cases that were closed without a citation issued, 
by Identifier, by fiscal year. As shown by Exhibit VI-7, the average elapsed time investigate cases having a District office Identifier 
increased by 35 percent (from 9.5 months during 2005/06 to 12.8 months during 2008/09). The average elapsed times increased 
significantly in all three (3) regions. The Other Southern California region experienced the largest increase in average elapsed times and, in 
2008/09 the average elapsed time to close investigations in this region without any further action reached 15 months. The Other Southern 
California Region also experienced an especially large 50 percent decrease in the number of cases closed without a citation issued and, in 
2008/09, the region closed without a citation issued fewer than one-half as many cases as the other two regions (100 case closures 
compared to more than 200 case closures in the other two regions). 

For cases with other Identifiers, the number of cases closed without a citation issued varied minimally during the past several 
years. However, the average elapsed times to investigate these cases increased significantly. Some of these cases were handled by 
Headquarters Units, some were handled by Probation Units, and some were handled by the District offices. 

 



Exhibit VI-6

Number Percent Number Percent Number Percent Number Percent

6 Months or Less 102 20% 63 16% 73 17% 63 17%

6 to 12 Months 233 46% 143 37% 161 38% 120 33%

12 to 18 Months 136 27% 117 30% 109 26% 88 24%

18 to 24 Months 32 6% 46 12% 62 15% 58 16%

More than 24 Months 9 2% 17 4% 21 5% 32 9%

  Total 512 100% 386 100% 426 100% 361 100%

Average Number of Months

6 Months or Less1 118 46% 106 39% 93 33% 62 28%

6 to 12 Months 98 38% 92 34% 83 29% 76 35%

12 to 18 Months 33 13% 58 21% 53 19% 35 16%

18 to 24 Months 6 2% 7 3% 34 12% 18 8%

More than 24 Months 0 0% 8 3% 20 7% 27 12%

  Total 255 100% 271 100% 283 100% 218 100%

Average Number of Months

6 Months or Less1 220 29% 169 26% 166 23% 125 22%

9 to 12 Months 331 43% 235 36% 244 34% 196 34%

12 to 18 Months 169 22% 175 27% 162 23% 123 21%

18 to 24 Months 38 5% 53 8% 96 14% 76 13%

More than 24 Months 9 1% 25 4% 41 6% 59 10%

  Total 767 100% 657 100% 709 100% 579 100%

Average Number of Months

Quality of Care Cases 0 0% 0 0% 0 0% 0 0%

Other Cases 0 0% 0 0% 2 100% 2 0%

Total 0 0% 0 0% 2 100% 2 0%
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1 Data shown excludes cases closed without a citation issued by the originating Headquarters or Probation Unit.
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Summary of Investigations Closed without Citation Issued, By Type of Case
2005/06 through 2008/09

Case
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Elapsed Time to
Complete Investigation
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Exhibit VI-7

2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Fresno 47 38 62 43 11.6 13.9 14.3 17.9

Pleasant Hill 94 74 71 68 9.6 10.3 12.6 12.4

Sacramento 92 99 96 63 12.3 14.0 10.4 9.4

San Jose 75 66 53 47 9.2 9.8 10.5 12.2

  Total - Northern California 308 277 282 221 10.6 12.0 11.8 12.6

Cerritos 62 62 77 88 9.2 7.7 8.6 10.5

Diamond Bar 56 38 47 45 7.9 10.7 11.4 15.6

Glendale 49 35 22 41 8.1 9.6 10.6 11.6

Valencia 49 73 66 39 9.9 8.8 10.3 11.9

  Total - Los Angeles Metro Area 216 208 212 213 8.8 9.0 10.0 12.0

Rancho Cucamonga N/A N/A N/A 4 N/A N/A N/A 8.8 Prior to 2008/09, Rancho Cucamonga was a Regional Probation Unit.

San Bernardino 71 60 63 39 9.0 10.7 15.2 15.9

San Diego 71 35 71 31 9.0 12.0 12.0 13.9

Tustin 57 39 42 26 8.0 10.0 14.4 15.8

  Total - Other Southern California 199 134 176 100 8.7 10.8 13.7 15.0

Total - District Offices 723 619 670 534 9.5 10.7 11.7 12.8
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Summary of Investigations Closed without Citation Issued, By Identifier

Business Unit
Cases Closed without Citation Average Elapsed Time to Close (Months)

Comments

2005/06 through 2008/09

Out of State (IDENT 16) 9 5 2 2 4.4 7.9 2.8 15.7 These cases are nearly always referred from the Disciplinary Unit directly to the AG. 
They are only assigned to District offices when the licensee is practicing in California. 

Probation (IDENT 19) 29 20 31 29 8.5 9.3 10.4 11.3 Prior to 2008/09, these cases were investigated by Regional Probation Units. 
Subsequently, the investigations were performed by District offices.

Headquarters (IDENT 20) 2 5 2 3 1.5 7.4 8.9 12.9 Includes Statement of Issue (SOI) cases and Probation Certifications which are not 
handled by the District Offices.

Petition for Modification/Termination of Probation (IDENT 26) 2 14.7

Petition for Reinstatement (IDENT 27) 0 N/A

Internet (IDENT 23) 4 8 4 9 7.2 8.0 9.4 11.8 These cases are handled by a specialized Headquarters Unit. They are usually referred 
to DAs for prosecution without involvement of the District offices.

Total - Other Identifiers 44 38 39 45 7.2 8.6 9.8 11.9

767 657 709 579 9.4 10.6 11.6 12.7

0 0 2 2
Cases Closed without Citation Issued by the
Originating Headquarters or Probation Unit Not Applicable
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Included with Headquarters Cases Included with Headquarters Cases

1 Data shown excludes cases Closed without Citation Issued by the originating Headquarters or Probation Unit.

Prior to 2008/09 petitions were handled by regional Probation Units. Subsequently, 
petitions for modification/termination of probation were handled by Probation Monitoring 
Units and the District offices and petitions for reinstatement were handled exclusively 
by the District offices.

Total, Excluding Non-Referred Cases
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F. Investigations Closed with Citation Issued 

Exhibit VI-8, on the next page, shows the number of citations issued, by violation, by year. As shown by Exhibit VI-8, since the 
early part of the decade the total number of citations issued decreased by more than 50 percent (from more than 400 per year to fewer 
than 200 per year). This decrease is attributable primarily to an especially large decrease in the number of citations issued for failure to 
report a change of address. During 2008/09, 60 change of address citations were issued compared to more than 300 change of address 
citations issued per year during the early part of the decade. For nearly all of the other categories of violations for which Citations are 
issued, there was little or no difference in the number of citations issued during the past several years compared to the number issued 
during the early part of the decade. Most citations are issued by Headquarters Units without any involvement of the District offices (e.g., 
citations for failure to report a change of address, failure to report a criminal charge or conviction, CME audit failures, and discipline by 
another state that supports issuance of a citation in California).   

Exhibit VI-9, following Exhibit VI-8, shows average elapsed times to investigate cases closed with citation Issued, by fiscal year, for 
quality of care and other cases. As shown by Exhibit VI-9, during the past several years the average elapsed time to complete quality of 
care case Investigations increased by nearly 100 percent (from 10.0 months during 2005/06 to 19.7 months during 2008/09). For other 
cases, the average elapsed time to complete the investigations increased by 44 percent (from 9.5 months during 2005/06 to 13.7 months 
during 2008/09). 

Exhibit VI-10, following Exhibit VI-9, shows average elapsed times to investigate cases closed with citation issued, by Identifier, by 
fiscal year. As shown by Exhibit VI-10, the average elapsed time to investigate cases with District office Identifiers increased by 70 
percent (from 10.3 months during 2005/06 to 17.5 months during 2008/09). Citations were issued somewhat more frequently in the Los 
Angeles Metro and Other Southern California regions than in the Northern California region. Such differences may reflect regional 
variations in the Attorney General’s acceptance of cases for prosecution. In the Los Angeles Metro region the average elapsed time to 
complete these investigations increased during the past several years by nearly 50 percent (from 12.9 months to 18.3 months). In the 
Other Southern California region the average elapsed time to complete these investigations increased by more than 100 percent (from 8.1 
months to 18.6 months). 

 



Exhibit VI-8

Violation 2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09

Failure to Report Address Change 336 324 248 263 214 77 60

Failure to Report Criminal Charge or Conviction1 13 15 10 14 5 7 52

Failure to Maintain Adequate Medical Records 32 32 18 29 19 29 24

Failure to Comply with CME Requirements 65 0 0 0 140 75 0

Discipline by Another State 0 0 1 2 0 14 8

Unlicensed Practice of Medicine, Including
Internet Rx without an Examination, and
Unlawful Representation as a Physician

12 12 7 6 7 5 7

False or Misleading Advertising 3 2 0 2 7 8 6

Failure to Give Records within 15 Days 0 0 0 2 4 4 3

Failure to Provide Patient with Records 13 8 0 2 6 8 3

Violation of Term or Condition of Probation 0 0 0 2 4 0 3

Violation of Professional Confidence 6 3 0 2 1 2 2

Aiding Unlicensed Practice of Medicine 10 9 3 0 3 2 1

Violation of Drug Statutes/Regulations 14 5 4 9 1 0 1

Failure to File Death Certificate 0 1 0 0 1 3 0

Improper Supervision of a Physician's Assistant 3 0 0 2 0 0 0

Failure to Provide Information to Board 4 3 0 1 2 1 0

Failure to Report Outpatient Death 1 1 2 0 0 0 0

Other Violations (Including Unknown) 20 8 15 6 13 12 15

Total 532 423 308 342 427 247 185

Citations Issued

1 Beginning during 2006, licensees were required to self-report misdemeanor charges and convictions in addition to felony charges and convictions,
   resulting in an increase in citations issued during 2008/09 for failure to report these events.

2002/03 through 2008/09
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Exhibit VI-9

Number Percent Number Percent Number Percent Number Percent

6 Months or Less 6 19% 1 4% 0 0% 1 4%

6 to 12 Months 18 58% 8 32% 4 25% 3 12%

12 to 18 Months 6 19% 11 44% 8 50% 8 32%

18 to 24 Months 0 0% 5 20% 4 25% 5 20%

More than 24 Months 1 3% 0 0% 0 0% 8 32%

  Total 31 100% 25 100% 16 100% 25 100%

Average Number of Months

6 Months or Less1 4 36% 5 31% 3 23% 2 14%

6 to 12 Months 4 36% 7 44% 2 15% 3 21%

12 to 18 Months 1 9% 4 25% 4 31% 6 43%

18 to 24 Months 2 18% 0 0% 3 23% 2 14%

More than 24 Months 0 0% 0 0% 1 8% 1 7%

  Total 11 100% 16 100% 13 100% 14 100%

Average Number of Months

6 Months or Less1 10 24% 6 15% 3 10% 3 8%

6 to 12 Months 22 52% 15 37% 6 21% 6 15%

12 to 18 Months 7 17% 15 37% 12 41% 14 36%

18 to 24 Months 2 5% 5 12% 7 24% 7 18%

More than 24 Months 1 2% 0 0% 1 3% 9 23%

  Total 42 100% 41 100% 29 100% 39 100%

Average Number of Months

Quality of Care Cases 0 0% 0 0% 0 0% 0 0%

Other Cases 2 100% 0 0% 14 100% 8 100%

Total 2 100% 0 0% 14 100% 8 100%
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1 Data shown excludes cases closed with a citation issued by DCU or Probation Units.
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Summary of Investigations Closed with Citation Issued, By Type of Case
2005/06 through 2008/09

Case
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Elapsed Time to
Complete Investigation
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Exhibit VI-10

2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Fresno

Pleasant Hill 1 1 1 6.2 24.1 21.8

Sacramento 1 2 13.6 5.9

San Jose 1 2 5 16.1 12.4 10.4

  Total - Northern California 2 5 1 6 14.9 8.6 24.1 12.3

Cerritos 3 6 5 4 8.7 9.4 14.7 14.3

Diamond Bar 1 3 7 6.8 15.1 22.7

Glendale 6 4 4 5 15.9 15.2 13.5 16.4

Valencia 5 4 2 1 13.0 9.5 14.6 13.8

  Total - Los Angeles Metro Area 15 14 14 17 12.9 11.1 14.4 18.3

Rancho Cucamonga N/A N/A N/A N/A N/A N/A Prior to 2008/09, Rancho Cucamonga was a Regional Probation Unit.

San Bernardino 4 6 5 7 10.0 8.1 12.5 19.3

San Diego 6 4 1 4 8.4 14.7 15.5 12.5

Tustin 12 12 5 5 7.4 12.2 17.4 22.6

  Total - Other Southern California 22 22 11 16 8.1 11.5 15.0 18.6

Total - District Offices 39 41 26 39 10.3 11.0 15.0 17.5
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Summary of Investigations Closed with Citation Issued, By Identifier (8.02)

Business Unit
Cases Closed with Citation Issued Average Elapsed Time to Close (Months)

Comments

2005/06 through 2008/09

Out of State (16) 1 2 4.7 4.3 These cases are nearly always referred from the Disciplinary Unit directly to the AG. 
They are only assigned to District offices when the licensee is practicing in California. 

Probation (19) 2 1 6.3 14.9 Prior to2008/09, these cases were investigated by Regional Probation Units. 
Subsequently, the investigations were performed by District offices.

Headquarters (20)

Petitions for Modification/Termination of Probation  (26)

Petitions for Reinstatement (27)

Internet (23)

Total - Other Identifiers1 3 0 3 0 5.8 7.8

42 41 29 39 10.0 11.0 14.3 17.5

2 0 14 8
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Closed with Citation Issued by Originating HQ or Probation Unit Not Applicable

1 Data shown excludes cases Closed with Citation Issued by the Disciplinary or Probation Units.

Total1
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G. Investigations Referred for Prosecution 

Exhibit VI-11, on the next page, shows average elapsed times to complete investigations for cases referred for prosecution, by fiscal 
year, for quality of care and other cases. As shown by Exhibit VI-11, during the past several years the average elapsed time to complete 
Quality of Care case Investigations increased by 34 percent (from 13.7 months during 2005/06 to 18.4 months during 2008/09). During 
2008/09 it took longer than 18 months to investigate nearly 50 percent of these cases compared to 20 percent of cases that took longer 
than 18 months to investigate during 2005/06. For other cases, the average elapsed time to complete the investigations increased by 16 
percent (from 7.5 months during 2005/06 to 8.7 months during 2008/09). During 2008/09, it took longer than 18 months to investigate 
12 percent of the other cases compared to 4 percent of other cases that took longer than 18 months to investigate during 2005/06. 
Overall, the average elapsed time to investigate cases referred for prosecution increased by 23 percent (from 10.9 months during 2005/06 
to 13.4 months during 2008/09). Concurrently, the number of cases referred for prosecution decreased by 9 percent (from 368 cases 
during 2005/06 to 336 cases during 2008/09). 

Exhibit VI-12, following Exhibit VI-11, shows average elapsed times to investigate cases referred for prosecution, by Identifier, by 
fiscal year. As shown by Exhibit VI-12, the average elapsed time to investigate cases with District office Identifiers increased by 27 
percent (from 11.9 months during 2005/06 to 15.1 months during 2008/09). The average elapsed time to investigate these cases 
increased significantly in all three (3) regions. During 2008/09, the Other Southern California region experienced the largest increase and, 
in 2008/09, the average elapsed time to investigate cases reached 15 months for cases referred for prosecution. The Other Southern 
California region also experienced a relatively large 29 percent decrease in the number of cases referred for prosecution. In contrast, in the 
Northern California region, the number of cases referred for prosecution, and the average elapsed time to complete these investigations, 
increased by 10 percent. In each of the last two fiscal years the Northern California region referred at least 30 percent more cases for 
prosecution than either the Los Angeles Metro or Other Southern California regions (100 cases referred for prosecution by the Northern 
California region compared to 76 or fewer cases referred for prosecution by each of the other regions). For other cases, the number of 
cases referred for prosecution and the average elapsed time to complete the investigations increased during the past several years. Some 
of these cases were handled by Headquarters Units, some were handled by Probation Units, and some were handled by the District 
offices. 

 



Exhibit VI-11

Number Percent Number Percent Number Percent Number Percent

6 Months or Less1 20 10% 21 10% 17 10% 14 9%

6 to 12 Months 72 35% 76 36% 47 28% 26 16%

12 to 18 Months 71 35% 65 31% 44 26% 44 27%

18 to 24 Months 27 13% 35 17% 36 21% 34 21%

More than 24 Months 15 7% 14 7% 26 15% 46 28%

  Total 205 100% 211 100% 170 100% 164 100%

Average Number of Months

6 Months or Less1 84 52% 72 48% 66 42% 75 44%

6 to 12 Months 43 26% 46 31% 54 34% 54 31%

12 to 18 Months 29 18% 16 11% 17 11% 23 13%

18 to 24 Months 5 3% 14 9% 17 11% 13 8%

More than 24 Months 2 1% 2 1% 4 3% 7 4%

  Total 163 100% 150 100% 158 100% 172 100%

Average Number of Months

6 Months or Less1 104 28% 93 26% 83 25% 89 26%

6 to 12 Months 115 31% 122 34% 101 31% 80 24%

12 to 18 Months 100 27% 81 22% 61 19% 67 20%

18 to 24 Months 32 9% 49 14% 53 16% 47 14%

More than 24 Months 17 5% 16 4% 30 9% 53 16%

  Total 368 100% 361 100% 328 100% 336 100%

Average Number of Months

Quality of Care Cases 3 3% 12 18% 47 38% 20 16%

Other Cases 99 97% 54 82% 77 62% 108 84%

Total 102 100% 66 100% 124 100% 128 100%
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1 Data shown excludes cases referred directly to the Attorney General or a District Attorney without District office investigation, including nearly all Out of State
  (IDENT 16) cases, cases involving probation violations (IDENT 19, originated by the Medical Board), and SOI, CME Audit Failure, and Citation
  Non-Compliance cases (IDENT 20 or 21, originated by the Medical Board).
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Summary of Investigations Referred for Prosecution, By Type of Case
2005/06 through 2008/09

Case
Type

Timeframe to Complete
Investigation

2005/06 2006/07 2007/08 2008/09
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2005/06 2006/07 2007/08 2008/09 2005/06 2006/07 2007/08 2008/09

Fresno 25 29 25 12 13.5 12.0 17.2 21.3 Includes several aged Section 805 cases.

Pleasant Hill 26 18 27 33 12.1 11.1 15.6 16.9

Sacramento 24 38 20 34 14.6 11.1 12.4 10.4

San Jose 14 22 28 24 12.6 13.7 12.2 13.8

  Total - Northern California 89 107 100 103 13.2 11.9 14.4 14.5

Cerritos 35 18 33 26 12.0 11.8 13.0 11.8

Diamond Bar 26 16 10 12 10.2 14.6 18.1 18.7

Glendale 27 28 14 26 15.2 13.6 14.4 15.8

Valencia 24 24 19 11 13.1 8.9 12.4 12.9 Includes several 3-week HQES cases.

  Total - Los Angeles Metro Area 112 86 76 75 12.6 12.1 13.8 14.5

Rancho Cucamonga N/A N/A N/A 2 N/A N/A N/A 8.1 Prior to 2008/09, Rancho Cucamonga was a Regional Probation Unit.

San Bernardino 44 39 19 15 10.0 12.6 15.0 18.5

San Diego 25 29 34 34 11.4 13.0 14.5 16.5

Tustin 35 33 18 23 9.0 10.3 10.8 16.1

  Total - Other Southern California 104 101 71 74 10.0 12.0 13.7 16.6

Total - District Offices 305 294 247 252 11.9 12.0 14.0 15.1
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Summary of Investigations Referred for Prosecution, By Identifier (8.01)

Business Unit
Cases Referred for Prosecution Average Elapsed Time to Refer (Months)

Comments

2005/06 through 2008/09

Out of State (16) 6 7 9 1 2.2 8.0 7.5 3.6 These cases are nearly always referred from the Disciplinary Unit directly to the AG. 
They are only assigned to District offices when the licensee is practicing in California. 

Probation (19) 17 14 17 22 12.1 11.2 8.7 10.3 Prior to 2008/09, these cases were investigated by Regional Probation Units. 
Subsequently, the investigations were performed by District offices.

Headquarters (20) 39 45 53 14 3.9 6.2 7.0 5.9 Includes Statement of Issue (SOI) cases and Probation Certifications which are not 
handled by the District Offices.

Petitions for Modification/Termination of Probation  (26) 29 6.1

Petitions for Reinstatement  (27) 8 9.3

Internet (23) 1 1 2 10 9.4 10.6 17.6 14.5 These cases are handled by a specialized Headquarters Unit. They are usually 
referred to DAs for prosecution without involvement of the District offices.

Total - Other Identifiers1 63 67 81 84 6.0 7.5 7.7 8.4

368 361 328 336 10.9 11.1 12.4 13.4

102 66 124 128

Total, Excluding Direct Referrals1

1 Data shown excludes closed Headquarters and Probation Unit cases, cases closed with a citation issued by DCU or Probation Units, and cases referred directly for prosecution without District office investigation,
   including nearly all Out-of-State (IDENT 16) cases, cases involving probation violations (IDENT 19, originated by the Medical Board), and all SOI, CME audit failure, and citation non-compliance cases (IDENT 20
   or 21, originated by the Medical Board).
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Included with Headquarters Cases Included with Headquarters Cases

Cases Referred Directly for Prosecution
from Headquarters or Probation Units Not Applicable

Prior to 2008/09 petitions were handled by regional Probation Units. Subsequently, 
petitions for modification/termination of probation were handled by Probation 
Monitoring Units and the District offices and petitions for reinstatement were handled 
exclusively by the District offices.
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H. HQES Declined to File Cases 

With a greater level of HQES Attorney involvement in investigations, it might be expected that the number of cases that HQES 
declined to file would decrease. Table VI-1, below, shows the number of cases with District office Identifiers that HQES declined to file, by 
year, for the past five (5) fiscal years. During the past several years there were not any sustained changes in the number of cases that 
HQES declined to file. The average number of cases that HQES declined to file during the past two (2) years (20 cases per year) was 
about the same as the average number of cases that HQES declined to file during the preceding three (3) years (21 cases per year). 

 

 

 

 

 

 

 

 

 

 

Implementation of VE has not reduced the number of cases that HQES declines to file, notwithstanding HQES’ higher level of 
involvement in the investigation of the cases. During the past two (2) years there was little difference between geographic regions in the 
average number of cases that HQES declined to file. However, HQES’ Los Angeles Metro office continues to decline to file as many, or 
more, cases than offices in other regions, notwithstanding the Los Angeles Metro office’s much higher level of Attorney involvement in the 
investigation of cases in that region. 

 

 

Northern
California

Los Angeles
Metro

Other Southern
California Total

2004/05 8 7 4 19

2005/06 4 13 1 18

2006/07 8 13 4 25

3-Year Average 7 11 3 21

2007/08 4 10 0 14

2008/09 10 6 9 25

2-Year Average 7 8 5 20

Table VI-1. HQES Declined to File Cases

Fiscal
Year

Cases with District Office Identifiers
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I. Pending Investigations 

Exhibit VI-13, on the next page, shows the number of pending physician and surgeon Investigations, by District office and region, as 
of June 30, 2009, and December 31, 2009. As shown by Exhibit VI-13, the number of pending investigations was little changed during 
this period. Excluding petitions, and including investigations of Probationers, nearly 1,000 investigations were pending at the District 
offices on June 30, 2009. This compares to about 850 to 900 investigations opened and closed or referred by the District offices during 
2008/09. The number of pending investigations is consistent with the 13 to 14-month average elapsed time to complete investigations 
experienced by the District offices during 2008/09. Over time, changes in the number of pending investigations correlate with changes in 
the average elapsed time to complete investigations (i.e., longer, or shorter, elapsed times to complete investigations parallel increases, or 
decreases, in the number of pending investigations). 

 



Exhibit VI-13

Physician/
Surgeon

Investigations
Petitions Total

Physician
Surgeon

Investigations
Petitions Total

Sacramento 83 6 89 86 3 89

Fresno 63 3 66 96 2 98

Pleasant Hill 109 2 111 95 2 97

San Jose 94 2 96 117 1 118

Total 349 13 362 394 8 402

Cerritos 76 1 77 76 1 77

Diamond Bar 65 2 67 36 1 37

Glendale 106 3 109 97 2 99

Valencia 87 2 89 59 2 61

Total 334 8 342 268 6 274

San Diego 100 0 100 75 0 75

Tustin 81 3 84 91 2 93

San Bernardino 79 0 79 83 1 84

Rancho Cucamonga 42 1 43 60 1 61

Total 302 4 306 309 4 313

985 25 1,010 971 18 989

Operation Safe Medicine 58 1 59 59 1 60

Office of Standards and Training 16 0 16 18 1 19

Total - Headquarters Units 74 1 75 77 2 79

1,059 26 1,085 1,048 20 1,068
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J. Expenditures for HQES Investigation Services 

Concurrent with implementation of VE, during 2006 HQES began opening “Investigation Matters” for specific cases during the 
Investigation Stage, and HQES Attorneys began charging time to these matters when they worked on these cases. Additionally, many 
HQES Attorneys, and Lead Prosecutors in particular, began charging additional time to general “Client Service” matters reflecting time 
spent assisting with Investigations that was not charged to specific cases. In some cases the HQES Attorneys charged their time to 
“Section-Specific Tracking” matters rather than to general “Client Service” matters. Based on a review of individual Attorney time charges 
during 2008/09, most of the time charged by HQES Attorneys to general Client Service and Section-Specific Tracking matters, excluding 
time charged by Supervising DAGs, was for time worked on Investigation-related activities. Additionally, in the Northern California region, 
these charges include time providing assistance to CCU (i.e., several hours per week). 

Exhibit VI-14, on the next page, summarizes HQES time charges to Investigation, Client Service, and Section-Specific Tracking 
matters by year from 2006 through 2009, excluding time charged by Supervising DAGs and HQES’ Senior Assistant Attorney General. As 
shown by Exhibit VI-14, during the past two years the number of hours charged by HQES DAGs to these matters increased by nearly 70 
percent, from an average of 16,872 hours during 2006 and 2007 to more than 28,000 hours during 2009. Exhibit VI-14 also shows that 
time charges by Los Angeles Metro office Attorneys accounted for nearly all of this increase. During 2009, Los Angeles Metro office 
Attorneys charged more than 17,000 hours to Medical Board investigations, compared to fewer than 6,400 hours charged during 2006 
and 2007. Additionally, during 2009 Los Angeles Metro office Attorneys charged about 11,000 more hours to Medical Board 
investigations than HQES’ San Diego office Attorneys, and nearly 12,000 more hours than charged by HQES’ Northern California offices. 

HQES’ hourly billing rates for Attorney services during 2008/09 and 2009/10 were $158 and $170, respectively, or an average of 
$164 per hour. Assuming a $164 hourly billing rate for Attorney services, estimated billings during 2009 for investigation-related services 
for cases assigned to the Northern and Southern California regions were less than $1 million each during 2009, compared to more than 
$2.8 million for cases assigned to the Los Angeles Metro office. 

As discussed previously, there are significant variations between regions in the number of investigations completed, as well as 
variations in other output and performance measures, such as the proportion of completed investigations referred for prosecution. Table 
VI-2, on page VI-28, shows the number of investigations completed by year, by region. Also shown are corresponding ratios of the 
number of HQES Attorney hours charged per completed investigation based on the Attorney hours charged during each fiscal year as 
shown in Exhibit VI-14. 



Exhibit VI-14

2006 2007 2008 2009

Northern California1 6,610.25 6,084.50 5,007.25 5,167.75

Los Angeles Metro 6,349.00 6,388.00 13,527.75 17,083.50

San Diego (Other Southern California) 4,535.50 3,777.50 5,625.50 5,988.75

Total 17,494.75 16,250.00 24,160.50 28,240.00

Northern California1 235.25 286.25 201.75 175.00

Los Angeles Metro 189.50 739.00 1,166.75 1,193.75

San Diego (Other Southern California) 1,391.25 1,369.25 1,847.25 1,386.00

Total 1,816.00 2,394.50 3,215.75 2,754.75

Northern California1 6,845.50 6,370.75 5,209.00 5,342.75

Los Angeles Metro 6,538.50 7,127.00 14,694.50 18,277.25

San Diego (Other Southern California) 5,926.75 5,146.75 7,472.75 7,374.75

Total, Excluding Supervising DAGs 19,310.75 18,644.50 27,376.25 30,994.75

2006/07 2007/08 2008/09

Northern California1 6,347.38 5,545.88 5,087.50

Los Angeles Metro 6,368.50 9,957.88 15,305.63

4,156.50 4,701.50 5,807.13

Total 16,872.38 20,205.26 26,200.26

Northern California1 260.75 244.00 188.38

Los Angeles Metro 464.25 952.88 1,180.25

1,380.25 1,608.25 1,616.63

Total 2,105.25 2,805.13 2,985.26

Northern California1 6,608.13 5,789.88 5,275.88

Los Angeles Metro 6,832.75 10,910.76 16,485.88

5,536.75 6,309.75 7,423.76

Total, Excluding Supervising DAGs 18,977.63 23,010.39 29,185.52

San Diego (Other Southern California)

San Diego (Other Southern California)

San Diego (Other Southern California)

1 Includes Fresno, Sacramento, Oakland, and San Francisco offices, including CCU support services.

Calendar Year (Actual)
HQES Office(s)Classification

Classification
Fiscal Year (Interpolated)

HQES Office(s)
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Hours Charged by HQES Staff to Investigation Matters - 2006 through 2009
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Including Hours Charged to Section-Specific Tracking and Client Service Matters
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As shown by Table VI-2, during 2008/09 HQES Attorneys assigned to Los Angeles Metro region cases billed: 

 60 percent more hours per completed investigation as were billed by Attorneys assigned to Other Southern California 
region cases (50 hours per completed investigation compared to 31 hours per completed investigation) 

 More than three times (3x) as many hours per completed investigation as were billed by Attorneys assigned to Northern 
California region cases (50 hours per completed investigation compared to 15 hours per completed investigation). 

Assuming a $158 per hour billing rate for Attorney services, on a per case basis Attorneys working on Northern California region cases 
billed the Medical Board an average of less than $2,400 per investigation completed during 2008/09. This compares to an average of 
about $4,900 billed per completed investigation for Other Southern California region cases, and an average of $7,900 billed per completed 
investigation for Los Angeles Metro region cases. 

If HQES had charged an average of $2,400 in Attorney fees per completed investigation during 2008/09 for all completed 
investigations, statewide, HQES’ billings to the Medical Board for Attorney services would have been about $2.0 million, or about $2.2 
million less than the estimated amount actually billed ($4.2 million). Conversely, if HQES had charged $7,900 in Attorney fees per 
completed investigation for all completed investigations, statewide, billings to the Medical Board for Attorney services would have been 
about $6.5 million or nearly $2.35 million more than the estimated amount actually billed. 

Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total

Estimated Hours Charged1 (see Exhibit VI-14) 6,347 6,369 4,157 16,872 5,546 9,958 4,702 20,205 5,088 15,306 5,807 26,200

Investigations Closed without Citation 221 213 100 534 282 212 178 672 221 213 100 534

Investigations Closed with Citation Issued 5 14 22 41 1 14 11 26 6 17 16 39

Investigations Referred for Prosecution 107 86 101 294 100 76 71 247 103 75 74 252

Total Investigations Closed or Referred for Prosecution2 333 313 223 869 383 302 260 945 330 305 190 825

HQES Attorney Hours Charged per Completed Investigation 19 20 19 19 14 33 18 21 15 50 31 32

Hourly Billing Rate for Attorney Services $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158

Average Attorney Cost per Case $3,002 $3,160 $3,002 $3,002 $2,212 $5,214 $2,844 $3,318 $2,370 $7,900 $4,898 $5,056

Table VI-2. HQES Attorney Hours Charged to Investigations per Completed Investigation

1 Data shown includes hours charged by Lead Prosecutors and other Deputy Attorneys to Investigation, Section-Specific Tracking, and Client Service matters.
2 Data shown excludes cases involving licensees on probation, Petitions for Modification or Termination of Probation, and Petitions for Reinstatement. The excluded cases are
   assumed to be proportionately distributed throughout the State.

2008/092006/07 2007/08

Performance Indicator
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In an effort to better understand Los Angles Metro office Attorney charges for Investigation-related services, we researched a 
sample of Los Angeles Metro office cases from HQES’ June 2009 Invoice Report to the Medical Board. The Invoice Report shows time 
charges during the month for each matter that had time charged during the billing period, and also cumulative charges for the fiscal year-
to-date, and cumulative charges for the matter including charges from prior fiscal years. We selected all cases that were included in the 
June 2009 billing with more than 40 hours billed during 2008/09, irrespective of the number of hours charged during June. Twenty-eight 
(28) cases were selected. Of the 28 cases, nine (9) were assigned to the Valencia office, 11 were assigned to the Cerritos office, three (3) 
were assigned to the Diamond Bar office, and 4 were assigned to the Glendale office. Within these offices, the cases were assigned to 
various Investigators. The cases involved a mix of medical malpractice reports, Section 805 reports, sexual misconduct and impaired 
physician complaints, prescribing violations, and other quality of care and physician conduct matters. Of the 28 cases, 7 were assigned to 
one HQES Attorney, 6 were assigned to another HQES Attorney, 3 were assigned to a third HQES Attorney, and the remaining 12 cases 
were assigned to 10 other HQES Attorneys. Table VI-3, below, summarizes the disposition and current status of these 28 cases, as of 
mid-June 2010 (1 year later). 

 

 

 
Pending or Closed Number Referred for Prosecution Number

Pending Investigation 2 Referred for Prosecution, Accusation Not Yet Filed 3

Closed – Without Referral or Citation 12 Referred for Prosecution, Accusation Filed
(Pending Settlement or Hearing) 4

Closed – Subject Passed Competency Exam 2 Referred for Criminal Prosecution and PC 23
(License Restricted) 1

Closed – Recommended for Citation 1 Referred for Prosecution, Disciplinary Action 2

Referred to Office of Safe Medicine
(Pending OSM Investigation) 1

Total 18 Total 10

Table VI-3. Disposition and Status of Selected Los Angeles Metro Cases
         with Attorney Time Charged During June 2009    



 
VI. Investigations 

 
 

 VI - 30  

Exhibit VI-15, on the next two pages, provides summaries of twelve (12) of the 28 Los Angeles Metro office cases included in the 
scope of our review, including the eight (8) cases with hours charged during June 2009, that had the most hours charged during 2008/09. 
Exhibit VI-16, following Exhibit VI-15, provides a recap of the remaining sixteen (16) cases. Several of these case histories reflect the 
benefits of having HQES Attorneys working jointly with Medical Board Investigators during the Investigation Stage. For example, HQES 
Attorneys helped to issue and enforce subpoenas for records, assisted in interviewing parties involved with the matter, provided advice 
and direction on the course and direction of the investigations, promptly prepared and filed pleadings, and sought adoption of disciplinary 
actions. However, the case histories also highlight a number of significant, and troubling, problems with the services provided by HQES’ 
Los Angeles Metro office. Some of these problems may also exist, to a lesser extent, at other HQES offices. These problems include: 

Performing Detailed Document and Record Reviews and Analyses – These case histories show that some Los Angeles Metro 
office Attorneys are substantively involved in performing detailed document and record reviews and analyses during the 
Investigation Stage. These activities appear to go well beyond providing legal advice and direction to the Medical Board 
regarding the course and direction of the investigation as provided in Section 12529.6 of the Government Code and in the 
Vertical Prosecution Manual adopted by HQES and the Medical Board. Nothing in Section 12529.6 suggests or implies that 
HQES Attorneys should be as intensively involved as they are in performing these types of investigation activities. The VE 
Manual specifically defines the role of the Primary DAG as follows: 

“Works closely with other team members and, in conjunction with Supervising Investigator I, directs Investigators 
in obtaining evidence. Also, provides legal advice to the Medical Board and prosecutes the case.” 

Excessive Time Spent on Cases that are Closed – These case histories show that some Los Angeles Metro office Attorneys 
spend as much time on cases that close as on cases that are referred for prosecution. The theory that greater Attorney 
involvement during the Investigation Stage will enable faster identification and earlier closure of cases is not supported by 
actual experience. 

Delayed Filing of Pleading – Even though Attorneys were substantively involved with all of these cases, accusations were not 
promptly prepared for 3 of 6 cases that were referred for prosecution. The three (3) cases were referred for prosecution 5 to 
7 months ago and, as of late-June, 2010, the accusations were not yet prepared.  

Delayed Prosecution – Rather than initiating prosecution of a single patient case involving sexual misconduct (with a patient) 
that was referred for prosecution, the Primary DAG directed that the Medical Board investigate a case involving a second 
potential victim. The Primary DAG was extensively involved with each step of this supplemental investigation, which took 
eight (8) additional months to complete. Another five (5) months elapsed before the accusation was filed. Several additional 
months elapsed before the Primary DAG requested a hearing, which was not scheduled for another six (6) months. 
Throughout this period the Subject continued to practice without restriction.  
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Summaries of Selected Cases Billed for Investigation Services 

Case History VI-1 (Estimated Cumulative HQES Fees through June 2009 – $50,000) – This case had the largest number of hours charged during 2008/09 (249) 
of all of investigation cases billed during June 2009. In total, 332 hours were billed to this matter through June 2009, and additional hours were billed in 
subsequent months. During this 3-year investigation, the Subject was placed on probation following completion of another investigation involving similar treatment 
issues. Just before expiration of the statutes of limitations, the case was transmitted to HQES’ Los Angeles Metro office for prosecution. The submittal included 
two (2) Expert opinions concluding that there were extreme and simple departures involving two (2) separate patients. HQES’ Primary DAG declined to file and 
recommended closure of the case. On the following day, or possibly the day after, the case was transferred to another HQES office which, by then, had already 
reviewed the matter and agreed to accept it. A pleading was filed the next day. Several months later a settlement was reached that imposed additional discipline. 

Case History VI-2 (Estimated Cumulative Fees through June 2009 – $20,400) – This multiple patient case involving failure to treat issues had the second largest 
number of hours charged during 2008/09 (122) of all investigation cases billed during June 2009. Problems were encountered obtaining records. Subpoenas for 
records were obtained, but not complied with, which required court-ordered enforcement. After the records were obtained and reviewed, the case was closed. 

Case History VI-3 (Estimated Cumulative Fees through June 2009 – $17,000) – This multiple patient case involving excessive prescribing and billing had the third 
largest number of hours charged during 2008/09 (95.75) of all investigation cases billed during June 2009. The accusation, which encompassed a large number of 
violations, was not filed until more than six (6) months after the case was referred for prosecution. The case is currently pending settlement or hearing. 

Case History VI-4 (Estimated Cumulative Fees through June 2009 – $13,500) – This case had the fifth largest number of hours charged during 2008/09 (87.00) 
of all investigation cases billed during June 2009. The case number shown on this matter was closed during November 2008 because it was “redundant” to 
another case that was previously referred for investigation. It appears that the hours charged by HQES to this investigation matter during June 2009, and possibly 
in some prior months during 2008/09, were actually related to the prior case. The case is currently assigned to an outside Expert for review. 

Case Histories VI-5 through VI-11 (Estimated Cumulative Fees through June 2009 – $70,000 for 7 cases) – These seven (7) cases include a case that had the 
fourth largest number of hours charged during 2008/09 (88.5) and another case that had the sixth largest number of hours charged during 2008/09, for all cases 
billed during June 2009. These cases also include five (5) other cases that had more than 40 hours billed during 2008/09 that had the same Primary DAG 
assigned. The billing records for these cases describe the types of investigation-related activities performed. These activities included: 

 Reviewing investigation reports 

 Corresponding with the Investigator and others 

 Preparing for and meeting with the Medical Consultant 

 Preparing for and interviewing the Subject 

 Reviewing depositions from related litigation 

 Reviewing patient medical records 

 Reviewing transcripts from prior cases 

 Determining needs for and selecting a Medical Expert. 

These billing records also suggest that, in some cases, a significant portion of this Attorney’s time is spent on activities that go beyond providing general legal 
advice and direction to the Medical Board regarding the course and direction of the investigation. Instead, the Primary DAG is also substantively involved in 
completing detailed reviews and analysis of case records. Six (6) of these cases were subsequently closed “Insufficient Evidence” or “No Violation”. One (1) case 
was referred for prosecution and is currently pending settlement or hearing. 

Case History VI-12 (Estimated Cumulative Fees – $15,000) – This single patient case involving sexual misconduct (with a patient) had the eighth largest number 
of hours charged during 2008/09 (79.5) of all investigation cases with hours charged during June. The Subject was previously disciplined by the Medical Board for 
the same offense. Following referral of the case for prosecution, the Primary DAG directed completion of an investigation of a second patient, which took eight (8) 
months to complete. The accusation was not filed until five (5) months after the second investigation was completed, and more than a full year following initial 
transmittal of the case. Several additional months elapsed before the Primary DAG requested a hearing, which was not scheduled for another six (6) months. 
Throughout this period the Subject continued to practice without restriction. The case is currently pending settlement or hearing, and the Subject is continuing to 
practice without restriction. 



Exhibit VI-16

Disposition
Category Case Profile Disposition

2008/09
Investigation

Hours

Total
Investigation

Hours through 
June 20091

Estimated
Total Fees1

Multiple patient case involving physician impairment. Closed - No Violation 42.75 60.00 $9,300

Section 805 case. Closed - Insufficient Evidence 70.75 84.00 13,020

Section 805 case involving multiple patients. Closed - Insufficient Evidence 77.00 83.25 12,904

Case involving Subject's failure to diagnose/treat. Closed - Pending Criminal 44.75 44.75 6,936

Complex case involving prescribing violations. Closed - Pending Criminal 52.25 53.75 8,331

DHS referred case involving patient care issues. Closed - Recommended Citation 52.00 53.25 8,254

Case involving aiding/abetting unlicensed practice. Referred to Office of Safe Medicine
(HQES no longer involved with matter)

41.75 41.75 6,471

Average HQES Fees per Case - $9,317 Total Hours/Fees 381.25 420.75 $65,216

Section 805 case. Closed - Compelled to Take
Competency Exam (Passed)

57.50 57.50 $8,913

Case involving alleged self-use of prescription medications. Closed - Compelled to Take
Competency Exam (Passed)

58.25 58.25 9,029

Average HQES Fees per Case - $8,970 Total Hours/Fees 115.75 115.75 $17,941

Cases involving failure to provide adequate care. Referred to HQES - Not Yet Filed
(Pending for 7 months) 44.25 44.25 $6,859

Section 805 case involving multiple patients. Referred to HQES - Not Yet Filed
(Pending for 5 months) 59.50 78.50 12,168

Case involving Subject misrepresentation of procedure. Referred to HQES - Not Yet Filed
(Pending for 6 months) 63.25 63.25 9,804

Section 805 case. Referred and Filed
(filed within 2 months of transmittal)

64.00 69.75 10,811

Case involving alleged prescribing violations. Closed - Subject Deceased
(following Referral for PC 23)

48.50 52.75 8,176

Multiple patient case involving sexual misconduct. Referred for Criminal and PC 23
(License Restricted)

46.50 46.50 7,208

Case involving Subject's arrest for spousal abuse. Referred to HQES, Filed, Decided
(Revocation Stayed, Probation - 5 Years)

56.50 56.50 8,758

Average HQES Fees per Case - $9,112 Total Hours/Fees 382.50 411.50 $63,783

Total Hours/Fees 879.50 948.00 $146,940

Summary of Other Cases Billed During June 2009 with More than 40 Hours Billed During 2008/09

Average HQES Hours and Fees per Case - 59.25 Hours / $9,184

1 Additional hours may have been worked on some cases subsequent to June 2009. The estimated fees shown assume a weighted average billing rate of $155 per hour.

Matters Not 
Referred for 
Prosecution

Referred for
Competency
Examination

Matters 
Referred for 
Prosecution
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Completed Case Rejections – This investigation initially concerned more than two (2) dozen patients, but focused on six (6) 
selected cases. Two (2) Expert opinions found multiple extreme and simple departures involving two (2) of the patients. 
During this 3-year investigation, the Subject was placed on probation following investigation of another complaint involving 
similar treatment issues. Just before expiration of the statute of limitations, the Primary DAG issued a 6-page Decline to File 
Memorandum that recommended closure of the case. Following issuance of the Decline to File Memorandum: 

 The District Office Supervisor conferred with their Regional Manager 

 The Regional Manager conferred with the Deputy Chief of Enforcement 

 The Deputy Chief of Enforcement conferred with the Chief of Enforcement 

 The Chief of Enforcement conferred with the Senior Assistant Attorney General 

 The Senior Assistant Attorney General met with the Supervising DAG of another office to review the matter 

 The case was transferred to the second HQES office which had agreed to prosecute the case 

 An Attorney from the second HQES office came into work early the next day to prepare the pleading which was filed 
the next day. 

A period of only three (3) days elapsed from issuance of the Decline to File Memorandum by HQES’ Los Angeles Metro office 
to filing of the pleading by the second HQES office. Several months later the Medical Board accepted a settlement agreement 
imposing additional discipline that was negotiated by the second HQES office. 

The problems highlighted by the above case histories are not isolated cases. Additional analyses and case histories showing the 
prevalence of several of these problems, particularly in the Los Angeles Metro region, are presented in Section VII (Prosecutions and 
Disciplinary Action). Additionally, the case histories highlight various internal control problems with the posting of Attorney time charges 
(e.g., time charges are sometimes posted to Investigation matters that reference a different Medical Board complaint from the case 
actually being investigated). 
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K. Medical Consultant and Outside Expert Services and Expenditures 

Generally, each District office has 2 to 3 part-time Medical Consultants assigned, and most of the Medical Consultants usually work 
at their assigned office for several hours either 1 or 2 days a week. Total wages paid to Medical Consultants during 2008/09 were 
$852,000 ($71,000 per month) for a total of 13,991 paid hours of services ($61 per hour). This is equivalent to an average of about 22 
paid hours per week for each District office. However, due to paid holidays, vacation, sick leave, and other paid time off, the actual 
number of hours worked by the Medical Consultants was less than 13,991 hours, and the average number of hours worked per week per 
District office was less than 22 hours. Table VI-4, below, shows the actual distribution of paid Medical Consultant hours during 2008/09, 
by District office and region. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Jul-Sep Oct-Dec Jan-Mar Apr-Jun Number Percent

Sacramento 482.25 351.50 377.25 520.25 1,731.25 12% 33 $105,031

Fresno 144.25 525.25 570.45 434.75 1,674.70 12% 32 101,746

San Jose 77.75 104.80 169.00 153.75 505.30 4% 10 29,384

Pleasant Hill 146.50 405.00 283.00 321.75 1,156.25 8% 22 69,879

  Total Northern California 850.75 1,386.55 1,399.70 1,430.50 5,067.50 36% 24 $306,041

Glendale 128.50 442.50 414.75 373.00 1,358.75 10% 26 $84,119

Cerritos 251.00 823.00 789.00 589.00 2,452.00 18% 47 158,843

Diamond Bar 39.50 185.00 273.75 299.30 797.55 6% 15 46,087

Valencia 126.00 278.50 344.25 335.50 1,084.25 8% 21 63,213

  Total Los Angeles Metro 545.00 1,729.00 1,821.75 1,596.80 5,692.55 41% 27 $352,262

San Bernardino 81.00 155.00 208.00 217.00 661.00 5% 13 $40,649

Tustin 118.50 355.00 404.00 434.50 1,312.00 9% 25 77,173

San Diego 85.00 252.00 345.25 354.75 1,037.00 7% 20 61,951

Rancho Cucamonga 64.00 60.00 56.50 40.00 220.50 2% 4 13,600

  Total Other Southern California 348.50 822.00 1,013.75 1,046.25 3,230.50 23% 16 $193,373

Statewide Total 1,744.25 3,937.55 4,235.20 4,073.55 13,990.55 100% 22 $851,676

Source: State Controllers Office Blanket Reports.

District/Region

Table VI-4.  2008/09 Medical Consultant Expenditures

Hours Paid Salaries
Paid

Total Hours Paid Avg. Hours
per Office
per Week
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At the beginning of the 2008/09 the hours paid to Medical Consultants were restricted by Executive Order S-09-09 which 
temporarily suspended the use of all part-time staff by agencies throughout the State. Table VI-4 also shows that, during 2008/09, 
Medical Consultant availability varied significantly between District offices and regions. For example, during 2008/09 an average of 15 
paid hours per week, or less, of Medical Consultant services was utilized by some District offices while, at other District offices, an 
average of 25 paid hours per week, or more, of Medical Consultant services was utilized. Only one (1) District office (Cerritos) utilized the 
equivalent of more than one (1) full-time Medical Consultant position. 

During 2008/09 the District offices completed investigations of 550 quality of care cases and 404 other (physician conduct) cases. 
Table VI-5, below, summarizes available historical data regarding the estimated number of Subject interviews, Medical Consultant reviews, 
and Expert reviews completed by the District offices, by type of case. For cases involving quality of care issues, the Medical Consultants 
are usually substantively involved in the investigation, provided they are available. The Medical Consultants are usually much less 
frequently involved with other cases. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Type of
Case Interim Activity 2004/05 2005/06 2006/07 2007/08 2008/09

Subject Interviews 614 505 429 470 453

Medical Consultant Reviews 400 439 413

Expert Reviews 504 403 336 404 290

Subject Interviews 204 200 227 241 228

Medical Consultant Reviews 128 101 67

Expert Reviews 61 61 57 65 50

Subject Interviews 818 705 656 711 681

Medical Consultant Reviews 528 540 480

Expert Reviews 565 464 393 469 340

Table VI-5. Interim Investigation Activities1

1 The volumes shown are estimates and may be understated in one or more years.

Quality
of Care

Other

Total

Sufficiently Complete Data
Not Available

Sufficiently Complete Data
Not Available

Sufficiently Complete Data
Not Available
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Based on the data presented in Tables VI-4 and VI-5, the Medical Consultants spend an average of less than 25 hours working on 
the cases in which they are involved, assuming that (1) at least 10 percent of the hours paid to Medical Consultants are for paid time off, 
and (2) substantive involvement with only about 500 completed cases per year, which is possibly understated. The amount of time spent 
by the Medical Consultants on these cases includes performance of, or assistance with, all of the following activities: 

 Ad-hoc consultations to Medical Board Investigators, 
HQES Attorneys, and District office Supervisors 

 Preparation and attendance at Subject interviews, 
including pre-interview planning and post-interview 
debriefing meetings 

 Reviews of medical records 

 Identification of cases that should be closed without 
obtaining an Expert opinion 

 Identification and selection of Medical Experts 

 Preparation of Medical Expert packages 

 Review of Medical Expert reports. 

Depending of their availability and area(s) of specialization, Medical Consultants can potentially impact a District office’s need for 
outside Medical Experts and the average timeframe to complete investigations. Although there are many factors that can significantly 
impact the timeframe needed to complete investigations, the two (2) District offices with the highest Medical Consultant expenditures 
during 2008/09 (Cerritos and Sacramento) also had comparatively low average elapsed times per completed investigation for that same 
year (an average of 11 months and 10 months, respectively, compared to a statewide average for all District offices of nearly 14 months). 

As suggested by the data shown on Table VI-5, Medical Experts are involved in fewer cases than the Medical Consultants and, 
except for their possible involvement in hearings, provide a more limited scope of services. During 2008/09, $598,570 was billed by 
Medical Experts for case review services. Some Medical Experts may not all fully charge the Medical Board for all time spent on Medical 
Board matters. The billing rate for case review services is currently $150 per hour. During 2008/09 the Medical Experts charged the 
Medical Board an average of less than 12 hours of time per completed case review, or about one-half the average amount of time utilized 
by the Medical Consultants. While the Medical Experts charge an average of less than 12 hours of time to complete the case reviews and 
prepare their Expert opinion, available data suggests that the provision of these services oftentimes extends over a period of 2 to 3 
months, or longer. On average, the Medical Board’s cost for Expert opinions is less than $1,800 per completed review. 
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Table VI-6, below, shows the frequency distribution of elapsed times for Medical Experts to provide these services for reviews 
completed during 2008/09, by District office Identifier. As shown by Table VI-6, on a statewide basis only 38 percent of all Medical Expert 
reviews are completed within one (1) month, and 23 percent take longer than two (2) months. While there is some variability, the 
frequency distributions of elapsed times to complete these reviews at individual District offices are similar to the statewide distribution. 
More than 30 percent of the Medical Expert reviews took longer than two (2) months to complete at one District office in each of the 
three regions (Sacramento, Valencia, and San Diego). Overall, the average elapsed time to complete Medical Expert reviews was 48 days 
(about 7 weeks).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Completed
Opinions Percent Completed

Opinions Percent Completed
Opinions Percent Completed

Opinions Percent Completed
Opinions Percent

Sacramento 10 37% 7 26% 8 30% 2 7% 27 100%

San Jose 11 32% 17 50% 4 12% 2 6% 34 100%

Fresno 11 46% 10 42% 2 8% 1 4% 24 100%

Pleasant Hill 23 45% 18 35% 4 8% 6 12% 51 100%

Total 55 40% 52 38% 18 13% 11 8% 136 100%

Valencia 10 42% 6 25% 5 21% 3 13% 24 100%

Cerritos 8 24% 18 55% 2 6% 5 15% 33 100%

Diamond Bar 4 25% 8 50% 4 25% 0 0% 16 100%

Glendale 10 48% 7 33% 3 14% 1 5% 21 100%

Total 32 34% 39 41% 14 15% 9 10% 94 100%

Tustin 14 47% 11 37% 5 17% 0 0% 30 100%

San Bernardino 14 33% 21 50% 2 5% 5 12% 42 100%

San Diego 4 21% 7 37% 2 11% 6 32% 19 100%

Rancho Cucamonga 2 100% 0 0% 0 0% 0 0% 2 100%

Total 34 37% 39 42% 9 10% 11 12% 93 100%

121 37% 130 40% 41 13% 31 10% 323 100%

5 38% 3 23% 2 15% 3 23% 13 100%

126 38% 133 40% 43 13% 34 10% 336 100%

Table VI-6. Elapsed Time to Prepare Expert Opinions During 2008/09

Total
Business Unit

  Other Identifiers (19, 20, and 23)

61 to 91 Days More than 91 Days

Total - All Identifiers

Total - District Office Identifiers

30 Days or Less 31 to 60 Days
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There are significant regional variations in the use of Medical Experts that impact the time needed to complete investigations. For 
example, in the Northern California and Other Southern California regions, only one (1) Medical Expert opinion with a finding that there 
was an “extreme departure” or “multiple simple departures” is usually required for HQES to accept the case prosecution. In contrast, 
HQES Attorneys in the Los Angeles Metro region generally require completion of two (2) Medical Expert opinions in all single patient cases. 
There are numerous adverse impacts of this requirement on Los Angeles Metro region investigations, including: 

 The second opinion is only requested after the first opinion is completed as it would serve no purpose to seek a second 
opinion in cases where another opinion shows no violation occurred. Thus, the requirement to obtain a second opinion 
adds at least 1 to 2 months to the elapsed time to complete most single patient case investigations that are referred for 
prosecution. The timeframe to complete these investigations can become even more extended if there are 
inconsistencies between the two Medical Expert opinions, if the second opinion is not timely completed, or if there are 
deficiencies with the quality of the second Medical Expert’s review or with the report documenting results of the review. 

 If the second opinion does not confirm the findings of the first opinion, it effectively kills the case, resulting in fewer 
cases referred for prosecution. 

 The number of Medical Expert opinions is doubled for cases that are referred for prosecution, thus reducing the 
availability of Medical Experts to perform reviews of other cases. This can make it much more difficult and increase the 
time needed to complete investigations of other cases, particularly cases involving more specialized medical practice 
areas 

 Investigator and Medical Consultant workloads are increased along with costs for Medical Expert review services. 

It is our understanding that, during the 1990s, the Medical Board routinely obtained two (2) Medical Expert opinions for single 
patient cases, but that this practice was discontinued. However, it is evident that there have been ongoing disagreements regarding needs 
for obtaining more than one (1) Medical Expert opinion during the Investigation stage, particularly in the Los Angeles Metro region, and 
that the disagreements are not limited to single patient cases. For cases referred to investigation prior to 2006, some Los Angeles Metro 
region Attorneys sometimes required submission of a confirming second opinion prior to accepting a case for prosecution, or would 
request a second opinion before beginning preparation of the pleading. Subsequent to 2006, some Los Angeles Metro region Attorneys, in 
their capacity as Lead Prosecutor or Primary DAG, required second opinions as part of the investigation process. In some cases significant 
disputes with District office Supervisors and Investigators have arisen over this issue primarily because of concerns about increased risks 
of harm to patients and the general public (e.g., cases involving substance abuse), but also because of adverse impacts on workflow, 
caseloads, costs, and the availability of Medical Experts to perform reviews of other cases. 
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In connection with requirements to obtain a second Medical Expert opinion, it should not be overlooked that nearly all quality of care 
cases, and many other cases, were previously reviewed by a Medical Specialist as part of CCU’s complaint screening process, and that the 
Medical Specialist determined at that point that the departures warranted referral of the case for investigation. Additionally, the District 
office Medical Consultant completes a review of all of these same cases. Thus, the first Medical Expert’s opinion is actually the second, or 
third, review of the case resulting in a determination that either an extreme departure or multiple simple departures, or both, occurred. The 
second Medical Expert’s review would be the third, or fourth, medical review of the case. It is our understanding that, outside of the Los 
Angeles Metro region, second opinions are rarely requested unless the case involves a second medical specialty, or it is determined that a 
case will proceed to hearing, which isn’t determined sometime after the pleading is filed and, even then, still might not be needed if the 
departure is obvious. The overwhelming majority of cases are settled without a hearing, thus avoiding the need to obtain a second Medical 
Expert opinion in most cases. 

It is our understanding that Enforcement Program and HQES management recently conferenced during April 2010 and reached an 
agreement to require two (2) Medical Expert opinions for all single patient cases. According to Enforcement Program management, only 
applying this requirement in the Los Angeles Metro region, where it is strongly supported by HQES management and practiced by their 
staff, was “unfair” to Los Angeles Metro region Investigators because they “had to do more work in LA”. In support of this policy, it was 
argued that problems had recently been experienced with single patient cases that had just one Medical Expert (e.g., “a lot of San Diego 
cases have been dismissed at hearing.”). This approach also would promote statewide uniformity. While we support the effort to promote 
uniformity, it makes no sense, at least to us, to subject all of the Medical Board’s District office Investigators, Medical Consultants, 
Supervisors, and clerical support staff, to an unnecessary additional workload requirement just because it is the practice in one region of 
the State. Additionally, we question the assumption that the dismissals of San Diego office cases occurred solely because the Medical 
Board had only one (1) Medical Expert. Even if this assumption is correct, we don’t understand why San Diego’s cases proceeded to 
hearing without a second Medical Expert opinion, or why requiring a second opinion for all cases during the Investigation Stage is a better 
approach to resolving this problem than waiting until after the accusation is filed and determining how likely it is that a the case will 
actually proceed to Hearing, before obtaining the second opinion. Finally, although Enforcement Program and HQES management 
apparently reached this agreement to universally require two (2) Medical Expert opinions for all single patient cases, the actual practice in 
the field has not changed. District office Supervisors and HQES Supervising DAGs outside the Los Angeles Metro region rarely second 
Medical Expert opinion for single patient cases, except when an opinion is needed in a second specialty area or it appears likely that the 
case will proceed to hearing and a second opinion is needed to strengthen presentation of the case. 
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L. Recommendations for Improvement 

Below we discuss several key recommendations for improving investigation process performance. These recommendations concern 
Medical Consultant staffing, the availability of outside Medical Experts, and retention of Investigators. Additional recommendations that 
would impact investigations are included in Section X (Organizational and Management Structures), including recommendations involving: 

 Restructuring the handling of Section 801 cases 

 Restructuring the management of District office investigations 

 Scaling back and optimizing HQES involvement in District office investigations 

 Developing new organizational structures and processes for managing cases following referral for prosecution and HQES 
expenditures 

 Improving workload and performance reporting process. 

1. Medical Consultant Staffing 

As noted in the Enforcement Monitor’s 2004/05 reports, “the medical consultant’s (MC) function is central to the speed 
and quality of QC cases processing at the district office level; however problems regarding medical consultant availability, 
training, and proper use contribute significantly to lengthy investigations and inefficient operations. . . Shortages of medical 
consultant time have made it continuously difficult for investigators to obtain sufficient medical consultant assistance. . .” 
However, the Medical Consultant’s function is not limited to quality of care cases. They are also involved in many physician 
conduct cases. Additionally, their availability is critical not just to the process of reviewing Expert opinion reports, as 
emphasized by the Enforcement Monitor. Rather, the Medical Consultants are critical during earlier stages of the investigation 
during which, for example, medical records are initially received and reviewed, the Subject is interviewed, a decision is made 
as to whether to obtain an Expert opinion, potential Experts are identified and a selection decision is made, and the Expert 
package and instructions are prepared for the Expert’s review. 

Perhaps most importantly, the Medical Consultant is a key (perhaps the key) participant in the process of assessing, prior 
to referral of a case to an outside Expert, whether the facts and circumstances of a case, particularly for quality of care 
cases, indicate that an extreme departure or multiple simple departures occurred and, hence, whether to close the case or 
continue the investigation. In fact, the Medical Consultant’s involvement in reviewing the Expert’s opinion, which is the last 
step in the investigation process, is only one of their many important responsibilities. If the Expert has clearly presented their 
opinion as to whether an extreme departure or multiple simple departures has occurred, and support for the opinion is clearly 
organized and presented, then subsequent involvement of the Medical Consultant will probably be minimal. However, if the 
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Expert’s opinion is not clearly stated or well-supported in their report, the Medical Consultant’s role is key in assessing the 
Expert’s report and determining whether, or how, to proceed from that point forward (e.g., collect additional evidence, obtain 
clarification of the opinion, close the case, refer the case for prosecution, etc.).  

Additionally, the Medical Board’s pool of Medical Consultants serves as a gatekeeper on the flow of cases to Experts. In 
many cases the Medical Consultants are sufficiently qualified in the specialties involved to determine whether a case should 
be closed, avoiding completely the need for review services from an outside Medical Expert. To the extent that the Medical 
Consultants are able to make such determinations, the flow of cases to, and the Medical Board’s needs for, outside Medical 
Experts is reduced. This not only reduces the timeframes to complete these investigations, but enables redirection of District 
office resources to other cases. It also helps to preserve the availability of outside Medical Experts for use on other cases. 

Since publication of the Enforcement Monitor’s reports there has been very little change in the availability of Medical 
Consultants. Needs in this area have not been emphasized. Additional Attorney positions (10) were authorized for HQES, 
additional Sworn Investigator and Assistant Investigator positions (8) were authorized for the Medical Board, additional 
positions (6) were authorized to reestablish an OSM Unit, additional positions (4) were authorized for the Probation Program 
and, most recently, new Non-Sworn positions (6) and a number of other Enforcement Program positions are expected to be 
authorized as part of the 2010/11 Budget, but no additional funding for Medical Consultants was included in this package. 

Recommendation No. VI-1. Augment Medical Consultant staffing. Medical Consultants should be available to all 
District offices all of the time (e.g., the equivalent of at least one full-time position per office, although actual 
availability will be less than full time due to vacations, sick leave and other time off). Because the Medical 
Consultant positions are classified as Permanent Intermittent, work hours can be adjusted to accommodate 
fluctuating workload demands, assuming a sufficient pool of resources is available to provide the services and the 
physicians are willing to work the number of hours needed. Offset additional costs for Medical Consultant positions 
by reducing expenditures for HQES investigation-related services (e.g., in the Los Angeles Metro region).   
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2. Medical Expert Resources 

Although Medical Experts are of vital importance to the success of investigations and prosecutions, the Expert Reviewer 
Program has suffered from chronic weaknesses inherent in the system.  A major problem, perhaps the most critical, is the 
limitation on utilization of the most qualified Medical Experts. While the Medical Board has attempted to remedy some of 
these problems by increasing the billing rate for Medical Expert review services from $100 to $150 per hour, the rate increase 
did not address restrictions on the Board’s use of its most qualified Medical Experts.  

Under current Board policy, Medical Experts may not be used more than three (3) times per year. As with medical 
procedures, Medical Experts tend to become more qualified as they complete more reviews. However, under current policy, at 
the very point when the Medical Experts may become most qualified, and also faster and more effective, they must stop  
work until another year. As defense counsels are under no such restrictions, under the current system the Investigators and 
Prosecutors are severely handicapped. 

Recommendation No. VI-2. Eliminate the limitation on reutilization of Medical Experts and augment the Medical 
Expert pool and enhance capabilities. In addition to strengthening Expert Reviewer oversight and overall Expert 
Reviewer Program management and administration, consider redirecting some funding currently used for HQES 
investigation-related services toward establishing a new program under which the Medical Board would contract for 
the services of a pool of physicians to provide Expert Review services (e.g., through an Interagency Agreement 
with one or more University of California Medical Centers, although this model may have its own problems relating 
to conflicts of interest). 

3. Investigator Retention 

It is unlikely that Enforcement Program performance will improve significantly unless Investigator workforce capability 
levels are stabilized. Medical Board management does not control pay and benefit levels, mandated furloughs, baby boomer 
retirements, or recruitment efforts by other agencies, but it can impact District office work environments in significant and 
meaningful ways that can help to minimize Investigator attrition. A strategy to retain experienced Investigators should include 
efforts to create a work environment to promote communication with staff to provide assurances that work problems will be 
addressed. This strategy should include the following initiatives: 

 Reducing and simplifying Investigator caseloads  

 Increasing the availability of Medical Consultants 

 Targeting HQES Attorney involvement during investigations to those cases where such involvement is needed 
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 Limiting HQES Attorney involvement to activities that are appropriately performed by an Attorney (e.g., 
providing legal advice and direction) 

 Promoting uniformity in the use of requests for supplemental investigations and decline to file cases to ensure 
that such requests and handling are reasonable and defensible, and do not unnecessarily delay the filing of 
accusations or result in inappropriate case closures. 

Additionally, needs exists for all appropriate members of the Medical Board’s Executive Management Team, and their 
counterparts at the Department of Justice, to meet jointly with staff from each District office and communicate directly to 
them that they are important and that management is committed to addressing as many of their issues and concerns as they 
reasonably can. Additionally, a process should outlined for completing a structured diagnostic review of all of the factors 
contributing to excessive staff turnover during the past several years, and developing and implementing a plan to address 
related improvement needs. 

Recommendation No. VI-3. Develop and implement an Immediate Action Improvement Plan to address critical 
District office workload and work environment issues. Meet with staff at each District office to present the 
Improvement Plan and outline a process for identifying and implementing further improvements. Conduct a 
structured diagnostic review of factors contributing to excessive Investigator turnover during the past several years, 
and develop and implement a Longer-Term Improvement Plan to reduce Investigator attrition and rebuild the 
Enforcement Program’s field investigation workforce capabilities and competencies. 
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This section presents results of our assessment of the prosecutions and disciplinary outcomes. Following referral of cases from 
Medical Board Headquarters Units or the District offices, prosecutions are largely carried out by HQES which prepares the pleading, 
negotiates proposed settlements, and represents the Medical Board at administrative hearings. The assessment focused on determination 
of the numbers of prosecutions completed and related disciplinary outcomes prior to, concurrent with, and following implementation of VE 
during 2006, the average elapsed time to complete the prosecutions and disciplinary actions, and expenditures for related HQES services.  

Results of the assessment show that the number of accusations filed, the number of proposed stipulations and proposed decisions 
received, and the number of disciplinary actions all declined. Several other secondary output and performance measures also have 
declined. Concurrently, the elapsed time to file accusations has decreased, but this decrease is largely attributable to a decrease in the Los 
Angeles Metro region from an abnormally high level in prior years. In the Los Angeles Metro region the average elapsed time remains 
higher than in other regions due, in part, to (1) mis-use of requests for supplemental investigations, and (2) extended periods of inactivity 
while cases are pending at HQES following referral of the cases for prosecution. The average elapsed time from filing to settlement 
(stipulation received) has also decreased. However, there are significant performance variations between regions. The decrease in 
composite elapsed times from filing to settlement during this period, to a statewide average of 11 months during the past two (2) years, is 
attributable to improved performance in the Los Angeles Metro and Other Southern California regions. However, even with this 
improvement, the average elapsed time for the Los Angeles Metro region during the past two (2) years lagged performance of the other 
two regions. For the Northern California region, the elapsed times from filing to stipulation received generally averaged about ten (10) 
months throughout the past six (6) years. 

The remainder of this section is organized as follows: 

Subsection Title Subsection Title 

A. Overview of Prosecutions and Disciplinary Outcomes 

B. Prosecution Process Workload, Outputs, and Performance 
Measures 

C. Accusations Filed and Average Elapsed Times from 
Transmittal to HQES to Accusation Filed 

D. Stipulations Prepared and Average Elapsed Times from 
Accusation Filed to Stipulation Received 

E. Average Elapsed Times from Stipulation Received to Board 
Action 

F. Administrative Hearings and Average Elapsed Times from 
Accusation Filed to Decision Received 

G. Average Elapsed Times from Decision Received to Board 
Action 

H. Disciplinary Outcomes 

I. Expenditures for HQES Prosecution Services 

J. Recommendations for Improvement. 
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A. Overview of Prosecutions and Disciplinary Outcomes 

Exhibit VII-1, on the next page, summarizes physician and surgeon prosecutions and disciplinary actions for the six-year period from 
2003/04 through 2008/09. Exhibit VII-1 shows: 

 Number of petitions to revoke probation filed 

 Number of accusations filed 

 Number of pending accusations 

 Number of pending legal cases 

 Number of case dispositions, by type (default, 
withdrawn or dismissed, stipulation, and proposed 
decision) 

 Number of citations issued 

 Number of adopted and non-adopted disciplinary 
decisions 

 Number of disciplinary outcomes, by type 
(revocation, surrender, suspension, probation, post-
filing public reprimand, and pre-filing public letter of 
reprimand) 

 Percentage of total disciplinary actions requiring 
revocation, surrender, suspension, or probation 

 Average elapsed times to file accusations and 
complete prosecutions. 

Exhibit VII-1 also shows numbers of cases appealed to Superior Court, number of appeals upheld, and number of appeals reversed, 
remanded, or vacated. 

As shown by Exhibit VII-1, in recent years the total number of filings declined by nearly 10 percent. During the past three (3) years 
total filings averaged 244 per year compared to an average of 268 filings per year during the preceding three (3) years. At the same time, 
the number of post-filing stipulations and the number of proposed decisions also decreased by about 10 percent. The number of post-filing 
stipulations decreased to an average of 183 per year for the past three (3) years, from 202 per year during the preceding three (3) years. 
The number of proposed decisions decreased to an average of 67 per year for the past three (3) years, from 74 per year during the 
preceding three (3) years. Consistent with these reduced outputs, the number of disciplinary actions also decreased. Some of these output 
measures show particularly large decreases during 2008/09 compared to the levels typically achieved during the preceding five (5) years. 
For example: 

 During 2008/09, 156 stipulations were received compared to an average of about 190 or more stipulations received 
during each of the preceding five (5) years 

 During 2008/09, 171 licenses were revoked, surrendered, or suspended, or the licensee was placed on probation, 
compared to 208 to 230 comparable disciplinary actions taken during the preceding five (5) years. 



Exhibit VII-1

2003/04 2004/05 2005/06a 2006/07 2007/08 2008/09

Petitions to Revoke Probation 26 26 27 24 13 25
Accusations 262 235 227 218 240 213
  Total Filings 288 261 254 242 253 238

3.5 Months 3.8 Months 4.3 Months 4.2 Months 4.0 Months 3.4 Months

Pending Accusations (End of Period) 126 133 152 132 126 149

Pending Legal Cases (End of Period; Including AHLP; Excluding Probation) 494 503 436 391 508 508

Default Decision (failure to appear) 21 24 23 18 23 30
Accusation Withdrawn or Dismissed 64 33 27 18 40 26
Petition to Revoke Probation Withdrawn or Dismissed 7 1 2 0 2 2
Post-Filing Stipulation Submitted 200 219 187 200 193 156
Proposed Decision Submitted - In-State Practitioner 48 38 33 39 38 40
Proposed Decision Submitted - Out-of-State Practitioner (IDENT 16) 4 12 7 8 5 10
Proposed Decision Submitted - Petition to Revoke Probation (IDENT 'D') 5 10 5 5 3 6
Proposed Decision Submitted - License Application Denial Appeal (SOI - IDENT 20) 25 19 17 16 19 12
  Total Disciplinary Submittals (Excludes Filings Withdrawn/Dismissed and SOI Decisions) 278 303 255 270 262 242
Decision Adopted (Includes SOIs) 81 77 76 78 81 60
Decision Not Adopted 15 10 11 13 19 15
Stipulation Approved 186 208 193 188 206 173
Stipulation Rejected 11 12 16 8 8 4
  Total Medical Board Decisions 293 307 296 287 314 252
Citations and Administrative Fines Issued 423 307 342 426 248 185
  Revocation 36 42 39 34 33 45
  Surrender 65 82 66 67 70 35
  Suspension Only 2 0 0 1 0 0
  Suspension with Probation 31 17 20 21 14 13
  Probation Only 92 89 86 91 91 78
  Public Reprimands (Post-Filing) 35 71 72 50 74 66
  Public Letters of Reprimand (Pre-Filing) 29 38 37 27 35 31
Total Disciplinary Actions (Excludes Citations) 290 339 320 291 317 268
  Percent Revocation, Surrender, Suspension, or Probation 78% 68% 66% 74% 66% 64%

16.9 Months 15.6 Months 16.9 Months 14.7 Months 15.5 Months 12.5 Months
Decisions Appealed to Superior Court 25 25 28 20 26 12
   Decisions Upheld by Superior Court 15 14 13 13 13 10
   Decisions Reversed, Remanded, or Vacated by Superior Court 15 13 10 8 6 9
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Physician and Surgeon Prosecutions and Disciplinary Actions

Workflow Measure
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Reported Average Time to File Accusation (Months)
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Sources:  Medical Board of California Annual Reports, California Department of Consumer Affairs Annual Reports, and MBC Complaint Tracking System data.
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a On January 2, 2006, the Medical Board and HQES began implementing the VE Pilot Project.
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In recent years there was little or no change in the number of default decisions, accusations withdrawn or dismissed, or proposed 
decisions received for cases involving In-State practitioners. In comparison to prior years, the total number of proposed decisions and 
stipulations approved by the Medical Board has decreased (particularly during 2008/09). 

The disciplinary action data presented in Exhibit VII-1 show a decrease in the proportion of disciplinary actions requiring license 
revocation, surrender, suspension, or probation. During 2008/09 only 64 percent of disciplinary actions required license revocation, 
surrender, suspension, or probation. During the preceding five (5) years the percent of disciplinary actions requiring license revocation, 
surrender, suspension, or probation ranged from 66 percent to 78 percent. This decrease in the proportion of disciplinary actions requiring 
license revocation, surrender, suspension, or probation may be attributable to a combination of factors including (1) variations in the 
composition of cases referred for prosecution, (2) shifts in settlement negotiation strategies, and (3) recent legislative changes enabling 
issuance of public reprimands, with conditions, in lieu of stronger types of discipline. Additional information regarding this variance is 
presented subsequently in Section VII-H (Disciplinary Outcomes). 

In recent years, there was little change in the number of pending accusations or total pending legal cases. The number of pending 
accusations fluctuated between about 125 and 150 cases, and the number of pending legal cases, after declining to about 400 cases 
during 2006/07, from about 500 cases previously, increased again to a level of 500 cases during the next two (2) years. Recent decreases 
in the number of cases referred for prosecution from the District offices have not resulted in corresponding decreases in the number of 
pending legal action cases. 

During 2008/09 there was a marginal improvement in the average elapsed time to file accusations, and a more substantive 
improvement in the average elapsed time to complete prosecutions. The average elapsed time to file accusations decreased by about three 
(3) weeks (to 3.4 months during 2008/09 from an average of about 4.0 months during the preceding four (4) years). The average elapsed 
time to complete prosecutions decreased by about three (3) months (to 12.5 months during 2008/09 from an average of 15.7 months 
during the preceding four (4) years). 

Finally, Exhibit VII-1 shows a reduction in number of appeals to Superior Court during 2008/09 compared to levels experienced 
during prior years. It is unclear whether this one-year reduction in appeals will be sustained over time. 
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B. Prosecution Process Workload, Outputs, and Performance 

Exhibit VII-2, on the next five (5) pages, provides time series statistical data for the past six (6) fiscal years for a broad range of 
prosecution process workload, output, and performance measures for (1) cases investigated and referred for prosecution by District offices 
in each of three (3) major geographic regions of the State, (2) cases originated and referred for prosecution by various Headquarters Units, 
usually without investigation by the District offices, and (3) cases involving petitions to revoke probation which, until recently, were 
investigated and referred for prosecution by the Probation Units, and were not included in the VE Pilot Project. Exhibit VII-2 presents data 
showing: 

 Number of cases that HQES and the Medical Board 
declined to file 

 Number of accusations and petitions to revoke 
probation filed 

 Number of accusations withdrawn or dismissed 

 Number of default decisions 

 Number of ISOs/TROs sought and granted 

 Number of PC 23 appearances and orders 

 Number of automatic suspension orders and 
suspension orders issued by Chief of Enforcement 

 Number of post-filing stipulations submitted, approved, 
and rejected 

 Number of proposed decisions submitted, adopted, 
and not adopted 

 Number of decisions appealed to Superior Court, 
appeals upheld, and appeals reversed, remanded, or 
vacated 

 Number of Out-of-State suspension orders 

 Number of pre-filing (surrender) stipulations 

 Number of compelled examinations passed 

 Number of practice restriction stipulations 

 Number of pre-filing public letters of reprimand 

 Ratio of stipulations received to proposed decisions 
received 

 Ratio of appeals to adopted and non-adopted decisions 

 Ratio of decisions upheld to total appealed 
dispositions. 
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2003/04 3 8 6 1 18 63 73 72 42 3 4 5 262 2 2 2 12 2 1 21

2004/05 8 7 4 1 1 1 22 48 61 55 60 2 6 3 235 2 6 2 11 2 1 24

2005/06 4 13 1 5 1 24 52 53 63 53 2 1 3 227 1 2 3 12 4 1 23

2006/07 8 13 4 2 4 31 65 44 66 38 5 218 2 3 7 6 18

2007/08 4 10 0 5 1 20 67 69 48 52 2 2 240 5 3 2 9 3 1 23

2008/09 10 6 9 4 1 2 32 62 40 50 51 2 5 3 213 1 6 5 17 1 30
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2003/04 1 4 1 1 7 4 16 10 6 5 3 44 6 4 6 2 2 20

2004/05 1 4 4 9 5 5 8 6 1 25 1 5 2 8

2005/06 3 2 5 6 5 5 2 2 1 21 4 2 6

2006/07 3 1 1 1 6 4 3 4 3 14 1 1 2 4

2007/08 1 1 2 9 6 11 2 2 30 2 8 10

2008/09 5 1 1 1 8 6 2 2 1 2 1 1 15 2 6 2 1 11

Fiscal
Year

1 Based upon the Identifier assigned to the case when transmitted to HQES. In some cases, subsequent actions are handled by HQES offices in other regions.

Other Identifiers
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District Office IDENTs Other Identifiers
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District Office IDENTs

Prosecution Process Outputs and Performance Measures1

Medical Board Declined to File Accusation Withdrawn Accusation Dismissed

District Office IDENTs

Fiscal
Year

Other Identifiers

Default Decision

District Office IDENTs Other Identifiers

To
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l

Accusation Filed

District Office IDENTs Other Identifiers

To
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l

District Office IDENTs Other Identifiers

To
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l

HQES Declined To File

2003/04 through 2008/09
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2004/05 6 15 15 1 1 1 39 2 5 2 9 2 2 1 5

2005/06 10 3 10 23 1 3 1 5 1 1

2006/07 11 2 9 22 1 1 4 6 1 3 4

2007/08 6 8 4 2 20 7 3 10 0

2008/09 10 4 1 3 18 4 8 2 1 1 16 2 2
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2003/04 6 1 9 1 5 22 4 8 1 2 15 1 1 2

2004/05 8 5 7 1 8 29 1 4 2 7 2 1 1 1 5

2005/06 10 1 9 4 24 1 3 4 4 1 5

2006/07 10 2 4 2 18 2 2 2 1 7 1 1 1 3

2007/08 5 6 2 2 15 2 3 5 1 1 2

2008/09 9 2 1 1 3 16 2 9 1 1 13 1 1

Other Identifiers

1 Based upon the Identifier assigned to the case when transmitted to HQES. In some cases, subsequent actions are handled by HQES offices in other regions.

Other Identifiers

Fiscal
Year

District Office IDENTs

Fiscal
Year
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District Office IDENTs

District Office IDENTs

ISO/TRO Sought PC 23 Appearance Automatic Suspension Order Issued

Other Identifiers
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Other IdentifiersDistrict Office IDENTs Other Identifiers

2003/04 through 2008/09
Prosecution Process Outputs and Performance Measures1

ISO/TRO Granted PC 23 Order Issued Suspension Order Issued by Chief of Enforcement
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2004/05 11 13 13 12 10 19 1 79 4 13 9 10 7 19 1 63 1 1 3 2 4 11

2005/06 4 18 11 7 5 27 72 6 17 10 6 4 20 63 2 3 1 2 3 11

2006/07 9 17 13 8 5 16 68 10 9 7 10 6 14 56 2 3 3 4 12

2007/08 9 14 15 5 3 19 65 6 10 15 3 2 17 53 5 6 1 4 1 17

2008/09 11 12 12 10 6 12 5 68 9 7 6 10 5 9 1 47 3 6 3 1 3 16

2003/04 through 2008/09
Prosecution Process Outputs and Performance Measures1

Fiscal
Year

Post-Filing Stipulation Submitted Post-Filing Stipulation Approved Post-Filing Stipulation Rejected

District Office IDENTs Other Identifiers
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To
ta

l

Other Identifiers
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District Office IDENTs
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District Office IDENTs
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District Office IDENTs Other Identifiers
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Fiscal
Year

Proposed Decision Submitted Proposed Decision Adopted Proposed Decision Not Adopted

District Office IDENTs Other Identifiers

1 Based upon the Identifier assigned to the case when transmitted to HQES. In some cases, subsequent actions are handled by HQES offices in other regions.

District Office IDENTs Other Identifiers
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2003/04 through 2008/09

1 Based upon the Identifier assigned to the case when transmitted to HQES. In some cases, subsequent actions are handled by HQES offices in other regions.

Prosecution Process Outputs and Performance Measures1

Fiscal
Year

Decision Appealed to Superior Court Decision Upheld Decision Reversed, Remanded, or Vacated

District Office IDENTs Other Identifiers

To
ta

l

District Office IDENTs Other Identifiers
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Fiscal
Year

Out of State Suspension Order Pre-Filing (Surrender) Stipulation Petition to Revoke Probation Filed

District Office IDENTs Other Identifiers
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District Office IDENTs Other Identifiers
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District Office IDENTs Other Identifiers
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2004/05 4.3 4.0 2.9 4.6 2.3 0.0 1.5 2.6 18% 42% 52% 15% 40% 14% 200% 32% 58% 32% 73% 20% 33% 100% NMF 51%

2005/06 to
2006/07 6.4 3.2 3.6 4.0 3.9 0.0 NMF 2.8 25% 38% 52% 44% 20% 24% NMF 34% 75% 50% 73% 13% 80% 67% 100% 59%

2007/08 to
2008/09 4.1 3.5 3.5 3.6 2.4 0.2 0.2 2.6 39% 54% 23% 7% 38% 15% 0% 29% 50% 44% 78% 43% 100% 71% 100% 61%

2003/04 to 
2005/06
(3 Years)

5.0 3.8 3.2 4.1 2.7 0.0 3.0 2.6 27% 42% 50% 24% 37% 20% 200% 34% 64% 32% 73% 14% 50% 63% 100% 53%

2006/07 to 
2008/09
(3 Years)

4.3 3.3 3.4 4.0 2.9 0.1 0.8 2.7 27% 48% 33% 25% 29% 16% 0% 29% 50% 50% 77% 31% 100% 82% 100% 61%

2003/04 through 2008/09

1 Based upon the Identifier assigned to the case when transmitted to HQES. In some cases, subsequent actions are handled by HQES offices in other regions.
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District Office IDENTs Other Identifiers
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District Office IDENTs

Prosecution Process Outputs and Performance Measures1

Fiscal
Year

Compelled Examinations Passed Practice Restriction Stipulations Pre-Filing Public Letters of Reprimand

District Office IDENTs Other Identifiers

To
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District Office IDENTs Other Identifiers

Fiscal
Year

Ratio: STIPs Submitted to PDs Submitted Ratio: Appeals to Adopted/Non-Adopted Decisions Ratio: Decisions Upheld to Total Dispositions

District Office IDENTs Other Identifiers

To
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l

Other Identifiers
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Key output and performance variances between geographic regions, and significant changes that occurred during the past several years, 
include the following: 

Accusations Filed – The number of accusations filed increased significantly in the Northern California region and, 
concurrently, decreased significantly in the Los Angeles Metro and Other Southern California regions. In the Northern 
California region more than 60 accusations were filed each of the past three (3) years compared to only 50 accusations filed 
per year during the preceding two (2) years. In contrast, during this same period the Los Angeles Metro and Other Southern 
California regions, each of which previously filed more than 60 accusations per year, filed an average of fewer than 55 
accusations per year. During 2008/09 the Los Angeles Metro and the Other Southern California regions each filed only 40 
accusations. The number of accusations filed for Out-of-State cases fluctuated between 40 and 60 cases per year throughout 
the past six (6) years, and consistently averaged about 50 cases per year. All (or nearly all) of these accusations are prepared 
and filed by HQES’ San Francisco office. 

Post-Filing Stipulations Received – During 2008/09, 156 post-filing stipulations were received, a significant decrease from the 
levels attained during prior years which averaged about 200 stipulations per year. The decrease during 2008/09 is attributable 
primarily to a large decrease in the number of post-filing stipulations submitted by the Other Southern California region. There 
were also decreases in the number of post-filing stipulations submitted for probation revocation and Out-of-State cases. The 
decline in post-filing stipulations submitted for Out-of-State cases may be inversely correlated with the comparatively high 
number of Out-of-State cases resolved by issuance of a pre-filing public letter of reprimand (PLR) during 2007/08 and 
2008/09 (28 PLRs issued per year compared to an average of 14 PLRs issued per year during the preceding four (4) years). 

Ratio of Stipulations Received to Proposed Decisions Received – Historically, the Northern California region has had a 
significantly higher ratio of stipulations received to proposed decisions received than either the Los Angeles Metro or Other 
Southern California regions. In recent years this differential narrowed somewhat, but the ratio for the Northern California 
region was still significantly higher than the ratio for either of the other two regions (4.3 stipulations per proposed decision for 
the Northern California region compared to 3.4 stipulations per proposed decision for the Los Angeles Metro region and 3.3 
stipulations per proposed decision for the Other Southern California region). 

Appeals to Superior Court – The number of appeals to Superior Court, and related outcome measures, are too small to provide 
a valid basis for drawing conclusions, except to note that, on average, a few more cases per year are usually appealed in the 
Los Angeles Metro and Other Southern California regions than are appealed in the Northern California region. However, the 
number of appeals in all three (3) regions is very low (e.g., during 2008/09, there were only three (3) appeals of cases that 
were investigated by each of the three (3) regions, plus three (3) additional appeals involving probation revocation cases). 
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C. Accusations Filed and Average Elapsed Times from Transmittal to HQES to Accusation Filed 

Exhibit VII-3, on the next page, shows average elapsed times from transmittal of the case to HQES to accusation filed, by year, 
from 2004 through 2009, by Identifier. All (or almost all) Out-of-State cases are handled by HQES’ San Francisco office and, as shown by 
Exhibit VII-3, accusations for these cases are consistently filed within an average elapsed time of not more than about two (2) months. For 
cases with District office Identifiers, the average elapsed times from transmittal to filing are longer and, for these cases, the average 
elapsed times from transmittal to filing decreased by about six (6) weeks since 2005, but are unchanged compared to 2004. The decrease 
since 2005 in the average elapsed time to file accusations is attributable nearly entirely to a decrease during the past four (4) years in the 
average elapsed time to file accusations in the Los Angeles Metro region. In the Los Angeles Metro region the average elapsed time to file 
accusations decreased from nearly eight (8) months during 2005 to about five (5) months during 2009. However, the average elapsed 
time shown for the Los Angeles Metro region for 2005 (7.8 months) was 3.4 months (77 percent) longer than the average elapsed time 
for the region during the prior year.  

During 2005, just prior to implementation of the VE, the average elapsed time to file accusations in the Los Angeles Metro region 
suddenly spiked up, and continued to increase in subsequent years, eventually reaching a peak of more than nine (9) months during 2007, 
before decreasing to lower levels during 2008 and 2009. Table VII-1, below, shows average elapsed times from transmittal to filing for 
cases Investigated by each of the Los Angeles Metro region’s District offices from 2004 through 2009. As shown by Table VII-1, the 
variances in the aggregate regional data are also evident at each of the Los Angeles Metro region’s four (4) District offices. 

 

 

 

 

 

 

 

 

 

 

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Valencia 14 4.4 14 8.3 10 8.1 15 6.4 13 6.8 11 7.8

Ceritos 23 5.2 21 7.7 16 9.2 18 7.6 20 4.0 17 4.4

Diamond Bar 10 1.9 9 7.3 9 7.3 13 16.4 7 4.5 12 2.5

Glendale 14 5.0 13 7.9 11 9.7 19 8.0 10 9.4 12 5.5

Total 61 4.4 57 7.8 46 8.7 65 9.2 50 5.9 52 4.9

2008 2009

Table VII-1  Average Elasped Time from Transmittal of Case to HQES to Accusation Filed
Los Angeles Metro District Offices

District Office

2004 2005 2006 2007
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Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

2004 48 3.6 61 4.4 54 3.0 163 3.7 2004 48 3.6 61 4.4 52 2.7 161 3.6

2005 56 4.6 57 7.8 71 4.0 184 5.4 2005 55 4.1 55 6.9 70 3.8 180 4.8

2006 54 3.2 46 8.7 49 6.0 149 5.8 2006 54 3.2 43 8.0 48 4.8 145 5.2

2007 66 4.1 65 9.2 67 3.1 198 5.4 2007 65 3.8 55 7.1 66 2.9 186 4.5

2008 60 2.6 50 5.9 46 3.9 156 4.0 2008 60 2.6 49 5.5 44 3.1 153 3.7

2009 72 4.0 52 4.9 63 3.0 187 3.9 2009 71 3.6 49 3.8 61 2.5 181 3.3

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

2004 49 2.3 3 1.9 10 3.2 225 3.3 2004 47 0.8 3 1.9 10 3.2 221 3.0

2005 52 1.1 0 0.0 8 9.5 244 4.6 2005 52 1.1 0 0.0 5 2.2 237 4.0

2006 50 1.3 2 6.5 3 1.0 204 4.6 2006 50 1.3 2 6.5 3 1.0 200 4.1

2007 38 1.4 0 0.0 4 2.9 240 4.8 2007 38 1.4 0 0.0 4 2.8 228 3.9

2008 59 2.0 2 2.5 6 5.4 223 3.5 2008 59 2.2 2 2.5 5 1.4 219 3.2

2009 48 2.2 1 0.6 6 4.7 242 3.6 2009 48 2.2 1 0.6 6 4.7 236 3.1

2004 through 2009
Average Elapsed Times from Transmittal of Case to HQES to Accusation Filed, by Identifier

Total

Out of State
(IDENT 16)

Other
(IDENT 20, 21, and 23)

Northern California Other Southern
California

Including Cases with Timeframes Exceeding 18 Months

Out of State
(IDENT 16)

Other
(IDENT 20, 21, and 23)

Total
All Identifiers

Cases with Other Identifiers

Total

Probation
(IDENT 19)

Probation
(IDENT 19)Year Year

Cases with Other Identifiers
Total

All Identifiers

Year Year

Cases with District Office Identifiers

Excluding Cases with Timeframes Exceeding 18 Months

Cases with District Office Identifiers

Los Angeles MetroNorthern California Other Southern
CaliforniaLos Angeles Metro
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 Exhibit VII-4, on the next two pages, provides frequency distributions of elapsed time from transmittal of the case to HQES to 
accusation filed, by Identifier. The data presented in Exhibit VII-4 show that, until recently, fewer than a dozen cases per year referred for 
prosecution to HQES’ Los Angeles Metro office were filed within two (2) months of transmittal of the case. During 2007 only 15 Los 
Angeles Metro region cases were filed within four (4) months of transmittal of the case. In contrast, during this same year 43 accusations 
for Northern California region cases and 52 accusations for Other Southern California region cases were filed within four (4) months. More 
recently, during 2009, 32 Accusations were filed within four (4) months of transmittal for Los Angeles Metro region cases, a significant 
improvement for the Los Angeles Metro region. However, during 2009, much higher numbers of accusations were filed within four (4) 
months of transmittal in the other regions of the State (47 in the Northern California region and 54 in the Other Southern California 
region). 

Among the most significant factors that appear to contribute to extended elapsed times from transmittal of a case to HQES to filing 
of the accusation are included: 

1) Requests for supplemental investigations, and 

2) Inactivity while the case is pending at HQES. 

With the assistance of Medical Board staff we researched both of these sources of delay by researching the histories of nearly two (2) 
dozen individual cases. Results of this research illustrate the nature and magnitude of the problems and frustrations experienced during the 
past several years by Medical Board management and staff in the Los Angeles Metro region and, to a lesser extent, in other parts of the 
State. Furthermore, difficulties in handing off of cases for prosecution appear to be greatest in the Los Angeles Metro region where HQES 
Attorneys are most involved with investigations. These case histories also show that, in the Los Angeles Metro region, it is not at all 
unusual for cases to languish at HQES for periods of 6 to 8 months, or longer, before an accusation is filed. 

Additionally, it is apparent from these case histories that neither HQES nor the Medical Board has developed effective processes for 
regularly tracking and following-up on filings that are not prepared on a timely basis. HQES does not provide the Medical Board with a 
planned filing date that could be used to ensure alignment of HQES and Medical Board expectations regarding the urgency of the case and 
then track whether the filings are past due. In the absence of effective status tracking processes, HQES Managers and Supervisors appear 
to operate under the false impression that a high percentage of accusations are prepared within 30 to 60 days, which is simply not true 
irrespective of how narrowly the measure is defined. The Medical Board distributes listings of all pending cases on a monthly basis to all 
Enforcement Program and HQES Managers and Supervisors, but Enforcement Program management does not regularly follow-up with 
HQES regarding pleadings that are past due (e.g., by specifically alerting HQES about cases where a pleading was not received within 
period of 45 to 60 days), and HQES does not provide the Medical Board with any reporting regarding the status of cases referred for 
prosecution where the pleadings have not yet been prepared or filed. Follow-ups on overdue pleadings, at least in the Los Angeles Metro 
region, appear to occur only when initiated by Los Angeles Metro region District office Investigators or Supervisors, and these follow-ups 
appear to occur on an ad-hoc, rather than regular, basis.  
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Number Percent Number Percent Number Percent Number Percent Number Percent

2 Months or Less 18 33% 30 56% 28 43% 31 52% 26 37%

3 to 4 Months 15 27% 9 17% 15 23% 17 28% 21 30%

5 to 6 Months 8 15% 7 13% 7 11% 5 8% 12 17%

7 to 12 Months 13 24% 7 13% 11 17% 7 12% 10 14%

More than 12 Months 1 2% 1 2% 4 6% 0 0% 2 3%

  Total 55 100% 54 100% 65 100% 60 100% 71 100%

Average Elapsed Time

2 Months or Less 9 16% 6 14% 7 13% 12 24% 20 41%

3 to 4 Months 11 20% 4 9% 8 15% 11 22% 12 24%

5 to 6 Months 6 11% 6 14% 11 20% 10 20% 6 12%

7 to 12 Months 19 35% 15 35% 20 36% 10 20% 9 18%

More than 12 Months 10 18% 12 28% 9 16% 6 12% 2 4%

  Total 55 100% 43 100% 55 100% 49 100% 49 100%

Average Elapsed Time

2 Months or Less 18 26% 13 27% 28 42% 26 59% 32 52%

3 to 4 Months 29 41% 11 23% 24 36% 9 20% 22 36%

5 to 6 Months 11 16% 9 19% 7 11% 4 9% 3 5%

7 to 12 Months 11 16% 12 25% 7 11% 3 7% 3 5%

More than 12 Months 1 1% 3 6% 0 0% 2 5% 1 2%

  Total 70 100% 48 100% 66 100% 44 100% 61 100%

Average Elapsed Time
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Frequency Distribution of Elapsed Times from Transmittal of Case to HQES to Accusation Filed

Case
Identifier Elapsed Time from Transmittal to Filing1

2005 2006 2007 20092008

2005 to 2009

1 Excludes 33 cases taking longer than eighteen (18) months to file, including 19 Los Angeles Metro region cases (58 percent).
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Number Percent Number Percent Number Percent Number Percent Number Percent

2 Months or Less 45 25% 49 34% 63 34% 69 45% 78 43%

3 to 4 Months 55 31% 24 17% 47 25% 37 24% 55 30%

5 to 6 Months 25 14% 22 15% 25 13% 19 12% 21 12%

7 to 12 Months 43 24% 34 23% 38 20% 20 13% 22 12%

More than 12 Months 12 7% 16 11% 13 7% 8 5% 5 3%

  Total 180 100% 145 100% 186 100% 153 100% 181 100%

Average Elapsed Time

2 Months or Less 48 84% 45 82% 33 79% 47 71% 38 69%

3 to 4 Months 5 9% 8 15% 6 14% 8 12% 7 13%

5 to 6 Months 3 5% 1 2% 3 7% 10 15% 4 7%

7 to 12 Months 1 2% 1 2% 0 0% 1 2% 6 11%

More than 12 Months 0 0% 0 0% 0 0% 0 0% 0 0%

  Total 57 100% 55 100% 42 100% 66 100% 55 100%

Average Elapsed Time

2 Months or Less 93 39% 94 47% 96 42% 116 53% 116 49%

3 to 4 Months 60 25% 32 16% 53 23% 45 21% 62 26%

5 to 6 Months 28 12% 23 12% 28 12% 29 13% 25 11%

7 to 12 Months 44 19% 35 18% 38 17% 21 10% 28 12%

More than 12 Months 12 5% 16 8% 13 6% 8 4% 5 2%

  Total 237 100% 200 100% 228 100% 219 100% 236 100%

Average Elapsed Time

Case
Identifier Elapsed Time from Transmittal to Filing1

2005 2006

2005 to 2009

2009
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1 Excludes 33 cases taking longer than eighteen (18) months to file, including 19 Los Angeles Metro region cases (58 percent).
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Below we present results of analyses we performed of both of these sources of delay in the filing of accusations. 

1. Requests for Supplemental Investigations 

Between 2004 and 2009, a total of 63 cases had one or more supplemental investigations completed by the District 
offices, statewide, but nearly 70 percent of these cases were assigned to Los Angeles Metro region offices. On average, the 
supplemental investigations took 3 to 4 months to complete. The total number of cases with supplemental investigations 
submitted by Los Angeles Metro region offices during 2005 (12) was more than double the number submitted during the prior 
year (5), and greater than the number of cases with supplemental investigations completed over the entire 6-year period in 
each of the other regions of the State. In subsequent years, the number of cases with supplemental investigations completed 
by Los Angeles Metro region offices remained at elevated levels, but gradually declined. During 2009, Los Angeles Metro 
District offices completed supplemental investigations for four (4) cases, more than completed by all other District offices 
throughout the rest of the State. The Diamond Bar and Cerritos District offices were responsible for most of these Los Angeles 
Metro region cases (15 and 13, respectively). Consequently, our review of supplemental investigations focused on Los Angeles 
Metro region cases. 

Table VII-2, below, shows the number of supplemental investigations completed by each of the Los Angeles Metro 
region’s four (4) District offices, by year. As shown by Table VII-2, the total number of completed supplemental investigations 
submitted by Los Angeles Metro region offices during 2005 (12) was more than double the number submitted during the prior 
year (5), and greater than the number of supplemental investigations completed over the entire 6-year period in each of the 
other regions of the State. In subsequent years the number of supplemental investigations completed by Los Angeles Metro 
region District offices remained at elevated levels, but gradually declined. During 2009 Los Angeles Metro District offices 
completed four (4) supplemental investigations, more than completed by all other District offices throughout the rest of the 
State. The Diamond Bar and Cerritos offices were responsible for completing most of the region’s supplemental investigations. 

 

 

 

 

 

 

District Office 2004 2005 2006 2007 2008 2009 Total

Valencia 2 1 2 1 6

Ceritos 1 7 4 1 13

Diamond Bar 2 1 4 5 3 15

Glendale 4 1 2 1 8

Total 5 12 8 7 6 4 42

Table VII-2.  Completed Supplemental Investigations
Los Angeles Metro District Offices



 
VII. Prosecutions and Disciplinary Outcomes 

 
 

 VII - 18   

With the assistance of Medical Board staff, we researched each of the 15 supplemental investigation cases assigned to 
the Diamond Bar office. These cases involved a mix of single and multiple-patient cases and various types of complaints, 
including cases involving quality of care issues, excessive testing or treatment, sexual misconduct, criminal violations, 
excessive prescribing, and fraud. With one exception, all of the supplemental investigations were requested and completed 
prior to the filing of an accusation. The scope of most of the supplemental investigations encompassed either (1) obtaining an 
additional Medical Expert opinion, or (2) obtaining an addendum to a Medical Expert opinion. Following completion of these 
supplemental investigation activities, HQES declined to file two (2) cases. In one of these cases the decline to file was issued 
after first requesting and obtaining a second Medical Expert opinion which found multiple extreme and simple departures. 
Accusations were filed for the remaining 11 cases. For these 11 cases, the average elapsed time from transmittal to filing of 
the accusation was 10 months. Nine (9) of these cases were settled without a hearing. None of the cases that had two (2) 
Medical Expert opinions went to hearing. Two (2) cases proceeded to hearing. One (1) of these cases was a single patient case 
and the other case was a multiple patient case. Both of these cases had just one (1) Medical Expert opinion. Both of the cases 
that proceeded to hearing were dismissed. It is not clear that either case was dismissed due to problems with the Medical 
Expert or with the quality of their opinion. However, in these cases the defense may have benefitted from have two (or 
possibly more) Medical Experts as compared to HQES’ use of only a single Expert. 

Key findings resulting from this research are presented below. 

Overview of Expert Opinions Included with Transmittal – Of the 13 cases referred to HQES for prosecution, 
including two (2) consolidated cases, 12 included a Medical Expert opinion that supported referral of the case (e.g., 
one or more extreme departures, multiple simple departures, or a combination of extreme and simple departures). 
The one (1) exception was a criminal conviction case for which an Expert opinion was not required. Ten (10) cases 
had a single Medical Expert opinion and three (3) cases had two (2) Medical Expert opinions. 

Cases Transmitted with a Single Expert Opinion – Of the 10 cases referred for prosecution with a single Expert 
opinion, in five (5) cases HQES deferred preparing and filing an accusation pending preparation and submission of a 
second Medical Expert opinion or, in one case, two (2) additional Medical Expert opinions. In three (3) of the five 
(5) cases, the second Medical Expert opinion was not requested by HQES until 7 to 9 months after the case was 
referred for prosecution. In three (3) other cases that initially had a single Medical Expert opinion, HQES deferred 
preparing and filing an accusation pending preparation of an addendum to the Medical Expert opinion. In two (2) of 
these cases, HQES did not request the Addendum until more than three (3) months after the case was referred for 
prosecution. HQES did not request either a second Medical Expert opinion or an addendum to the Medical Expert 
opinion in only two (2) of the 10 single Medical Expert cases. 
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Cases Transmitted with Two Expert Opinions – HQES deferred preparing and filing an accusation pending 
preparation and submission of addendums to the Medical Expert opinions in two (2) of three (3) cases referred for 
prosecution that had two (2) Medical Expert opinions. In both cases the addendums were not requested until more 
than three (3) months after transmittal of the case.  

Additional Interview and Record Requests – HQES requested additional records in five (5) cases and additional 
interviews with the subject, patients, witnesses, or others in three (3) cases. In several instances these are the 
same cases. In several cases HQES did not submit these requests until several months after transmittal of the case. 
In several cases the additional interviews and records collection activities occurred after a second Medical Expert 
opinion or addendum had already been completed. 

Supplemental Investigation Planning – In several cases, over an extended period of time, HQES submitted a 
sequential series of requests for additional interviews, records, and modified or additional Expert opinions. With 
better planning, some of these activities could possibly have been completed in parallel, thereby reducing the 
amount of calendar time needed to complete all supplemental investigation activities. 

These case histories reflect a pattern of post-transmittal activity by some Los Angeles Metro region Attorneys that differs 
from the approach used by most Attorneys at other HQES offices. Most HQES Attorneys rarely request a second Expert 
opinion, even for single patient cases, unless a second medical specialty is involved or it is determined that a case will likely 
proceed to hearing and the departure is not obvious. This determination is usually made at some point after the accusation is 
filed. Also, most HQES Attorneys usually begin working collaboratively with the Medical Expert upon transmittal of a case, and 
do not usually decline to file or return a case to the District office Investigator solely to obtain an addendum. Instead, most 
HQES Attorneys usually discuss the case directly with the Expert during the process of drafting the accusation, and then 
provide the Expert with a draft of the accusation for their review. If an Addendum is needed, it is usually requested at a later 
point in the process. Additionally, other HQES Attorneys do not normally defer drafting and filing an accusation pending receipt 
of better quality, or certified, copies of records. 

Occasionally, supplemental investigations are needed in advance of drafting and filing the accusation, a process used by 
all HQES offices to a limited extent. However, in the case of the Diamond Bar office, it appears that this process was used 
more frequently than would have occurred if the same cases had been referred for prosecution to HQES Attorneys outside the 
Los Angeles Metro region. When requested, a supplemental investigation does not necessarily result in a suspension of the 
process of drafting and filing the Accusation, as appears to have occurred with most of these Diamond Bar cases. Even among 
the Diamond Bar cases, there was one (1) case where additional witness interviews were completed after the accusation was 
filed and another case where an addendum to a Medical Expert’s opinion was completed after the filing. In one (1) case the 
accusation was amended to consolidate another case. 
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These case histories show that HQES’ use of the supplemental investigation process contributed to the extended elapsed 
times from transmittal to filing that occurred with Diamond Bar’s cases beginning during 2005 and continuing, to a lesser 
extent, in subsequent years. The case histories also show that, in many instances, Diamond Bar’s cases languished for an 
extended period following transmittal to HQES. It is unclear what, if any, consumer protection or other benefits were realized 
from HQES’ requests for additional Medical Expert opinions and addendum reports, and associated delays in the drafting and 
filing of the accusations. 

2. Extended Periods of Limited Activity While Cases are Pending at HQES 

Enforcement Program Managers, Supervisors, and Investigators commented to us about persistent problems with cases 
languishing at HQES after referral for prosecution, especially in the Los Angeles Metro region. To substantiate their experience, 
Medical Board staff in the Los Angeles Metro region provided us with synopses of the following seven (7) cases which were 
recently transmitted to HQES’ Los Angeles Metro office (mid- to late-2009). Accusations for six (6) these cases were not 
prepared by HQES until up to ten (10) months later in mid-2010 (one case is still pending). The cases involved two (2) District 
offices in the Los Angeles Metro region and several different Lead Prosecutors and Primary DAGs. 

Case History VII-1 (9 Month Delay) – This case involved the Subject’s failure to have a chaperone present when 
seeing children. The Subject was also on probation. The accusation was not filed until 9 months after transmittal of 
the case to HQES. 

Case History VII-2 (7+ Month Delay) – This multiple patient case involved multiple extreme departures in 
connection with prescribing medications. After the District office Supervisor contacted the Lead Prosecutor to 
determine the status of the filing, HQES reassigned the case to a different Attorney. As of late-June 2010, the 
accusation had not yet been prepared (7 months after transmittal to HQES). 

Case History VII-3 (6 Month Delay) – The Medical Expert in this case identified numerous extreme departures 
involving the Subject’s care of patients. The accusation was expected to be filed about 6 months after transmittal 
of the case to HQES. 

Case History VII-4 (9 Month Delay) – The Subject in this case was convicted twice of Driving Under the Influence 
(DUI). The accusation was not filed until nine (9) months after transmittal of the case to HQES. 
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Case History VII-5 (7 Month Delay) – This case involved a patient that had unnecessary surgery. Following a 
follow-up by the District office Supervisor, the Supervising DAG replied by email that: 

“Our investigation on this subject was closed on (date). The investigation matter was assigned to DAG 
[Jane Doe]. We have no open administrative matter on this subject.” 

The District office Supervisor escalated the matter to the Medical Board’s Regional Manager. An accusation was 
filed seven (7) months after transmittal of the case to HQES. 

Case History VII-6 (5 Month Delay) – This multiple patient case involved excessive prescribing, prescribing without 
an examination, and record-keeping issues. Following transmittal of the case for prosecution, at the request of the 
District office Supervisor, the Medical Expert was asked to expand a portion of their review to include additional 
treatment dates for one of the patients. The accusation was filed five (5) months after transmittal of the Medical 
Expert’s addendum report.  

Case History VII-7 (9+ Month Delay) – This single patient case involved unnecessary surgery and related 
complications. Two Medical Expert opinions found an extreme departure, but used somewhat different wording. 
Following completion of the investigation, the Primary DAG notified the District office Supervisor that he was 
closing the case with a recommendation to issue a citation and fine. The District office Supervisor requested 
clarification from the Primary DAG and Lead Prosecutor regarding their reasons for their rejection of the case and 
suggested that they consider requesting an addendum from one of the Medical Experts to clarify their report. A few 
days later HQES’ Supervising DAG replied: 

“Thank you for the update. Because we have closed our investigation matter, we are not in a position to 
provide input at this time.” 

The District office Supervisor escalated the matter to their Area Manager and the Deputy Chief of Enforcement who 
directed the Supervisor to transmit the case to HQES. Four (4) months after transmittal of the case, HQES issued a 
Decline to File Memorandum and again recommended issuance of a citation and fine. Several months later an 
agreement was reached between the Medical Board and HQES to seek a clarification of the Medical Expert’s report, 
as suggested previously by the District office Supervisor. The Medical Expert issued an addendum clarifying their 
extreme departure finding. As of mid-July, the case is still pending. 
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D. Stipulations Prepared and Average Elapsed Times from Accusation Filed to Stipulation Received 
Exhibit VII-5, on the next page, shows average elapsed times from accusation filed to stipulation received, by year, by Identifier. The 

data shown in Exhibit VII-5 excludes Out-of-State (IDENT 16) cases transmitted by DCU directly to HQES, and cases involving petitions to 
revoke probation (IDENT ‘D’) which are believed to be distributed proportionately throughout the State. 

As shown in VII-5, for cases with District office Identifiers the average elapsed time from accusation filed to stipulation received 
decreased during the last several years (from an average of about 15 months to an average of about 11 months). However, there were 
significant performance variations between the different geographic regions of the State. For the Northern California region, the elapsed 
times generally averaged about 10 months throughout the past six (6) years. The decrease in composite elapsed times during this period, 
to a statewide average of 11 months during the past two (2) years, is attributable to improved performance in the Los Angeles Metro and 
Other Southern California regions. However, even with this improvement, the average elapsed time for the Los Angeles Metro region 
during the past two (2) years lagged performance of the other two regions. 

Exhibit VII-6 also shows average elapsed time data for cases with an Out-of-State Identifier that were settled, and one (1) case with 
a Headquarters Unit Identifier that was settled. As shown by Exhibit VII-5, only a few stipulations are received each year for these types of 
cases (or none at all). 

 

 



Exhibit VII-5

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

2004 50 10 64 19 39 14 153 15 2004 48 8 63 18 39 14 150 14

2005 36 10 49 17 50 14 135 14 2005 35 9 47 16 48 13 130 13

20062 40 12 66 18 38 16 144 16 20062 38 9 61 15 36 15 135 13

2007 48 7 33 12 55 16 136 12 2007 48 7 32 11 52 14 132 11

2008 30 10 45 10 44 12 119 11 2008 29 7 44 9 43 11 116 9

2009 52 10 45 14 34 10 131 11 2009 50 9 42 11 33 9 125 10

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

Number
of STIPs

Average
Time

(Months)

2004 1 1 154 15 2004 1 1 151 14

2005 2 6 4 29 7 13 148 14 2005 2 6 2 14 7 13 141 13

20062 2 14 146 16 20062 2 14 137 13

2007 4 3 2 13 2 5 144 12 2007 4 3 2 13 2 5 140 10

2008 3 3 1 0 3 33 126 11 2008 3 3 1 0 3 33 123 10

2009 1 24 1 5 1 9 134 11 2009 1 24 1 5 1 9 128 10

Fiscal
Year

Cases with Other Identifiers
Total

All Identifiers

Excluding Cases with Timeframes Exceeding 3 Years

Cases with District Office Identifiers

Los Angeles MetroNorthern California Other Southern
CaliforniaLos Angeles Metro TotalFiscal

Year
Fiscal
Year

Cases with District Office Identifiers

Out of State
(IDENT 16)

HQ and Internet
(IDENT 20, 22, and 23)

Total
All Identifiers

Cases with Other Identifiers

Probation
(IDENT 19)

Probation
(IDENT 19)Fiscal

Year

Excludes Petitions to Revoke Probation and Nearly All Out of State Cases

2 The VE Pilot Project was jointly implemented by the Medical Board and HQES beginning during January 2006.

1 Over the six-year period from 2004 through 2009, excludes 24 subsequent stipulation submissions related to the same complaint, 176 stipulations related to Out-of-State (IDENT 16)
   cases transmitted by DCU directly to HQES, and 82 cases involving petitions to revoke probation (IDENT 'D').

Average Elapsed Times from Accusation Filed to Stipulation Received by Identifier - 2004 thorugh 2009

Total

Out of State
(IDENT 16)

HQ and Internet
(IDENT 20,22, and 23)

Northern California Other Southern
California

Including Cases with Timeframes Exceeding 3 Years
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E. Average Elapsed Time from Stipulation Received to Board Action 

Table VII-3, below, shows the average elapsed time from stipulation received to the Board action, by year, for the past four (4) 
fiscal years. As shown by Table VII-3, this process takes an average of about three (3) months to complete for all stipulations, and also for 
just stipulations with a District office Identifier. In some cases this process can take as long as 5 to 6 years to complete. If extended cycle 
time cases are excluded, then the average elapsed time for the remaining cases decreases to about two (2) months. 

 

 

 

 

 

 

 

 

 

 

In some cases, Board action does not occur for an extended period following receipt of a proposed stipulation because the licensee 
is not available to attend the Board’s Hearing on the matter due to failing health. More frequently, the Medical Board rejects the proposed 
Stipulation and refers the case back to HQES for re-negotiation. If the licensee is not agreeable to the Board’s counter-proposal, the matter 
is re-scheduled for hearing. Prior to the Hearing a modified stipulation may be negotiated between HQES and the licensee. In these 
circumstances the elapsed time from receipt of the stipulation to Board action includes the elapsed time related to negotiating, preparing, 
submitting, and adopting the modified stipulation. Alternatively, the case proceeds to hearing and, following the hearing, a proposed 
decision is prepared and submitted to the Board. In these circumstances the elapsed time from receipt of the stipulation to Board action 
includes the elapsed time for conducting the hearing, and preparing, submitting, and adopting the proposed decision. If the licensee 
submits a petition for reconsideration or appeals the proposed decision, then the elapsed times from stipulation received to Board action 
will be further extended pending the outcome of these processes (see Section VII-G – Average Elapsed Time from Proposed Decision 
Received to Board Action).

Number
of STIPs

Average
Elapsed

Time
(Months)

Number
of STIPs

Average
Elapsed

Time
(Months)

Number
of STIPs

Average
Elapsed

Time
(Months)

Number
of STIPs

Average
Elapsed

Time
(Months)

Total Stipulations with Board Action 191 2.9 198 2.9 190 3.3 159 2.7

Less: Stipulations with Out-of-State, Headquarters, and
         Probationer Identifiers (IDENTS 16, 19, 20, 23, and D)

54 1.4 63 2.2 61 3.6 43 1.1

Stipulations with District Identifiers
(IDENTs 2 through 18, Excluding 16)

145 3.3 137 3.2 135 3.0 123 3.1

Less: Stipulations with Extended Elapsed Times
         (Longer than 1 Year)

8 22.1 2 70.7 6 26.7 7 18.0

Stipulations with District Identifiers, Excluding
Extended Elapsed Time Cases 137 2.2 135 2.2 129 1.9 116 2.2

Category

Table VII-3.  Average Elapsed Times from Stipulation Submitted to Board Action

2005/06 2006/07 2007/08 2008/09
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F. Administrative Hearings and Average Elapsed Times from Accusation Filed to Decision Received 

Exhibit VII-6, on the next page, shows the average elapsed times from accusation filed to proposed decision received, by year, by 
Identifier. The data shown in Exhibit VII-6 excludes cases involving petitions to revoke probation (IDENT ‘D’) which are believed to be 
distributed proportionately throughout the State. Only about 10 to 15 percent of cases proceed to hearing as most cases are settled prior 
to hearing. For cases with District office Identifiers, about 20 hearings are completed per year compared to an average of about 150 total 
case dispositions (stipulations plus proposed decisions). 

For cases with District office Identifiers, during the past two (2) fiscal years (2007/08 and 2008/09) an average of 18 to 20 months 
elapsed from accusation filed to proposed decision received, about the same as the average for the preceding two (2) years (2005/06 and 
2006/07). Also, the average elapsed times during the past two (2) years were about the same in all major geographic regions of the State 
(18 to 19 months). Due to the small numbers of cases involved (about a dozen cases per year for each region), it is unclear whether the 
average elapsed times have changed significantly in any of the three major geographic regions of the State. 

 



Exhibit VII-6

Number of
Decisions

Average
Time

(Months)

Number of
Decisions

Average
Time

(Months)

Number of
Decisions

Average
Time

(Months)

Number of
Decisions

Average
Time

(Months)

2005/06 4 22 18 23 11 21 33 22

2006/072 9 9 17 20 13 19 39 17

2007/08 9 19 14 18 15 21 38 19

2008/09 11 17 12 20 12 16 35 18

Number of
Decisions

Average
Time

(Months)

Number of
Decisions

Average
Time

(Months)

Number of
Decisions

Average
Time

(Months)

Number of
Decisions

Average
Time

(Months)

2005/06 7 9 40 20

2006/072 8 9 1 5 48 16

2007/08 5 11 43 18

2008/09 10 9 1 25 46 16

2005/06 through 2008/09

2 The VE Pilot Project was jointly implemented by the Medical Board and HQES beginning during January 2006.

1 Excludes cases also involving petitions to revoke probation (DAPF and DAVF Action Codes).

Average Elasped Times from Accusation Filed to Proposed Decision Received, By Identifier

Out of State
(IDENT 16)

Total

Probation
(IDENT 19)Fiscal

Year

Cases with Other Identifiers1

Total
All IdentifiersHeadquarters

(IDENT 20)

Fiscal
Year

Cases with District Office Identifiers

Northern California Other Southern
CaliforniaLos Angeles Metro
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G. Average Elapsed Time from Proposed Decision Received to Board Action 

Table VII-4, below, shows the average elapsed times from proposed decision received to Board action, by year, for the past four (4) 
fiscal years. As shown by Table VII-4, this process takes an average of 4 to 6 months to complete for all proposed decisions, and also for 
just proposed decisions with a District office Identifier. In some cases the process can take as long as 5 to 6 years to complete. If 
extended cycle time cases are excluded, then the average elapsed time for the remaining cases decreases to or 2 to 4 months. 

 

 

 

 

 

 

 

 

 

 

 

In some cases Board action does not occur for an extended period following receipt of a proposed decision because the licensee is 
not available to attend the Board’s Hearing on the matter due to failing health. In other cases the Medical Board rejects the proposed 
decision and refers it back to OAH. In these circumstances the elapsed time from receipt of the proposed decision to Board action includes 
the elapsed time for preparing and resubmitting the modified proposed decision. Additionally, the licensee may elect to submit a petition 
for reconsideration or appeal the proposed decision to Superior Court. In these circumstances, the elapsed time from receipt of the 
proposed decision to Board action includes the elapsed time for these processes, during which action by the Board may be stayed, in some 
cases for a period of years. 

Number
of PDs

Average
Elapsed

Time
(Months)

Number
of PDs

Average
Elapsed

Time
(Months)

Number
of PDs

Average
Elapsed

Time
(Months)

Number
of PDs

Average
Elapsed

Time
(Months)

Total Proposed Decisions with Board Action 71 4.7 71 6.7 70 5.6 63 4.4

Less: Proposed Decisions with Out-of-State, Headquarters,
         and Probationer Identifiers (IDENTS 16, 19, 20, 23, and D)

36 2.7 42 3.7 32 5.7 32 4.2

Proposed Decisions with District Identifiers
(IDENTs 2 through 18, Excluding 16)

39 6.1 36 8.9 42 5.0 32 4.5

Less: Proposed Decisions with Extended Elapsed Times
         (Longer than 1 Year)

4 31.5 7 36.2 4 29.7 1 23.1

Proposed Desicions with District Identifiers,
Excluding Extended Elapsed Time Cases 35 3.2 29 2.3 38 2.4 31 3.9

Category

Table VII-4.  Average Elapsed Times from Proposed Decision Received to Board Action

2005/06 2006/07 2007/08 2008/09
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H. Disciplinary Outcomes 

Exhibit VII-7, on the next page, shows disciplinary actions, by type of discipline, by Identifier for (1) the 4-year period from 2003/04 
through 2006/07, and (2) the 2-year period from 2007/08 through 2008/09. Additionally, Exhibit VII-8 shows the percentage of 
disciplinary actions requiring license revocation, surrender, suspension, or probation. As shown by Exhibit VII-7, during the past two (2) 
years there were significant variations in disciplinary outcomes between the different geographic regions of the State. 

Northern California Region 

Total Disciplinary Actions – The total number of disciplinary actions decreased by about 9 percent (from an average of 56 
actions per year to an average of 51 actions per year). 

Composition of Disciplinary Actions – The number of disciplinary actions requiring license revocation, surrender, suspension, 
or probation decreased by 7 percent (from an average of 40.25 actions per year to an average of 37.50 actions per year). The 
proportion of disciplinary actions requiring license revocation, surrender, suspension, or probation increased marginally (from 
72 percent to 74 percent). 

Los Angeles Metro Region 

Total Disciplinary Actions – The total number of disciplinary actions decreased by about 13 percent (from an average of 71 
actions per year to an average of 62 actions per year). 

Composition of Disciplinary Actions – The number of disciplinary actions requiring license revocation, surrender, suspension, 
or probation decreased by 20 percent (from an average of 52 actions per year to an average of 41.5 actions per year). The 
number of public reprimands issued changed very little. The proportion of disciplinary actions requiring license revocation, 
surrender, suspension, or probation decreased from 74 percent to 67 percent. 

Other Southern California Region 

Total Disciplinary Actions – The total number of disciplinary actions increased by about 10 percent (from an average of 58 
actions per year to an average of 66 actions per year).  

Composition of Disciplinary Actions – There was a significant increase in the number of public reprimands issued (from an 
average of 15 per year to an average of 22 per year). The number of disciplinary actions requiring license revocation, 
surrender, suspension, or probation was unchanged. Due to the increase in number of public reprimands, the proportion of 
disciplinary actions requiring license revocation, surrender, suspension, or probation decreased from 75 percent to 66 percent. 



Exhibit VII-7

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent

Revocation 11 5% 24 9% 23 10% 58 8% 46 22% 31 31% 7 13% 142 13%

Surrender 59 26% 46 16% 47 20% 152 21% 88 43% 33 33% 7 13% 280 26%

Suspension Only 0 0% 0 0% 3 1% 3 0% 0 0% 0 0% 0 0% 3 0%

Probation with Suspension 19 9% 35 12% 23 10% 77 10% 1 0% 9 9% 2 4% 89 8%

Probation Only 72 32% 103 37% 77 33% 252 34% 43 21% 27 27% 37 69% 359 33%

Public Reprimand 62 28% 74 26% 59 25% 195 26% 28 14% 1 1% 1 2% 225 20%

Total Disciplinary Outcomes 223 100% 282 100% 232 100% 737 100% 206 100% 101 100% 54 100% 1,098 100%

4-Year Average 56 71 58 184 52 25 14 275

Revocation/Surrender/Probation % 72% 74% 75% 74% 86% 99% 98% 80%

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent

Revocation 12 12% 14 11% 12 9% 38 11% 29 27% 10 27% 1 6% 78 15%

Surrender 19 19% 19 15% 21 16% 59 17% 31 28% 13 35% 2 13% 105 20%

Suspension Only 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%

Probation with Suspension 7 7% 10 8% 6 5% 23 6% 2 2% 2 5% 0 0% 27 5%

Probation Only 37 36% 40 32% 48 37% 125 35% 22 20% 12 32% 10 63% 169 33%

Public Reprimand 27 26% 41 33% 44 34% 112 31% 25 23% 0 0% 3 19% 140 27%

Total Disciplinary Outcomes 102 100% 124 100% 131 100% 357 100% 109 100% 37 100% 16 100% 519 100%

2-Year Average 51 62 66 179 55 19 8 260

Revocation/Surrender/Probation % 74% 67% 66% 69% 77% 100% 81% 73%

2003/04 through 2008/09

Disciplinary Outcome

Cases with District Office Identifiers Cases with Other Identifiers
Total

Northern California Probation (19 & D's) Other (20 to 23, 27)

Total
Total

2007/08 through 2008/09 (2 Years)

Other (20 to 23, 27)

Los Angeles Metro Other Southern CA Total Out of State (16)

Disciplinary Outcomes by Identifier

2003/04 through 2006/07 (4 Years)

Northern California Other Southern CA Out of State (16) Probation (19 & D's)

Cases with District Office Identifiers

Disciplinary Outcome

Cases with Other Identifiers

Los Angeles Metro
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With respect to the Los Angles Metro region, it is unclear whether there is a correlation between: 

 The decreased proportion of disciplinary actions requiring license revocation, surrender, suspension, or probation for Los 
Angeles Metro cases, and 

 The improved average elapsed times to reach settlement achieved in the Los Angeles Metro region during the past several 
years. 

Additionally, if there is a correlation between these findings, it is unclear whether the correlation is due to weaker or less well-prepared 
cases, a change in the composition of the cases, less effective prosecution of the cases, or a combination of these factors. 
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I. Expenditures for HQES Prosecution Services 

HQES Attorneys post time charges for prosecution-related activities to “Administrative” matters that are opened for each individual 
case. Exhibit VII-8, on the next page, summarizes HQES time charges to Administrative matters by year from 2005 through 2009. As 
shown by Exhibit VII-8, in four (4) of the past five (5) years, HQES charged between 31,000 and 34,000 hours to Administrative matters. 
The number of hours charged by HQES to Administrative matters during 2007 (38,000) was significantly higher than any of the other 
years. On a calendar year basis, during the past five (5) years the number of hours charged by Deputy Attorneys to Administrative 
matters: 

 Increased by about 20 percent in the Northern California region (from about 11,000 hours to about 13,000 hours) 

 Increased by about 30 percent in the Los Angeles Metro region (from about 10,000 hours to about 13,000 hours) and 
then decreased by about 23 percent (to about 10,000 hours) 

 Increased by about 20 percent in the Other Southern California region (from about 9,000 hours to about 11,000 hours) 
and then decreased by about 18 percent (from about 11,000 hours to less than 9,000 hours). 

On a fiscal year basis, the trends are the same, although less pronounced. 

 On a fiscal year basis, the trends are the same, although less pronounced. HQES’ hourly billing rates for Attorney services during 
2008/09 and 2009/10 were $158 and $170, respectively, or an average of $164 per hour. Assuming a $164 hourly billing rate for 
Attorney services, estimated billings during 2009 for prosecution-related services for cases assigned to the Northern California region were 
about $2.1 million compared to less than $1.6 million for cases assigned to the Los Angeles Metro and Other Southern California regions. 

As discussed previously, there are significant variations between regions in the number of prosecutions completed, as well as 
variations in other output and performance metrics, such as the proportion of disciplinary actions requiring license revocation, surrender, 
suspension, or probation. Exhibit VII-9, following Exhibit VII-8, shows the number of prosecutions completed by year, by region, for (1) 
cases with District office Identifiers, (2) SOI-related stipulations and decisions, and (3) cases with Out-of-State Identifiers. Separate 
performance ratios are shown excluding, and including, Out-of-State cases which, when included, are weighted to reflect HQES staff 
estimates that, on average, these cases take about 15 percent as much time to complete as SOIs and cases with District office Identifiers. 
As shown by Exhibit VII-9, including a 15 percent weighting of Out-of-State cases, the number of hours charged by HQES Attorneys per 
completed case was about the same for each of the three major geographic regions of the State during both 2006/07 and 2008/09 (an 
average of about 150 hours per completed case). During 2007/08 the number of hours charged per completed case was much higher than 
this average for the Los Angeles Metro region (179 hours charged per completed case), and much lower than this average for both the 
Northern California and the Other Southern California regions (132 hours per completed case and 103 hours per completed case, 
respectively). 



Exhibit VII-8

2005 2006 2007 2008 2009

Northern California1 11,333 11,718 12,960 12,231 13,026
Los Angeles Metro 10,150 9,696 12,937 11,820 9,823
San Diego (Other Southern California) 9,220 8,290 11,265 8,144 8,923
Total 30,703 29,704 37,161 32,195 31,772

Northern California1 92 15 65 317 157
Los Angeles Metro 579 835 463 514 1,191
San Diego (Other Southern California) 151 98 81 133 263
Total 822 947 608 964 1,610

Northern California1 99 221 212 106 160
Los Angeles Metro 36 7 127 0 0
San Diego (Other Southern California) 343 207 43 113 198
Total 477 436 382 219 358

Northern California1 11,524 11,954 13,237 12,654 13,342
Los Angeles Metro 10,765 10,538 13,527 12,334 11,014
San Diego (Other Southern California) 9,713 8,595 11,388 8,391 9,384
Total 32,002 31,086 38,151 33,378 33,740

2005/06 2006/07 2007/08 2008/09

Northern California1 11,525 12,339 12,596 12,628
Los Angeles Metro 9,923 11,316 12,378 10,822
San Diego (Other Southern California) 8,755 9,777 9,704 8,534
Total 30,203 33,432 34,678 31,984

Northern California1 54 40 191 237
Los Angeles Metro 707 649 489 852
San Diego (Other Southern California) 124 89 107 198
Total 885 778 787 1,287

Northern California1 160 217 159 133
Los Angeles Metro 22 67 64 0
San Diego (Other Southern California) 275 125 78 156
Total 457 409 301 289

Northern California1 11,739 12,596 12,946 12,998
Los Angeles Metro 10,652 12,032 12,931 11,674
San Diego (Other Southern California) 9,154 9,991 9,889 8,888
Total 31,545 34,619 35,766 33,560

2 Includes Fresno, Sacramento, Oakland, and San Francisco offices.
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Exhibit VII-9

Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total Northern
California

Los 
Angeles
Metro

Other
Southern
California

Total

30,203 12,339 11,316 9,777 33,432 12,596 12,378 9,704 34,678 12,628 10,822 8,534 31,984

Default Decisions 6 2 0 3 5 5 3 2 10 1 6 5 12

Accusations Withdrawn or Dismissed 22 5 4 6 15 11 6 19 36 8 8 4 20

Post-Filing Stipulations Submitted 143 45 52 42 139 41 46 58 145 40 45 37 122

Proposed Decisions Submitted 33 9 17 13 39 9 14 15 38 11 12 12 35

Total Completed Cases with District Office Identifiers 204 61 73 64 198 66 69 94 229 60 71 58 189

27 16 0 0 16 21 0 0 21 15 0 0 15

Default Decisions 12 7 0 0 7 9 0 0 9 17 0 0 17

Accusations Withdrawn or Dismissed 2 5 0 0 5 10 0 0 10 3 0 0 3

Post-Filing Stipulations Submitted 21 39 0 0 39 31 0 0 31 23 0 0 23

Proposed Decisions Submitted 7 8 0 0 8 5 0 0 5 10 0 0 10

Total Completed Cases with Out-of-State Identifiers 42 59 0 0 59 55 0 0 55 53 0 0 53

273 136 73 64 273 142 69 94 305 128 71 58 257

HQES Attorney Hours Charged per Completed Prosecution
Cases with District Identifiers and SOIs Only 131 160 155 153 156 145 179 103 139 168 152 147 157

HQES Attorney Hours Charged per Completed Prosecution
Cases with District or Out-of-State Identifiers and SOIs - 
Weighted3

127 144 155 153 150 132 179 103 134 152 152 147 151

$146 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158 $158

$20,066 $22,752 $24,490 $24,174 $23,700 $20,856 $28,282 $16,274 $21,172 $24,016 $24,016 $23,226 $23,858

Hourly Billing Rate for Attorney Services

Average Attorney Cost per Case

Output or Performance Indicator
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Hours Charged to Administrative Matters by HQES Deputy Attorneys 1

Total Completed Cases, Including SOIs and Cases with Out-of-State
Identifiers (IDENT 16)

Statement of Issues (SOI) - Stipulations and Proposed Decisions
Submitted (IDENT 20)

1 Data shown excludes hours charged for cases classified as Appeals, Mandates, Civil-State, Civil-Federal, Civil Rights, Employment, and Tort matters.
2 Data shown excludes cases involving Probationers, petitions for modification or termination of probation, petitions for reinstatement, and CME audit failure, Operation Safe Medicine, and Internet cases.
   The excluded cases are believed to be proportionately distributed throughout the State.
3 Out-of-State cases which, on average, take substantially less Attorney time to complete, are weighted 15 percent.

Estimated HQES Attorney Hours Charged per Completed Prosecution - 2006/07 through 2008/09
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During 2007/08, HQES’ Los Angeles Metro office billed significantly more hours to Administrative matters than billed during both 
2006/07 or 2008/09, but completed fewer prosecutions, resulting in a higher average number of hours billed per completed case. The 
especially low average number of hours billed during 2007/08 per completed case shown for HQES’ San Diego office is partially 
attributable to withdrawal or dismissal of an unusually large number of cases (19) during 2007/08 (a non-positive outcome). However, due 
to the especially large total number of cases completed by the San Diego office, even if the performance ratio is adjusted to exclude most 
of the withdrawn/dismissed cases, the average number of hours billed per completed case would still be significantly lower than shown for 
both of the other regions.  

In summary, a portion of the additional staffing resources authorized for HQES to support implementation of VE was utilized to 
provide higher levels of prosecution-related services. This is especially evident during 2007, and was concentrated primarily in HQES’ Los 
Angeles Metro and San Diego (Other Southern California) offices. Subsequently, during 2008 and 2009, these HQES offices redirected 
some of these resources toward providing higher levels of Investigation-related services. There may also have been some shifting in the 
reporting of hours for the some prosecution-related activities (e.g., time spent on ISOs, TROs, and PC 23s and drafting accusations is 
sometime posted to Investigation matters). In contrast, in the Northern California region there were only minimal shifts during the past two 
(2) years in the allocation of Attorney resources between investigation and prosecution-related services. Additionally, although fewer hours 
were billed by the Los Angeles Metro office for prosecution services during 2008/09 compared to the prior two (2) years, the number of 
hours billed per completed case was still the same, or higher, than billed for cases handled in each of the other two geographic regions of 
the State (even without adjusting for time posted to Investigation matters for prosecution-related services, such as time spent on ISOs, 
TROs, and PC 23s and drafting accusations). Finally, during the past several years an average of less than 150 Attorney hours were billed 
per completed case (weighted) and the Medical Board’s cost for these services averaged about $23,000 per case (weighted).  
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J. Recommendations for Improvement 

Below we discuss several key recommendations for improving prosecution process performance. These recommendations concern 
(1) Supplemental Investigations, (2) Decline to File cases, and (3) Out-of-State cases. Additional recommendations that would impact 
prosecutions are included in Section X (Organizational and Management Structures), including recommendations involving: 

 Restructuring the handling of Section 801 cases 

 Restructuring the management of District office investigations 

 Scaling back and optimizing HQES Attorney involvement in District office investigations 

 Developing new organizational structures and processes for managing HQES expenditures and tracking cases following 
referral for prosecution 

 Improving workload and performance reporting processes. 

1. Supplemental Investigations and Decline to File Cases 

In some cases, particularly in the Los Angeles Metro region, the supplemental investigation process is over-utilized and, 
to some extent, misused, resulting in unnecessary extension of the elapsed time to complete investigations, and delayed filing 
of Accusations. HQES Attorneys also sometimes decline to file cases that other Attorneys at the same or other HQES offices 
would accept and prosecute. When either of these events occurs, it sometimes triggers a dispute between HQES and Medical 
Board staff that can consume enormous amounts of resources at all levels throughout both organizations. Sometimes these 
disputes become very contentious, poisoning relationships not only between the parties involved in the dispute, but 
throughout both organizations. Alternatively, Enforcement Program staff acquiesce to HQES direction and either perform 
whatever additional investigative activities are requested, or close the case, even though they may disagree with this 
disposition. It is surprising that these types of disagreements can arise in a system that jointly assigns an Investigator an 
Attorney to each case at the onset of each investigation, and continuing through to its conclusion, especially in the Los 
Angeles Metro region where HQES Attorneys are most involved with the investigations. As the same types of disputes 
continue to surface, and continue to surface most frequently in the Los Angeles Metro region, it appears that the underlying 
causes of these disputes are not being addressed. A better process is needed to quickly, and impartially, resolve these 
disputes in a manner that reduces conflict and helps to prevent similar disputes from surfacing in the future.  

Recommendation No. VII-1. Establish independent panels to review all requests for supplemental investigations and 
all decline to file cases. The reviews should be completed expeditiously (e.g., within 1 to 2 days of issuance of the 
request for supplemental investigation or Decline to File Memorandum). For Northern California cases, the panel 
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members should include a Regional Manager and Supervising DAG from the Southern California region, plus the 
Medical Board’s HQES Services Monitor (see Recommendation No. X-6). For Southern California cases, the panel 
members should include a Regional Manager and Supervising DAG from the Northern California region, plus the 
Medical Board’s HQES Services Monitor. The panels should review all decline to file cases and all requests for 
supplemental investigations for any cases where preparation of the pleading will be delayed pending completion of 
the supplemental investigation, and then advise the Chief of Enforcement, the Senior Assistant Attorney General, 
and all Medical Board and HQES Managers and Supervisors involved in the matter as to the results of their review, 
including recommended disposition of the matter.   

2. Out-of-State Cases 

The processes used to prepare Accusations for Out-of-State cases are currently working reasonably well. Some Out-of-
State cases are currently handled by Medical Board staff without HQES involvement, but most cases are referred to HQES, 
which prepares an Accusation and, in most cases, negotiates a surrender of the Subject’s license. It is unclear why an HQES 
Attorney is needed to perform these services for all of these cases. Additional staffing for DCU is expected to be authorized 
through the 2010/11 Budget which could provide DCU with the capability to draft many of these accusations, file the 
pleading, and negotiate related license surrenders. HQES Attorney involvement could be limited to reviewing the draft 
accusation and stipulation (on-line) and handling a limited number of more complex cases. Use of Medical Board staff in lieu 
of HQES Attorneys would reduce costs for these services and enable redirection of HQES resources to other cases. 

Recommendation No. VII-2. Restructure the processes used for preparing accusations for Out-of-State cases to 
reduce the number of cases referred to HQES. Utilize DCU staffing resources to draft accusations and license 
surrender stipulations for Out-of-State cases. 
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This section presents results of our assessment of the Probation Program. Results of this assessment show that the investigations 
and prosecutions of Probationers are being adversely impacted by the same factors as are impacting investigations and prosecutions of 
Non-Probationers. Additionally, needs exist to improve the processes used to ensure that on-going probation monitoring functions are 
regularly and properly performed. 

The section is organized as follows: 

 Subsection Title 

A. Investigations of Probationers and Petitions to Revoke Probation 

B. Probationer Intake and Monitoring 

C. Petitions for Modification or Termination of Probation. 
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A. Investigations of Probationers and Petitions to Revoke Probation 

As shown by Exhibit VI-5, in Section VI, the Medical Board typically investigates about 50 cases per year involving Probationers 
(IDENT 19). In recent years, the average elapsed time to complete these investigations increased by about one (1) month (from 10 months 
to 11 months). Typically, about 30 cases are closed (60 percent), and the remaining cases (40 percent) are referred for prosecution. There 
is not a significant difference between the average elapsed time to complete investigations of cases that are closed and the average 
elapsed time to complete investigations of cases that are referred for prosecution. On average, investigations of Probationers take less 
time than investigations of Non-Probationers, possibly reflecting differences in the nature of many of these cases (e.g., a higher proportion 
of cases involving a violation of the terms of Probation). Additionally, prior to 2008/09, investigations of Probationers were not included in 
the VE Pilot Project. 

Following referral for prosecution, if a petition to revoke probation is recommended, the Identifier on the case is changed to a ‘D’. In 
some cases only a petition to revoke probation is filed, in other cases an accusation and a petition for revocation of probation are filed and, 
in rare cases, only an accusation is filed (e.g., if the term of the probation has expired). The absence of a District office Identifier for these 
cases (both 19s and Ds) makes it more difficult to determine the distribution of these cases by office or geographic region. However, the 
geographic distribution of cases involving Probationers is believed to be proportionate to the geographic distribution of Probationers, which 
is believed to be consistent with the geographic distribution of licensees and complaints referred for investigation. 

As with referrals of non-Probationer cases to HQES, problems are sometimes experienced with referrals of Probationer cases to 
HQES, particularly in the Los Angeles Metro region. The following case summaries illustrate the some of the types of problems 
experienced with cases referred for prosecution to HQES’ Los Angeles Metro office. 

Case History VIII-1 (10 Month Delay). The Subject in this case was required to have a chaperone present when examining 
female patients. An investigation was completed that determined that the Subject did not have a chaperone present on 
numerous occasions when examining minor female patients. An accusation and petition to revoke probation were not filed 
until 10 months after referral of the case for prosecution. 

Case History VIII-2 (18+ Month Delay). The Subject in this case was non-compliant with multiple terms and conditions of 
their probation, including refusing to enroll in and attend PACE, failing to submit Quarterly Reports, and failing to attend 
quarterly meetings with the Probation Monitor. The Medical Board issued an automatic suspension order, which remains in 
effect, and referred the case for prosecution. HQES now claims that it does not have the package, which the Medical Board 
now plans to resubmit. The delay in this case has already exceeded 18 months. 

Case History VIII-3 (8+ Month Delay).  The Subject in this case was required to abstain from the use of alcohol, but tested 
positive for a controlled substance. More than eight (8) months after referral of the case for prosecution, HQES had not 
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declined to file the case or prepared an accusation/petition to revoke probation. There is a disagreement between HQES and 
the Medical Board regarding the District office’s response to HQES’ request for additional investigation of the case. 

Case History VIII-4 (4+ Month Delay). The Subject in this case was non-compliant with payment of cost recovery and 
probation monitoring costs, which had not been paid for years. More than four (4) months after the case was referred for 
prosecution, and approaching the point at which the Medical Board could lose jurisdiction, HQES had not declined to file the 
case or prepared a petition to revoke probation. 

Several recommendations for improvement that would impact the investigations and prosecutions of Probationers, and help to 
address the problems illustrated in these case histories, are included in Sections V (Investigations) and Section X (Organizational and 
Management Structures), including recommendations involving: 

 Restructuring the management of District office 
investigations 

 Scaling back and optimizing HQES Attorney 
involvement in District office investigations 

 Developing new organizational structures and 
processes for managing HQES expenditures and 
tracking cases following referral for prosecution 

 Improved workload and performance reporting 
processes. 
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B. Probationer Intake and Monitoring 

The Medical Board’s Probation Monitoring Unit is responsible for intake and monitoring of Probationers. The Probation Monitoring 
Unit is organized into three (3) regional business units, with 4 to 7 Inspectors and one (1) clerical support position allocated to each unit. 
The regional units are each supervised by an Inspector III who reports to the Probation Management Unit’s Manager (an SSM I). Key 
activities performed by Probation Monitoring staff are summarized below. 

1. Intake Interviews 

Intake interviews are completed for all new Probationers. During the interview the Probation Monitor reviews all of the 
terms and conditions of probation with the Probationer. On an annual basis about 100 new Probations are assigned to the 
Probation Monitoring Program, plus about a dozen others who are based outside the State and are not monitored (referred to 
as “tolling”). Data are not currently captured regarding the number of Intake Interviews completed or the elapsed time from 
commencement of probation to completion of the Intake Interviews. 

2. First Year Monitoring 

During the first year of probation emphasis is typically placed on ensuring compliance with terms and conditions 
involving participation in PACE, education, obtaining a practice monitor, chaperones, biologic fluid testing, and other 
requirements. Typically, these terms and conditions are “front-loaded” by the Board’s decision. Additionally, Probationers are 
required to submit Quarterly Reports and to meet on a quarterly basis with the Medical Board’s Probation Monitor.  

3. Subsequent Year Monitoring 

Subsequent year monitoring is generally limited to reviewing Quarterly Reports submitted by the Probationer and meeting 
quarterly with the Probationer. Including first-year participants, about 450 In-State Probationers are currently monitored (an 
average of about 30 to 35 cases per position, depending on vacancies). 

4. Performance Reporting 

Probation Program performance reporting focuses exclusively on tracking the number of Probationers, and new 
assignments, reassignments, and terminations or completions. More recently, attention has begun to focus on the completion 
of Intake Interviews, and the elapsed time from commencement of probation to completion of the Intake Interview. 
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The Medical Board does not currently capture data regarding the scheduling and completion of Quarterly Reviews with 
Probationers. Consequently, data are not available, without reviewing individual case files regarding any of the following: 

 The extent to which Quarterly Reviews are completed on a quarterly basis, as scheduled 

 The number and proportion of Quarterly Reviews completed on-site at the Probationer’s office 

 The number and proportion of Quarterly Reviews completed at other locations 

 The number and proportion of Quarterly Reviews completed without meeting with the Probationer 

 The number of random visits completed (e.g., to the offices of sole practitioners). 

Needs exist to improve the processes used ensure that Probationer monitoring functions are regularly and properly performed. 

Recommendation No. VIII-1. Develop systems for tracking and reporting completion of quarterly reviews, random 
office visits, and other key probation monitoring activities. 
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C. Petitions for Modification or Termination of Probation 

Petitions for modification or termination of probation are submitted to DCU which forwards the petitions and supporting 
documentation to the Probation Unit Manager who researches the cases and determines whether to assign the petitions to Probation Unit 
staff or refer to the District offices for investigation. Cases involving Probationers with compliance deficiencies or another active 
Investigation are referred to the District offices. Otherwise, the cases are assigned to staff within the Probation Units. Cases referred to 
the District offices are handled as VE cases, with joint assignment of an HQES Attorney and an Investigator to each case. Following 
investigation by either the Probation Unit or the District office, and irrespective of the Probationer’s compliance record or the nature of the 
requested changes to the terms and conditions of their probation, the petitions are transmitted to HQES which presents the cases for 
hearing. 

It is unclear why cases referred to the District offices are included in the VE Pilot Project as they are not complaints and the basic 
character of these cases, and the types of unvestigations performed, are completely different from complaints. It is also unclear why 
hearings are required for all of these matters. A Medical Board analyst could potentially review the cases prior to referral to HQES, and 
make a determination, in some cases, as to whether to accept the Petition and then present it directly to the Board, without any 
involvement of HQES and OAH. The remaining cases could still be referred to HQES for hearing. 

Recommendation No. VIII-2. Restructure the processes used for investigating petitions for modification or termination of 
probation. Exclude cases referred to the District offices from the VE Program, and screen out petitions from referral to HQES 
that do not need a hearing before an ALJ. 
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This section presents an integrated assessment of the performance of the Enforcement Program. The assessment highlights 
significant changes in outputs and performance that occurred during the past several years following implementation of VE. Key statistical 
measures of overall Enforcement Program performance are presented, including: 

 Number of ISOs/TROs sought and granted 

 Number of accusations filed and average elapsed time from referral for Investigation to accusation filed 

 Number of stipulations received and average elapsed time from referral for Investigation to stipulation received 

 Number of disciplinary actions, decomposed by level of discipline imposed. 

Since implementation of VE during 2006 there has been a marked deterioration in overall enforcement process performance. 
Investigator turnover has increased, fewer interim suspension actions are taken, investigations take longer to complete, fewer cases are 
referred for prosecution, and there has not been any significant improvement in the the disciplinary outcomes achieved or the timeframe to 
achieve these outcomes. Concurrently, the Medical Board’s costs for HQES legal services have increased due to rate increases and 
increased Attorney staffing authorized to support implementation of VE. Of particular concern is the increase in the amount of time needed 
to complete Quality of Care case investigations. These investigations already take an average of more than 18 months to complete for 
cases that are referred for prosecution. 

The more intensive involvement of HQES Attorneys in investigations appears to be contributing to elevated attrition of seasoned 
Investigators and deteriorating Enforcement Program performance. These impacts are most apparent in the Los Angeles Metro region 
where HQES Attorney involvement is greatest (2 to 3 times higher than the level of involvement of HQES Attorneys in other regions of the 
State). Recently implemented policy changes requiring a second Medical Expert opinion for most (or all) single patient cases assigned to 
Los Angeles Metro District offices could further increase the amount of time needed to complete some quality of care case investigations, 
increase Investigator caseloads, reduce the availability of Medical Experts, particularly in specialized areas of practice, and increase 
Investigator turnover and Medical Board costs. Finally, as aged cases migrate from the Investigation Stage to the Prosecution Stage during 
2009/10 and subsequent years, it is likely that average elapsed times from case referral for investigation to stipulation received will 
increase. 

There are a number of factors over the past several years that have contributed to the Enforcement Program’s inability to meet its 
goals. The loss of Investigators to a number of state agencies is likely to have contributed, although it is not possible to know whether or 
to what extent goals would have been met if fewer Investigators had separated from the Board. It is, however a fact that the Board has 
experienced a number of lateral transfers (non-promotional) to other State agencies subsequent to implementation of Vertical Enforcement. 
Some staff were disappointed that pay raises did not materialize, case levels did not decline as hoped, and the Investigators were not 
transferred to the Department of Justice. It is also a fact that there are tensions between Medical Board and HQES management, and a 
lack of consistency of VE implementation among regions. All parties involved are jointly responsible for ensuring stability and an 
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employment environment conducive to productivity, and it would appear that significant and continuing problems in this area have not 
been sufficiently addressed. Although current Enforcement Program staffing levels are higher than they have been in several years and the 
workforce is stable, likely due to current economic conditions, as the economy improves the Medical Board may again experience high 
attrition and vacancy rates if improvements are not made. 

The remainder of this section is organized as follows: 

 Subsection Title 

A. Complaints Handled and Average Elapsed Times from Initiation to Referral for Investigation 

B. ISOs/TROs Sought and Granted 

C. Accusations Filed and Average Elapsed Times from Referral for Investigation to Accusation Filed 

D. Accusations Withdrawn or Dismissed 

E. Stipulations Prepared and Average Elapsed Times from Referral for Investigation to Stipulation Submitted 

F. Efficiency of Investigations and Prosecutions 

G. Disciplinary Outcomes. 

Recommendations for improvements are separately presented in Section V (Complaint Intake and Screening), Section VI (Investigations), 
Section VII (Prosecutions and Disciplinary Outcomes), Section VIII (Probation Program), and Section X (Organizational and Management 
Structures). 
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A. Complaints Handled and Average Elapsed Times from Initiation to Referral for Investigation or Prosecution 

As discussed in Section V, during 2008/09 the average elapsed time to close or refer complaints for investigation or prosecution 
was about 2.5 months, excluding a significant number of non-jurisdictional complaints closed during the Intake Stage. For complaints not 
reviewed by a Medical Specialist, the average elapsed time to close or refer complaints for investigation or prosecution was about two (2) 
months. For complaints reviewed by a Medical Specialist, the average time to close or refer the complaints was about four (4) months. 
Some high priority complaints are referred for investigation or prosecution with only limited screening. Consequently, for complaints 
referred for investigation or prosecution, the average elapsed time was shorter than the average elapsed time for complaints that are 
closed and referred for investigation or prosecution (about 2.1 months for complaints that are referred for investigation or prosecution 
compared to 2.6 months for complaints that are closed or referred). Reflecting additional time requirements to obtain records and have a 
Medical Consultant review the cases, the average elapsed time to close or refer quality of care complaints, which account for about one-
half of all complaints, was about three (3) months. The average elapsed time to close or refer other complaints was less than two (2) 
months. Following implementation of requirements for review of all quality of care complaints by a Medical Specialist, the proportion of 
complaints referred for investigation or prosecution decreased by about 15 percent (from 20 percent to 17 percent). In recent years only 
about 17 percent of complaints were referred for investigation or prosecution. 

During the past several years, the number of complaints opened decreased by about 5 percent, the number of complaints closed 
decreased by about 10 percent, and the number of complaints referred for investigation or prosecution decreased by about 15 percent. 
Concurrently, the number of pending complaints and the average elapsed time to close or refer cases increased by about 25 percent. 
Recent growth in the number of pending complaints and increases in average elapsed times to close or refer complaints appear unrelated 
to implementation of Specialty Review requirements earlier in the decade. Rather, these increases, which are concentrated in the past two 
(2) years, appear to be primarily a result of: 

 The reduced availability of staffing resources due to restrictions on the use of overtime, staff turnover and vacancies, and 
work furloughs 

 Changes in the composition of complaints, including significant decreases in Out-of-State and Medical Board-originated 
cases which, on average, are closed or referred for investigation or prosecution much more quickly than other complaints. 
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B. ISOs/TROs Sought and Granted 

It was anticipated that, as a result of earlier involvement of HQES Attorneys in case investigations, increased numbers of ISOs and 
TROs would be sought and granted, which would enhance consumer protection by more quickly restricting the physician’s practice of 
medicine. Table IX-1, below, shows the number of ISOs and TROs sought and granted, by year, for the past six (6) fiscal years. During the 
past several years, significantly fewer ISOs and TROs were sought. Also, significantly fewer were granted. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Implementation of VE has not increased the number of ISOs and TROs sought and granted, notwithstanding higher levels of Attorney 
involvement in the investigations. Instead, since implementation of VE, the number of ISOs and TROs sought and granted has decreased 
by more than 30 percent. This decrease significantly exceeds any decrease that could be attributed to reductions in the number of cases 
referred for investigation. 
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2003/04 5 4 15 24 0 1 1 26 6 1 9 16 1 5 22

2004/05 6 15 15 36 1 1 1 39 8 5 7 20 1 8 29

2005/06 10 3 10 23 23 10 1 9 20 4 24

3-Year Average 7 7 13 28 1 1 1 29 8 2 8 19 1 6 25

2006/07 11 2 9 22 22 10 2 4 16 2 18

2007/08 6 8 4 18 2 20 5 6 2 13 2 15

2008/09 10 4 1 15 3 18 9 2 1 12 1 3 16

3-Year Average 9 5 5 18 3 20 8 3 2 14 1 2 16

Table IX-1.  ISOs/TROs Sought and Granted

ISO/TRO Granted

District Office Identifiers Other Identifiers

To
ta

l

To
ta

l

ISO/TRO Sought

Other IdentifiersDistrict Office Identifiers

Fiscal
Year
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C. Accusations Filed and Average Elapsed Times from Referral for Investigation to Accusation Filed 

Another anticipated benefit of VE was a reduction in elapsed times from referral of a case for investigation to filing of the 
accusation. For example, it was expected that with HQES Attorneys more involved with investigations, that it would take less time to 
obtain medical and other records needed to determine the merits of a complaint. Also, cases that were not viable could be identified and 
closed more quickly, thereby enabling redirection of resources to other cases, and accelerating completion of the Investigations while 
concurrently improving the quality of the cases. Finally, because an HQES Attorney was already very familiar with their cases and had 
directed various investigative activities, including the gathering of evidence, interviewing patients, witnesses, and subjects, and selecting a 
Medical Expert, and reviewing the evidence and the Medical Consultant’s and Medical Expert’s reports, and the reports of investigation 
prepared by the Investigator, it would take them significantly less time to prepare the accusation, which provides notice to the public of 
alleged negligence or misconduct by a licensee 

As shown by Exhibit IX-1, on the next page, these expected performance improvements have not been realized. For cases with 
District office Identifiers, the average elapsed time from referral for investigation to accusation filed increased by two (2) months during 
the past several years. Average elapsed times from referred for investigation to accusation filed increased in all three (3) geographic 
regions. However, there were significant performance variances between the regions. The Northern California and Other Southern 
California regions had much shorter average elapsed times than the Los Angeles Metro region (17 to 19 months for the Northern California 
and Other Southern California regions compared to 22 to 23 months for the Los Angeles Metro region, a difference of 5 to 6 months). 
From this data it is abundantly clear that the much higher level of involvement of HQES Attorneys in Los Angeles Metro region cases has 
not provided any differential benefit in terms of achieving lower average elapsed times from referral of a case for Investigation to filing of 
the accusation. The higher level of involvement of HQES Attorneys in Other Southern California region cases, as compared to the level of 
involvement of HQES Attorneys in Northern California region cases, also has not provided any differential benefit in terms of achieving 
lower average elapsed times from referral a case for Investigation to filing of the accusation. 
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Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

2004 48 17 61 19 54 14 163 17 2004 48 17 61 19 53 14 162 17

2005 56 19 56 22 71 16 183 19 2005 55 18 55 21 71 16 181 18

20062 54 17 45 21 50 17 149 18 20062 54 17 43 21 48 16 145 18

2007 66 17 65 22 67 16 198 18 2007 65 16 55 20 66 16 186 17

2008 60 18 50 21 45 18 155 19 2008 60 18 49 20 43 18 152 19

2009 72 19 51 21 64 19 187 20 2009 71 18 48 20 61 19 180 19

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

Number
of Filings

Average
Time

(Months)

2004 2 13 3 19 10 11 178 16 2004 2 13 3 19 10 11 177 16

2005 2 8 0 0 5 27 190 19 2005 2 8 2 17 185 18

20062 3 9 1 35 0 0 153 18 20062 3 9 1 35 149 18

2007 5 12 0 0 1 18 204 18 2007 5 12 1 18 192 17

2008 4 10 2 23 0 0 161 19 2008 4 10 2 23 158 18

2009 0 0 1 36 6 15 194 19 2009 1 36 6 15 187 19

2004 through 2009

2 The Vertical Enforcement Pilot Project was jointly implemented by the Medical Board and HQES beginning during January 2006.

1 Over the six-year period from 2004 through 2009, excludes 279 accuations filed related to Out-of-State (IDENT 16) cases transmitted by DUC directly to HQES, and 16 accusations
   filed related to Headquarters, CME audit failure, and Internet cases (IDENTs 20, 21, and 23) transmitted by various Headquarters Units directly to HQES. Also excludes five (5) cases
   involving petitions to revoke probation (IDENT 'D').

Average Elapsed Times from Referral to Investigation to Accusation Filed, by Identifier

Total

Out of State
(IDENT 16)

HQ, CME Audit,
and Internet

(IDENT 20,21, and 23)

Northern California Other Southern
California

Including Cases with Transmittal to Filing Timeframes Exceeding 18 Months

Total
All Case Identifiers

Cases with Other Identifiers1

Total

Probation
(IDENT 19)Year Year

Cases with Other Identifiers1

Total
All Case Identifiers

HQ, CME Audit,
and Internet

(IDENT 20,21, and 23)

Out of State
(IDENT 16)

Probation
(IDENT 19)

Year Year

Cases with District Office Identifiers

Excluding Cases with Transmittal to Filing Timeframes Exceeding 18 Months

Cases with District Office Identifiers

Los Angeles MetroNorthern California Other Southern
CaliforniaLos Angeles Metro
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 D. Accusations Withdrawn or Dismissed 

With greater HQES Attorney involvement in investigations, it might be expected that fewer accusations would be withdrawn or 
dismissed. However, the number of accusations withdrawn or dismissed is small in comparison to the total number of accusations filed 
(about 10 percent), and accusations may be withdrawn or dismissed due to changing circumstances and other factors that are outside of 
the control of both the Medical Board and HQES (e.g., successful completion of the Diversion Program, death of the Subject, etc.). 

A review of the statistical data appears to show that dismissals and withdrawals have remained essentially constant over the past 
five years. Changes appear to be due to statistical spikes only, and do not reflect any continuous trend or pattern. 

As shown by Table IX-2, below, during the past five (5) fiscal years there has not been any sustained change in the number of 
accusations withdrawn, and the number of accusations dismissed recently increased. Due to a one-year spike in accusations withdrawn 
and dismissed during 2007/08, the average number of accusations withdrawn or dismissed during the past two (2) years (29 cases per 
year) was significantly higher than the average number of accusations withdrawn or dismissed during the preceding three (3) years (21 
cases per year). 

 

 

 

 

 

 

 

 

 

Most of the accusations that were withdrawn or dismissed during 2007/08 involved cases that were investigated by District offices in the 
Northern California or Other Southern California regions. During 2007/08, 26 accusations were withdrawn and 10 were dismissed. About 
a dozen cases were withdrawn after determining that there was not sufficient evidence to prevail at a hearing. Other causes for these 
withdrawals included: 

 The Medical Expert changed their opinion (about a half-dozen cases) 

Northern
California

Los Angeles
Metro

Other Southern
California Total

2004/05 6 10 10 26

2005/06 6 9 7 22

2006/07 5 4 6 15

3-Year Average 6 8 8 22

2007/08 11 6 19 36

2008/09 8 8 4 20

2-Year Average 10 7 12 29

Cases with District Office Identifiers Withdrawn or Dismissed

Table IX-2. Accusations Withdrawn and Dismissed

Fiscal
Year
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 The license was cancelled, the respondent died, or the statute of limitations ran (several cases) 

 A citation or public letter of reprimand was issued in lieu of discipline (2 cases) 

 The Subject successfully completed the Diversion Program (2 cases). 

The unusually high number of accusations withdrawn during 2007/08 did not persist into 2008/09. 
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E. Stipulations Prepared and Average Elapsed Times from Referral for Investigation to Stipulation Received 

Implementation of VE was expected to reduce average elapsed times from referral of a case for investigation to stipulation received, 
which effectively represents completion of the prosecution phase of the enforcement process. It was anticipated, for example, that in 
addition to reducing the average elapsed time to complete investigations and to file accusations, that implementation of VE might (1) 
marginally increase the proportion of cases that are settled without a hearing, and (2) reduce the average elapsed time to negotiate a 
settlement and prepare the stipulation. 

With respect to increasing the proportion of cases that settle rather than proceed to hearing, about 80 to 85 percent of cases 
usually settle without a hearing. Thus, it was considered unlikely that implementation of VE would significantly increase the proportion of 
cases that might settle without a hearing. On an annual basis for the past six (6) years, the proportion of cases that did not settle, and 
proceeded to hearing, fluctuated between 15 and 20 percent. There is no evidence that implementation of VE had any significant 
beneficial impact in terms of increasing the proportion of cases that settle without a hearing. 

As shown by Exhibit IX-2, on the next page, for cases with District office Identifiers: 

 The number of stipulations submitted decreased during the last several years, particularly in the Los Angeles Metro and 
Other Southern California regions 

 The average elapsed times from referral for investigation to stipulation received changed very little and, for all regions, 
this performance measure was only marginally lower during the past three (3) years during the preceding three (3) years. 

However, as aged cases migrate from the Investigation Stage to the Prosecution Stage during 2009/10 and subsequent years, it is likely 
that the average elapsed times from referral for investigation to stipulation received will increase. Additionally, as shown by Exhibit IX-2, 
there are significant performance variations between geographic regions of the State. For example, the Los Angeles Metro region 
consistently had significantly higher average elapsed times from referral for investigation to stipulation received than the other regions. 
During the past two (2) years the average elapsed time for the Los Angeles Metro region was about seven (7) months longer than the 
average elapsed time for the Northern California region, and about three (3) months longer than the average elapsed time for the Other 
Southern California region. 



Exhibit IX-2

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

2004 50 2.2 64 3.1 39 2.5 153 2.7 2004 48 2.1 60 3.0 39 2.5 147 2.6

2005 36 2.4 49 3.1 50 2.4 135 2.7 2005 34 2.3 43 2.9 49 2.4 126 2.5

20062 40 2.4 66 3.1 38 2.7 144 2.8 20062 37 2.1 59 2.9 33 2.3 129 2.5

2007 48 2.0 33 2.9 55 2.8 136 2.5 2007 48 2.0 32 2.8 51 2.5 131 2.4

2008 30 2.1 45 2.6 44 2.4 119 2.4 2008 29 1.9 41 2.5 41 2.3 111 2.3

2009 52 2.2 45 3.0 34 2.4 131 2.5 2009 50 2.1 41 2.8 33 2.4 124 2.4

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

Number
of STIPs

Average
Time

(Years)

2004 1 0.6 154 2.6 2004 1 0.6 148 2.6

2005 2 1.3 4 4.0 7 2.4 148 2.7 2005 2 1.4 2 3.1 7 2.4 137 2.5

20062 2 4.0 146 2.8 20062 1 3.8 130 2.5

2007 4 1.1 2 3.6 2 0.7 144 2.5 2007 4 1.1 2 3.6 2 0.7 139 2.3

2008 3 1.4 1 1.3 3 2.8 126 2.4 2008 3 1.4 1 1.3 2 1.6 117 2.2

2009 1 3.3 1 2.9 1 0.9 134 2.5 2009 1 3.2 1 2.9 1 0.9 127 2.4

2004 through 2009

Excluding Cases with Post-Investigation Elapsed Times Exceeding 3 Years

Cases with District Office Identifiers

Los Angeles MetroNorthern California Other Southern
California

2 The Vertical Enforcement Pilot Project was jointly implemented by the Medical Board and HQES during January 2006.

Year Year

Cases with District Office Identifiers

Los Angeles Metro

Probation
(IDENT 19)Year Year

Cases with Other Identifiers
Total

All Identifiers
Total

All Identifiers

Cases with Other Identifiers

Total

Probation
(IDENT 19)

1 Over the six-year period from 2004 through 2009, excludes 24 subsequent submissions related to the same complaint, 176 stipulations related to Out-of-State (IDENT 16) cases transmitted
   by DCU directly to HQES, and 82 cases involving petitions to revoke probation (IDENT 'D').

Average Elapsed Times from Referral for Investigation to Stipulation Submitted, by Identifier

Total

Out of State
(IDENT 16)

HQ and Internet
(IDENT 20, 22, and 23)

Northern California Other Southern
California

Including Cases with Post-Investigation Elapsed Times Exceeding 3 Years

Out of State
(IDENT 16)

HQ and Internet
(IDENT 20, 22, and 23)
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Finally, as shown by Table IX-3, below, during the past several years the average elapsed times from referral for 
investigation to stipulation received have changed very little for either quality of care or for other cases. It was anticipated that the 
elapsed times for quality of care cases would be impacted most by implementation of VE (e.g., by reducing the time taken to 
obtain medical and other records). 

 

 

 

 

 

 

 

 

 

 

 

Table IX-3 shows that the average elapsed time to investigate and prosecute quality of care cases remains at least eight (8) 
months longer than the average elapsed time for other cases (i.e., an average of about 2.7 years, or longer, for quality of care 
cases compared to an average of about 2.0 years for other cases).  

Number of
Stipulations

Average
Elapsed Time

Number of
Stipulations

Average
Elapsed Time

Number of
Stipulations

Average
Elapsed Time

2005 102 2.8 Years 35 2.2 Years 137 2.6 Years

20062 102 3.2 Years 42 1.9 Years 144 2.8 Years

2007 98 2.7 Years 42 2.2 Years 140 2.5 Years

2008 90 2.7 Years 32 1.7 Years 122 2.4 Years

2009 88 2.8 Years 44 2.1 Years 132 2.6 Years

2 The Vertical Enforcement Pilot Project was jointly implemented by the Medical Board and HQES beginning during January 2006.

1 Over the five-year period from 2005 through 2009, excludes 24 subsequent stipulation submittals related to the same complaint,
   141 stipulations related to Out-of-State (IDENT 16) cases transmitted by DCU directly to HQES, eight (8) cases involving
   probationers (IDENT 19), fifteen (15) cases originated by various Headquarters Units (IDENTs 20, 22, and 23), and 65 cases
   involving petitions to revoke probation (IDENT 'D').

Table IX-3. Average Elapsed Times from Referral for Investigation to Stipulation
Received, by Type of Case1 - 2005 through 2009

Quality of Care Cases Other Cases
Calendar Year

Total
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F. Efficiency of Investigations and Prosecutions 

Expectations that implementation of VE would improve efficiency have not been realized. To support implementation of VE, eight (8) 
additional Investigator and Assistant Investigator positions and 10 additional HQES Attorney positions were authorized. These additional 
positions increased Investigator staffing by about 10 percent and increased HQES Attorney staffing my more than 20 percent. Following 
implementation of VE, the number of investigations completed, the number of cases referred for prosecution, the number of accusations 
filed, and the number of stipulations prepared have all declined by 15 percent or more. Additionally, during this period the number of 
pending investigations and the number of pending legal cases both increased by more than 15 percent. In summary, higher levels of 
resources are now being used to produce increasingly lower levels of output. 

 

 

 



 
IX. Integrated Assessment of Enforcement Program Performance 

 
 

 IX - 13  

G. Disciplinary Outcomes 

Exhibit IX-3, on the next page, shows disciplinary outcomes by referral source for (1) a baseline period of four (4) years from 
2003/04 through 2006/07, and (2) the most recent two (2) fiscal years. As shown by Exhibit IX-3, the total number of disciplinary actions 
decreased from an average of 312 per year during the 4-year baseline period to an average of 292 per year for the past two (2) years. 
Additionally, the decrease in numbers of disciplinary actions is even greater if Out-of-State cases, which are rarely handled by the District 
offices, are excluded. Disciplinary outcomes have not improved since implementation of VE. 

As discussed previously in Section VII, there was no change in the number disciplinary actions requiring license revocation, 
surrender, suspension, or probation for Other Southern California region cases, and the number of public reprimands increased significantly 
(from an average of 15 per year, to an average of 22 per year). While the number of disciplinary actions taken involving Northern California 
region cases decreased by about 10 percent in recent years, there was only a minimal decrease in the number of disciplinary actions taken 
that required license revocation, surrender, suspension, or probation. In contrast, in recent years the number of disciplinary actions taken 
involving Los Angeles Metro cases decreased by 13 percent overall, and the number of disciplinary actions requiring license revocation, 
surrender, suspension, or probation decreased by 20 percent. The change in the number and types of disciplinary actions taken on cases 
investigated by Los Angeles Metro region offices was the largest contributor to the decreases that have recently occurred in (1) the overall 
number of disciplinary actions taken, and (2) the number of disciplinary actions taken requiring license revocation, surrender, suspension, 
and probation. These decreases were only partially offset by an increase in the number of public reprimand actions taken on cases 
investigated by District offices within the Other Southern California region. 

In recent years the number of disciplinary actions taken involving cases investigated by Los Angeles Metro and Other Southern 
California region District offices each accounted for about 35 percent of all disciplinary actions taken on cases with District office 
Identifiers. In contrast, Northern California region cases accounted for only 28 percent of all disciplinary actions taken on cases with 
District office Identifiers. The comparatively lower proportion of disciplinary actions taken involving Northern California region cases 
reflects comparatively lower numbers of accusations filed in prior years. However, recent decreases in the number of accusations filed 
involving Los Angeles Metro and Other Southern California region cases will likely lead to fewer disciplinary actions taken in the future on 
cases investigated by District offices in both of these regions. In contrast, the number of accusations filed involving cases investigated by 
Northern California region offices increased in recent years, which will likely lead to an increase in disciplinary actions taken in the future. 

HQES recently changed the geographic boundaries of its offices. Portions of the areas previously served by the Sacramento and San 
Diego offices were transferred to the Los Angeles Metro office. These shifts could complicate future efforts to compare regional 
performance over time. 
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Patient, Patient Advocate, Family Member or Friend, Including
801.01(E) Reports 11.8 5.3 15.8 20.5 53.4 10.5 1.5 11.5 21.0 44.5 (1.3) (3.8) (4.3) 0.5 (8.9)

Insurance Companies and Employers, Including 801.01(B&C) Reports 5.1 1.8 11.0 18.3 36.2 2.0 0.5 11.5 19.0 33.0 (3.1) (1.3) 0.5 0.7 (3.2)

Health Facilities (Section 805 and Non-805 Reports) 9.8 2.0 11.0 5.5 28.3 9.5 2.0 13.0 3.0 27.5 (0.3) 0.0 2.0 (2.5) (0.8)

California Department of Health Services (or Successor State Agency) 3.8 2.3 7.3 3.0 16.4 4.5 1.0 7.5 3.5 16.5 0.7 (1.3) 0.2 0.5 0.1

M.D., Pharmacist, Allied Health or Healing Arts Licensee, or Medical Society
or Association 5.8 1.3 5.3 3.3 15.7 5.0 0.5 2.0 4.5 12.0 (0.8) (0.8) (3.3) 1.2 (3.7)

CII - Department of Justice, Criminal Identification and Information Bureau 4.5 0.5 2.0 0.8 7.8 5.5 0.0 3.5 1.0 10.0 1.0 (0.5) 1.5 0.2 2.2

Other Governmental Agencies, Including FDA, DEA, Other DCA Boards
and Bureaus, and 801 Reports 4.1 2.1 4.0 2.6 12.8 3.5 1.5 3.5 1.5 10.0 (0.6) (0.6) (0.5) (1.1) (2.8)

Other1 7.0 1.8 2.8 2.6 14.2 3.5 2.0 3.5 1.5 10.5 (3.5) 0.2 0.7 (1.1) (3.7)

Police/Sheriff Department, Coroner's Office, District Attorney, and Courts (803
Reports, Criminal Filings, and Non-Felony and Felony Conviction Reports) 5.3 1.3 3.0 0.5 10.1 3.0 0.5 2.0 0.5 6.0 (2.3) (0.8) (1.0) 0.0 (4.1)

Licensee Self-Reporting (2240(A), 801.01, 802.01, 802.1 and Misdemeanor
Conviction Reports) 0.3 1.0 0.8 4.5 6.6 0.5 0.5 1.0 2.5 4.5 0.2 (0.5) 0.2 (2.0) (2.1)

California Attorney General and Department of Justice, Including Medi-Cal
Fraud and Narcotics Enforcement Bureaus 0.8 0.3 0.8 0.3 2.2 2.0 0.0 1.0 0.5 3.5 1.2 (0.3) 0.2 0.2 1.3

Total, Excluding Out of State and Medical Board Originated Cases 58.3 19.7 63.8 61.9 203.7 49.5 10.0 60.0 58.5 178.0 (8.8) (9.7) (3.8) (3.4) (25.7)

  Out of State Medical/Osteopathic Boards 34.1 0.5 11.0 20.8 66.4 31.0 1.0 11.0 40.0 83.0 (3.1) 0.5 0.0 19.2 16.6

  Medical Board Originated Cases 16.0 3.3 15.0 7.6 41.9 11.0 2.5 13.5 4.5 31.5 (5.0) (0.8) (1.5) (3.1) (10.4)

Total, Including Out of State and Medical Board Originated Cases 108.4 23.5 89.8 90.3 312.0 91.5 13.5 84.5 103.0 292.5 (16.9) (10.0) (5.3) 12.7 (19.5)

1 Includes CA Medical Review Inc., 803.6, 364.1, and NPDB reports, Jury Verdict Weekly, HEAL, MQRC District, WE Tip, Consumer or Industry Group, Employee, Co-worker, Witness, Informant, Anonymous, and Unknown.

Disciplinary Actions by Referral Source
(Average Annual Rate)

Referral Source

Conventional Enforcement - 2003/04 to 2006/07 Vertical Enforcement - 2007/08 to 2008/09 Change
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This section presents results of our analysis of the Medical Board’s organizational and management structures. Our analyses focused 
primarily on Enforcement Program organizational structures and management issues. Organizational structure and management issues 
concerning the Licensing Program are addressed separately in Section XI (Licensing Program). The section is organized as follows: 

 Subsection Title 

A. Organization of Section 801 Case Investigations 

B. Management of District Office Investigations 

C. Management of Cases Referred for Prosecution and HQES Expenditures 

D. Workload and Performance Reporting 

E. Government Code Section 12529.6(e) Requirements 

F. Oversight of HQES Services. 
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A. Investigations of Section 801 Cases 

The Medical Board is currently planning to establish a new Sacramento-based unit that will use non-sworn staff to investigate 
Section 801 and selected other cases. Section 801 cases are distinguished from other cases because they involve a reported settlement of 
a malpractice case, and a substantial portion of the investigative activity involves identifying, collecting, and reviewing medical and other 
records, such as transcripts of depositions or court proceedings. Medical Board management believe that investigations of many of these 
cases can be completed by non-sworn staff, working jointly with HQES Attorneys, without referring the cases to District offices for 
investigation by a sworn Investigator. Non-sworn staff and clerical support resources are expected to become available in stages during 
2010/11 and 2011/12 as part of a currently pending BCP that is expected to be included in the State’s 2010/11 Budget. Section 801 
cases currently account for about 10 percent of all cases referred to the District offices for investigation. 

Recommendation X-1. Restructure the handling of Section 801 cases by establishing a centralized unit comprised of non-
sworn staff to investigate Section 801 and selected other cases. 
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B. Management of District Office Investigations 

The current management of field investigations differs among regions. Vertical Enforcement has been implemented differently in 
different offices with varied success. Conflicts have arisen among Board and HQES at all levels throughout the State, but particularly in the 
Los Angeles region. Conversely, in some offices staff are respectful of each other’s roles in the process and there is greater productivity.  
The level of DAG involvement with investigators also varies, with the Los Angeles office by far having the most DAG involvement in 
investigations while referring fewer cases for prosecution.   

While problems with some critical investigative activities have always been experienced, and are to be expected (scheduling of 
interviews), they appeared to have not been helped by the implementation of VE, and may have been made worse. Disagreements about 
the need for supplemental investigation activities and the need for second Medical Expert opinions create conflicts that have not been 
finally resolved, and continue to fuel disagreements. The conflicts need a final resolution based on best practices. 

The statutes and policies governing VE should be amended to establish the best practices indentified and as implemented in the 
Northern and Other Southern California regions. Currently, the statutes “permit the Attorney General to advise the Board on legal matters 
such as whether the board should file a formal accusation, dismiss the complaint for a lack of evidence required to meet the applicable 
burden of proof, or take other appropriate legal action.” Different regions have interpreted this code differently, giving rise to different 
investigation practices by MBC and HQES staff. This ambiguity should be addressed so that there is a uniform understanding of everyone’s 
role in the process. Without such clarification, the Medical Board will continue to have responsibility for investigations while having little 
authority over their direction. 

The Medical Board should be clearly identified in statute as the sole, final authority for purposes of determining whether to continue 
an investigation. HQES’ responsibility regarding such decisions should be limited, as provided by current statutes, to providing advice to 
the Board. In cases where the Medical Board elects to continue an investigation, HQES Attorneys should be available and supportive of 
these efforts, irrespective of any prior advice or decision. If the case is again referred for prosecution after the investigation is completed, 
then HQES can always reject the case at that time. 

Recommendation No. X-2.  Amend the statutes governing Vertical Enforcement to clarify the Medical Board’s sole authority 
to determine whether to continue an investigation. 
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Another significant problem with the management of District office investigations involves the extent of HQES Attorney involvement 
with the investigations, irrespective of the nature or complexity of the case. A high level of Attorney involvement in some investigations is 
warranted and beneficial to many, but not all, investigations. Prior to implementation of VE, the availability of HQES Attorneys to provide 
substantive legal support services was limited to only a small percentage of cases. Now, in some cases, the pendulum has swung too far 
in the other direction. In some cases HQES Attorneys are now substantively involved in completing investigations where a lesser level of 
involvement would be just as beneficial while avoiding many of the communication and coordination problems that otherwise arise. 

Currently, in some parts of the State the HQES Lead Prosecutor, who may also be a Supervising DAG, generally works 
collaboratively with the Medical Board’s District office Supervisor, reviews incoming cases (usually only one or two cases per week per 
office), regularly attends Quarterly Case Review meetings, and spends a few hours one or two days per week at the District office 
providing general consultation services to District office staff. In consultation with the District office Supervisor, needs are jointly identified 
for assignment of a Primary DAG to provide more substantive legal support services for specific cases on an exception basis. For other 
cases, the HQES Lead Prosecutor or Supervising DAG, along with the District office Supervisor, continues to monitor the status and 
progress of the cases and provides ad-hoc legal advice and consultation regarding the course of the investigation. With this approach an 
HQES Attorney would, for example, attend a Subject interview in only selected cases. 

In contrast with this approach, in some parts of the State a Primary DAG is usually assigned to each new case, and is then expected 
to be substantively involved throughout the investigation. In some cases this extends to participation, not just in Subject Interviews, but 
also to interviews with complainants, witnesses, and others, and not just for cases involving sexual misconduct. The activities of the 
Primary DAGs also can include conducting detailed reviews and analysis of medical and other records, review of the qualifications of 
potential Medical Experts, preparation of the instructions for the Medical Expert, review of the package submitted to the Medical Expert, 
and numerous other activities. With this approach, communications and coordination between all of the different team members, for all of 
the cases, necessarily becomes much more cumbersome and complex. With this approach, for example, a Subject interview generally 
would not be completed without the Primary DAG present, which complicates the process of just trying to schedule the interview, or, 
alternatively, the LP may attend the Subject Interview on behalf of the Primary, or the Medical Board may obtain the Primary DAG’s or 
Lead Prosecutor’s consent to conduct the Subject interview without an Attorney present. This type of continuous coordination activity 
continues throughout the course of the investigation, and can become especially complicated when the Primary DAG is focused primarily 
on other cases (e.g., preparing for or attending a hearing), is on vacation, or is otherwise either unavailable or non-responsive. 

Another dimension of this problem involves conflicts related to the use of Lead Prosecutors (LPs). The statutes governing VE require 
that each investigation referred to a District office “be simultaneously and jointly assigned to an investigator and to the deputy attorney 
general in (HQES) responsible for prosecuting the case if the investigation results in the filing of an accusation.” The interim assignment of 
the LP to most cases at some District offices does not appear to be fully consistent with this requirement. The use of LPs was not 
included in the VE model recommended by the Enforcement Monitor. It was created to address problems experienced after VE was 
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implemented, including logistical, resource availability, and other problems associated with reviewing and assigning incoming cases and 
resolving communication problems and conflicts between District office and HQES staff. 

In some cases a Supervising DAG has served as the LP. This approach can reduce communication and coordination problems 
because the Supervising DAG has direct supervising authority over subordinate Attorneys. However, Supervising DAGs are apparently not 
always sufficiently available to perform the LP role for all District offices. Consequently, the Supervising DAGs usually assign a subordinate 
Attorney to serve as the LP. The ability of the assigned Attorney to effectively perform some key LP duties appears to be highly dependent 
on (1) the authority delegated to the LP by their Supervising DAG, (2) the ability of the LP to exercise the authority delegated to them, and 
(3) the relationships between the LPs and their peers. Thus, the effectiveness of the LP appears to be highly dependent on the 
management style of their Supervising DAG and the individual personality characteristics and interpersonal skills of the LP. 

To reduce these conflicts, the statutes should be modified to eliminate mandatory requirements for joint assignment of a DAG for all 
cases referred for investigation. As a practical matter it cannot usually be determined when a District office investigation is opened 
whether the case will proceed to prosecution (most do not). Additionally, it is completely unrealistic to expect that the assignment of a 
DAG to a case will exist “for the duration of the disciplinary matter”, although it is preferable to minimize such changes. While it is 
beneficial to have an Attorney regularly available to review new investigations, attend case review meetings, monitor the status of pending 
investigations, and provide ad-hoc legal advice and assistance to Investigators, the mandatory assignment of a Primary DAG to all 
investigations is excessive and results in a multi-million dollar waste of valuable resources that could be better utilized for other purposes. 
Every case referred for investigation should not have to be “double-teamed”. 

The assignment of Primary DAGs to cases during the Investigation Stage should be permissive, based primarily on the complexity 
and needs of the case as jointly determined by the District office Supervisor and the Supervising DAG (or their designees). Assignment 
decisions should be made with due care, taking into consideration all of the other, sometimes conflicting, workload and resource demands 
of both the Medical Board and HQES. If not needed, a Primary DAG should not be assigned to a case. Management judgment should be 
exercised in making case assignment decisions, rather than mechanistically applying a one-size-fits-all approach to all investigations which 
results in higher Attorney caseloads, sub-optimal utilization of staffing resources, and poor overall performance. The assignment of a 
Primary DAG to all cases is as bad, or worse, than the pre-VE system where HQES Attorneys were largely unavailable to assist Medical 
Board Investigators during the Investigation Stage. There can, and should be, a more balanced approach between these two extremes that 
enables higher levels of Attorney support during the Investigation Stage when more intensive involvement is needed (not just because an 
Attorney is assigned, is available, and chooses to spend time working on the case). 
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Recommendation No. X-3. Implement the best practices, indentified and as implemented in the Northern and Other Southern 
California regions, statewide to optimize effective HQES Attorney involvement in investigations. Amend the statutes and 
policies governing Vertical Enforcement to establish the best practices identified in the Northern and Other Southern California 
regions. It would be helpful to amend the statute to make primary DAG assignments permissive, allowing Medical Board and 
HQES supervisors to jointly review incoming investigations to identify which cases would benefit from VE. Clarifying the 
statute as to the agencies’ roles, responsibilities, and authority over investigations would help assure greater uniformity of 
investigations among regions.  
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C. Management of HQES Expenditures and Cases Referred for Prosecution 

There are significant deficiencies with both Medical Board and HQES management of cases referred for prosecution. The processes 
currently used for identifying and tracking the status of cases after they are referred for prosecution are frequently failing, particularly in 
the Los Angeles Metro region. These processes appear, particularly in the Los Angeles Metro region, to be largely dependent on individual 
District office Investigator or Supervisor detection and follow-up of past due cases. These follow-ups sometimes do not occur until several 
months after a case is referred for prosecution, or longer. Failures by the Medical Board to transmit cases and failures by HQES to 
acknowledge receipt of a referred case, and to communicate its acceptance or rejection of the case, exacerbates and further complicates 
this problem. However, even without these other problems, the absence of a planned completion date from HQES regarding when a 
pleading will be prepared makes it difficult for anybody to know which cases are being treated as urgent matters and whether the 
pleadings are past due. Similar problems sometimes occur after the pleading is filed (e.g., when several months elapse before a Request to 
Set is submitted on a case that the Medical Board considers urgent because the Subject poses a significant risk). 

Recommendation No. X-4. Require HQES to inform the Medical Board Regional Manager and HQES Services Monitor of the 
planned date for completing a pleading. The notice should be required to be provided within five (5) business days of referral 
of any case for prosecution. Also, require that all Medical Board Regional Managers meet (or conference) on a monthly basis 
with their HQES counterparts to review the status of all previously referred cases for which an accusation has not yet been 
filed. 

There also are significant deficiencies with both Medical and HQES oversight and management of HQES’ expenditures for legal 
services (both investigation and prosecution). Currently, it appears that nobody at either HQES or the Medical Board closely reviews or 
analyzes the 700 to 900 page Invoice Report that the Attorney General provides to the Medical Board each month to support their charges 
(which are paid automatically by a funds transfer by the State Controller’s Office from the Medical Board’s fund to the Department of 
Justice). Instead, the Invoice Report appears to go directly from an administrative services unit in the Department of Justice to the Medical 
Board’s fiscal unit, which maintains a cumulative tabulation of total expenditures for budget status tracking purposes and then files the 
report. 

Needs exist to develop and implement a process that requires that the Supervising DAGs, Deputy Assistant Attorney General, 
District office Supervisors, and Regional Managers review and approve the reasonableness of HQES’ charges to all matters billed each 
month. The scope of the review should include verification that that the charges are posted to the correct cases. The Supervising DAGs 
should review and approve the time charges posted to Investigation and Administrative matters, or note exceptions that require correction, 
and then submit their portions of the Invoice Report to the Deputy Assistant Attorney General for final approval and submission to the 
Medical Board’s HQES Services Monitor. Concurrently, District office Supervisors should confirm that the time charges posted to 
Investigation matters are consistent with the Investigation activities performed during the reporting period, note any exceptions that 
require correction or further evaluation, and then submit their portions of the Invoice Report to their Regional Manager. The Regional 
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Managers should review the charges posted to pending Administrative matters as part of their responsibilities related to tracking the status 
of pending accusations (see Recommendation No. XII-4, above), note any exceptions that require correction or further research, and then 
submit their region’s portion of the Invoice Report to the Medical Board’s HQES Services Monitor. The Medical Board’s HQES Services 
Monitor should monitor completion of all of the supervisory and management reviews and, in consultation with the Senior Assistant 
Attorney General, initiate corrective actions to address any exceptions or other problems identified as a result of completing the reviews. 

Recommendation No. X-5. Develop and implement an HQES Invoice Report review and approval process that provides for 
review of the reasonableness of HQES time charges. As necessary, require that HQES create new summary templates that 
display time charge data in a summary format that facilities completion of these reviews. 

Recommendation No. X-6. Establish a new HQES Services Monitor position within the Medical Board’s Enforcement Program 
to coordinate the provision of services to the Medical Board by HQES, continuously monitor and evaluate HQES performance 
and costs, resolve conflicts that arise between the agencies, and prepare and provide regular reports to Executive 
Management, the Medical Board, and oversight and control agencies..  
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D. Management Reports 

New monthly management reports should be developed and provided to Enforcement Program and HQES Managers and Supervisors, 
and Medical Board Executive Management. At a minimum, the reports should provide the following summary level output and performance 
measures for the reporting period, and for the preceding 12 months period: 

 Number of investigations closed, by Identifier, and average elapsed time from referred for investigation to closure 

 Number of investigations referred for prosecution, by Identifier, and average elapsed time from referred for investigation 
to referred for prosecution 

 Total number of investigations closed or referred for prosecution, by identifier, and average elapsed time from referred 
for investigation to closed or referred for prosecution 

 Number of accusations filed, by Identifier, average elapsed time from referred for prosecution to accusation filed, and 
average elapsed time from referred for investigation to accusation filed 

 Number of stipulations received, by Identifier, average elapsed time from accusation filed to stipulation received, and 
average elapsed time from referred for investigation to stipulation received 

 Number of proposed decisions received, by Identifier, average elapsed time from accusation filed to proposed decision 
received, and average elapsed time from referred for investigation to proposed decision received. 

Additionally, the monthly performance reports should provide consolidated output and performance data by geographic region and for the 
State as a whole (Northern California, Los Angeles Metro, and Other Southern California). Quarterly summaries of this same information 
should be prepared and provided to the Medical Board. The quarterly summaries should also include fiscal year-to-date totals and time 
series data for the preceding three (3) fiscal years. Finally, all of the reports should possibly include a limited number of selected other 
output and performance measures, such as data regarding interim suspension activities (e.g., ISOs and PC 23s), petitions to revoke 
probation, compelled competency examinations, or disciplinary outcomes.  

Recommendation No. X-7. Develop new monthly management reports showing key output and performance measures by 
business unit and for the State as a whole. (Presently, data is provided to the Board on a statewide basis only). Provide the 
monthly reports to all Enforcement Program and HQES Managers and Supervisors and to designated Medical Board Executive 
Office Managers and staff. Develop and provide the Board with quarterly Enforcement Program Output and Performance 
Summary reports that include data for the most recently completed quarter and time series data for the preceding three (3) 
fiscal years. 
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E. Government Code Section 12529.6(e) Requirements 

To carry out the Legislatures intent in requiring use of the Vertical Enforcement Model, and to enhance the Vertical Enforcement 
process, Section 12529.6 of the Government Code requires that the Medical Board: 

 Increase its computer capabilities and compatibilities with HQES in order to share case information 

 Establish and implement a plan to locate its Enforcement Program staff and HQES staff in the same offices, as 
appropriate 

 Establish and implement a plan to assist in team building between its Enforcement Program staff and HQES staff to 
ensure a common and consistent knowledge base. 

All of these requirements should be modified, or repealed. Each of these requirements is briefly discussed below. 

Computer Capabilities and Case Information Sharing – The Medical Board is currently supporting DCA’s efforts to develop the 
BREEZE2 System which would completely replace the Medical Board’s legacy Application Tracking System (ATS) and also the 
Complaint Tracking System (CAS). The Medical Board should not invest additional resources in CAS to make it compatible 
with HQES’ ProLaw System. However, the Medical Board should provide HQES with standard reports available from CAS to 
enable HQES to monitor the status of pending investigations and prosecutions. Additionally, the Medical Board should provide 
HQES with summary level Enforcement Program Output and Performance Reports (see Recommendation No. X-7). 

Co-location of District Office and HQES Staff – Co-location of District office and HQES staff would be inconsistent with our 
recommendations for more selective application of VE. Instead, as practiced currently, the Medical Board should be required 
to provide suitable space for Lead Prosecutors and Primary DAGs to work at its District offices, when needed (e.g., using 
“hoteling”). 

Team Building and Development of a Common and Consistent Knowledge Base – The Medical Board and HQES should be 
jointly responsible for developing training programs and providing them to their respective staff as needed to provide staff in 
both agencies with a common and consistent knowledge base. Requirements related to team-building should be addressed as 
part of the structured diagnostic review of factors contributing to elevated attrition of Medical Board Investigators that is 
recommended in Section VI (See Recommendation No. VI-3). 

Recommendation No. X-8. Amend or repeal Subsection(e) of Section 12529.6 of the Government Code. The 
Medical Board should not invest in CAS to make it more compatible with HQES’ ProLaw System and should not 
permanently co-locate Medical Board Investigators and HQES Attorneys. 
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F. Oversight of HQES Services 

When it was created during 1990, HQES was authorized 22 DAG positions. Following its formation, HQES also established a goal to 
file all accusations within 60 days of receipt of a completed investigation. The Legislation creating HQES also required that DAGs work on-
site at the Medical Board’s offices to assist with complaint handling and investigations. However, HQES determined that it was severely 
understaffed, and did not comply with this latter requirement. During 1992 and 1993 the Medical Board provided funding for 22 additional 
DAG positions (44 total Attorney positions). Subsequently, during the late-1990s, the Deputy in District Office (DIDO) Program was 
introduced whereby a DAG worked at each District office one or two days per week to provide prosecutorial guidance during 
investigations. However, the DIDO Program was not always consistently implemented at all District offices. 

To support implementation of VE, an additional ten (10) Attorney positions were authorized for in 2006. In addition to the Senior 
Assistant Attorney General, HQES is currently authorized 53 Attorney positions, plus four (4) Analyst positions. HQES also has seven (7) 
filled Secretary positions. However, even with these resources, and notwithstanding declines in the number of cases referred for 
prosecution, HQES continues to experience significant delays in filing accusations and in performing post-filing prosecutorial activities. In 
recent years HQES has filed fewer accusations and the number of interim suspensions also has declined. Concurrently, the number of 
pending accusations and the number of pending legal actions have increased. 

The results of this assessment show that issues concerning HQES’ performance have persisted for the past 20 years, 
notwithstanding authorization and funding of significant staffing increases. Results of the assessment also show that output and 
performance levels of HQES’ Los Angeles Metro office are significantly lower than in other regions of the State, even though available 
staffing resources are disproportionately allocated to that office. The types of performance problems occurring in HQES’ Los Angeles 
Metro office, as illustrated by the various case histories reviewed as part of this assessment, are especially disturbing, and cannot be 
attributed to differences in the types of cases investigated by Los Angeles Metro District offices or differences in the quality of those 
offices’ completed investigations. While HQES’ Los Angeles Metro office presumably has many very competent and dedicated Attorney’s 
on its staff, the problems identified, unfortunately, reflect poorly on the entire office. Also, the problems occurring at HQES’ Los Angeles 
office should not color perceptions of the organization as a whole, although similar problems may sometimes occur at the other offices, 

The Medical Board, and even the Department of Consumer Affairs, is limited in its ability to exercise oversight of HQES services 
because it is entirely dependent on HQES to provide legal support services and must work collaboratively with them on an ongoing basis. 
Periodic reviews of HQES’ services, costs, and performance should be completed by an independent entity, and results of the review 
should be provided to Department of Justice and Medical Board management as well as to oversight and control agencies. 

Recommendation No. X-9. Conduct periodic performance reviews of the services, costs, and performance of HQES, including 
the performance of each HQES office. Provide results of the audits to Department of Justice and Medical Board management 
and to oversight and control agencies. 
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This section presents results of our assessment of the Business Process Reengineering (BPR) study of the Licensing Program 
recently completed by Hubbert Systems Consulting, Inc. (HSC). The Medical Board contracted with HSC to perform the study during 
August 2009, nearly a year after determining that an evaluation of the Licensing Program was needed. Award of the contract was delayed 
by the State’s General Fund fiscal crisis. The evaluation of the Licensing Program was intended to complement other improvement 
initiatives already undertaken or planned by Licensing Program management. HSC was expected to complete the study over a period of 
four (4) months. HSC submitted a draft Final Report to the Medical Board on January 19, 2010. The draft report was never finalized. 

This section is organized as follows: 

 Subsection Title 

A. HSC Study Purpose, Scope, and Approach 

B. Results of HSC’s Analysis 

C. Analysis of HSC’s Recommendations 

D. Recommendations for Improvements. 
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A. HSC Study Purpose, Scope, and Approach 

The purpose of HSC’s assessment was to identify improvements in the Licensing Program to increase efficiency, facilitate 
compliance with governing statutes and regulations, and improve customer service. The focus of the study was on the Licensing 
Program’s license application processes. These services are largely provided by two Physician and Surgeon Licensing Sections within the 
Medical Board’s Division of Licensing. The scope of the study also encompassed other Licensing Division business units that support these 
processes, including the Consumer Information Unit (CIU) Call Center and Cashiering Unit, both of which are organized within the 
Licensing Division’s Licensing Operations Section. The study scope also encompassed support services provided by the Medical Board’s 
Information Systems Branch (ISB) and Graduate Medical Education (GME) Outreach Unit, both of which report administratively to the 
Medical Board’s Executive Office. The study scope excluded the Medical Board’s Mailroom Unit and the DCA’s Mailroom and Cashiering 
Units, all of which are involved in license application and renewal processing. The study scope also excluded other Licensing Program 
services generally provided by business units within the Licensing Operations Section, including services involving the issuance of 
Fictitious Name Permits, approval of Ambulatory Surgery Center Accrediting Agencies, licensing of Allied Health Licensing Program (AHLP) 
professionals (Registered Dispensing Opticians, Research Psychoanalysts, and Midwives), and recognition of International Medical Schools. 
In total, the study scope encompassed more than 80 percent of the Licensing Division’s authorized permanent positions, and all of the 
Licensing Division’s Temporary Help (Retired Annuitant and Student Assistant) positions. 

HSC’s technical approach to performing the study included the following major tasks: 

 Research and review of the Medical Board’s licensing and renewal processes and related Internet applications 

 Research and review of statistical data covering the period from 2002 through mid-2009, including data regarding 
numbers of applications received and reviewed, and elapsed times to complete the reviews 

 Review of a Policies and Procedures Manual recently drafted by Medical Board staff 

 Preparation of maps and flow diagrams of the licensing and renewal processes 

 Research and review of staff roles and responsibilities and analysis of staffing levels 

 Identification and definition of reports needed to effectively manage application review workload and workflows 

 Development of a draft Business Plan to improve efficiency and performance 

 Development of recommendations for organizational and staffing changes needed to support implementation of the 
Business Plan 

 Development of an Implementation Plan, a Communications Plan, and a Training Plan. The Training Plan was developed by 
Medical Board staff. 
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B. Results of HSC’s Analysis 

HSC’s draft Final Report included 31 recommendations for improvement. The recommendations are grouped into three (3) major 
categories for (1) Infrastructure, (2) Information Technology, and (3) Resources. 

Infrastructure (16 recommendations) – The Infrastructure recommendations are organized into eight (8) subcategories, as 
follows: 

Processes and Procedures – Includes recommendations to continue development of Policies and Procedures 
Manuals, strengthen Quality Assurance processes, create a Staff Suggestion System, implement a Continuous 
Improvement Program, and increase uninterrupted time for application review staff.  

Licensing Application – Includes recommendations to revise the license application and accompanying instructions, 
implement a new application set-up Sheet, revise the fee schedule and licensing invoice letter, and create a new 
application update form for use in lieu of the application form. 

Forms – Includes recommendations to continue the use of eTranscripts and acceptance of FCVS documents, and to 
implement iPickup for FSCV documents. Also includes recommendations to assess the use of an alternative 
approach for obtaining credentialing verifications. 

Postgraduate Training Authorization Letters (PTAL) – Recommends resolution of multiple PTAL issues, without 
specifying how the issues should be resolved. 

Website – Recommends several specific modifications to the Medical Board’s Web site content (e.g., separating the 
application from the instructions, adding a PTAL tab, and creating new email options for users) 

Consumer Information Unit (CIU) Call Center – Recommends several specific enhancements of CIU services, such 
as conducting periodic reviews of outcomes and call tree activity. 

Graduate Medical Education (GME) – Recommends assessment of the potential use of AMA’s Physician 
Professional Database to obtain information on residents enrolled in GME programs. 

Other – Recommends evaluation of the viability of a Postgraduate Training Permit Concept. References evaluations 
previously completed during 1997 and 2006. 
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Information Technology (7 recommendations) – Includes recommendations to develop more than 20 new tracking reports and 
logs, and to modify the Application Tracking System (ATS) to enhance functionality and improve application workload and 
workflow tracking capabilities. Additionally, HSC recommended increasing eCommunications with applicants and others, in 
lieu of hard copy communications, and completing an assessment of the feasibility of developing a secured portal for 
submission of Certificate of Completion (L3A/B) data. Also recommends that the Medical Board actively support DCA’s 
development of the BREEZE2 System to replace ATS and evaluate the potential use of a Document Management System that 
would use imaging of application documents to improve workflow tracking and reporting. 

Resources (8 recommendations) – Includes recommendations to fill four (4) additional proposed positions identified in a 
2010/11 Budget Change Proposal (BCP) on an accelerated basis in 2009/10, and to obtain approval for seven (7) additional 
authorized positions through a future BCP. Also includes recommendations to reorganize the Licensing Division (e.g., separate 
US/CAN from International Medical School Graduate (IMG) applications, consolidate Infrastructure-related functions, and 
create two new sections and an additional level of management). Additionally, recommends changing the name of the CIU, 
realigning some tasks, continuing to create and deploy staff training programs, and establishing performance objectives and 
continuing to work toward achieving these objectives. 

HSC assigned a “High” priority to recommendations involving: 

 Continued development of Policy and Procedures Manuals 

 Strengthening Quality Assurance processes 

 Revising the Application form and accompanying 
Instructions 

 Revising the Fee Schedule and Licensing Invoice Letter 

 Implementing a PTAL/License Application Update form 

 Resolving PTAL issues 

 Updating content on the Medical Board’s Web site 

 Implementing CIU Call Center enhancements 

 Implementing new management reports 

 Enhancing ATS 

 Supporting DCA’s development of the BREEZE2 system 

 Augmenting and reorganizing Licensing Division staff 

 Changing the name of the CIU 

 Establishing performance objectives and continuing to 
work toward achieving these objectives.  

HSC identifies potential costs and performance improvement benefits associated with implementing each recommendation, and “metrics” 
that could be used to measure the benefits actually achieved. In most cases the identified costs and benefits are not quantified.
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C. Analysis of HSC’s Recommendations 

Many of HSC’s High priority recommendations, and many lower priority recommendations, are focused improvements targeted on a 
narrow or limited improvement needs. Examples include recommendations for relatively minor changes or updates to business unit names, 
standard forms, procedures, and the Medical Board’s Web site. Many of these recommendations, if implemented, would likely improve 
effectiveness, efficiency, or service levels, but would not have a substantive impact on overall Licensing Program performance. Several 
other High priority recommendations, and others with a lower priority, recommend continuation of ongoing Licensing Program management 
activities, such as developing a Policy and Procedures Manual, strengthening the Quality Assurance process, and supporting DCA’s 
development of the BREEZE2 system. A few of the recommendations lack meaningful specificity, such as the recommendation to resolve 
PTAL issues. 

In terms of potential impact on overall Licensing Program costs and performance, HSC’s most substantive recommendations for 
improvement include the following: 

 Evaluate sse of a Document Management System (DMS) 

 Augment, reorganize, and train staff 

 Establish performance objectives and implement new management and performance reports. 

Below we provide an analysis of HSC’s recommendations in each of these areas. 

1. Evaluate Use of a Document Management System (DMS) 

HSC assigned this recommendation a Medium priority and discussed needs for significant planning, resources, and 
training, and a strong infrastructure, to support successful implementation. HSC did not find any prior reports or other 
documentation suggesting a DMS was ever previously considered for the Licensing Program. HSC indicated that, in the past, 
these types of systems were used exclusively for large, paper-intensive applications. HSC’s report includes data showing that 
the Medical Board receives more than 6,200 applications per year and HSC stated that an average of about 50 different 
documents. Many of these documents are submitted over an extended period of time and, as received, each document must 
be physically married with each application file, potentially prompting needs for additional review of the application file at that 
time. However, the estimated total number of licensing application documents handled (300,000 per year) is characterized as 
“relatively small”. Also, the wide variety of documents involved and the possibility that the documents will be submitted 
without reference to the applicant’s license application number, or other unique identifier, could complicate DMS development 
and implementation. DMS would replace the Medical Board’s current paper-based licensing processes, and would not 
necessarily impact the electronic ATS or successor BREEZE2 system, although there could be interfaces with these other 
systems. Potential benefits of DMS include (1) streamlined processes, (2) improved workflow, (3) enhanced tracking, and (4) 
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reduced processing times. HSC’s staffing recommendations include resources to assess the feasibility of a DMS. HSC did not 
provide any quantified estimates of the potential costs of DMS or the potential impacts of DMS on Licensing Program 
performance. In the California State Government environment, a period of several years (or longer) would likely be needed to 
fully implement a DMS solution, but such a system could help to reduce needs for additional staffing resources as license 
application workloads increase over time. 

2. Augment, Reorganize, and Train Staff 

 HSC assigned these recommendations a High priority and recommended increasing the number of authorized permanent 
Licensing Section positions by 54 percent (from 26 positions to 41 positions, an increase of 15 positions). Partially offsetting 
this proposed increase, HSC also proposed eliminating four (4) half-time Retired Annuitant positions (equivalent to 2 full-time 
positions) and eight (8) part-time Student Assistant positions (equivalent to 6 full-time positions, assuming all of the Student 
Assistants work a maximum of 30 hours per week). With these offsets, a net increase of at least seven (7) full-time-
equivalent positions was recommended (representing a 27 percent net increase in authorized staffing for the Licensing 
Section). With these recommendations, total authorized permanent positions for the Licensing Program would increase by 33 
percent (from about 45 positions to 60 positions, excluding offsets for the elimination of Retired Annuitants and Student 
Assistants). The proposed new permanent positions include a new Assistant Division Chief (Staff Services Manager II) 
position and three (3) new Section Supervisor (Staff Services Manager I) positions (resulting in a total of 7 first level 
supervisor positions, including 1 Officer Service Supervisor II position). The eleven (11) remaining proposed new positions are 
classified as AGPAs (4 positions), SSAs (4 positions), and MSTs (3 positions). The four (4) proposed non-SSA positions were 
already filled. HSC also recommended upgrading two (2) Office Technician positions to MST. HSC’s recommended 
replacement of part-time Student Assistants with permanent MST, SSA, and AGPA positions would represent a significant 
upgrading of the Licensing Program’s workforce classifications and capabilities. Finally, HSC recommended significantly 
expanding training for all Licensing Program staff. HSC did quantify the potential costs or potential benefits of these 
recommended organizational and staffing changes.  

In its study, HSC presented statistical data showing that the number of license applications received grew modestly from 
2004/05 through 2008/09 (i.e., about 10 percent over 4 years, or less than 3 percent per year). During this period the 
number of US/CAN applications received was unchanged and the number of IMG applications received decreased. 
Concurrently, PTAL applications increased significantly, and accounted for all of the aggregate increase in applications 
received that occurred during this period. Also, as shown by HSC, there are recurring peaks in US/CAN application 
submissions during the third quarter of each fiscal year (January to March) which create a compression of activity during the 
following quarter (April to June). Finally, data presented by HSC showed that during 2004/05, and again during 2006/07, 
Licensing Program staff were largely able to keep pace with the flow of new applications, and backlog accumulations during 
both years were minimal. In contrast, during 2005/06 and, subsequently, during 2007/08 and 2008/09, large application 



 
XI. Licensing Program 

 
 

 XI - 7   

backlogs accumulated. HSC did not present any historical data showing Licensing Program staffing levels or overtime 
expenditures from 2004/05 through 2008/09, or data showing whether there was any correlation between (1) the Licensing 
Program’s staffing levels and expenditures for overtime, and (2) program performance in terms of backlogged work and the 
timeframes needed to process license applications.   

Prior to 2004/05, total authorized Licensing Program staffing was reduced from about 43 permanent positions to about 
37 permanent positions. Authorized staffing for the Licensing Program remained at this same level through 2006/07. From 
the data presented in HSC’s report it appears that, with additional overtime (which increased from $31,000 to $77,000), 
Licensing Program staff were largely able to keep pace with the flow of new applications during 2006/07, and prevent 
significant backlogs from accumulating. Use of Retired Annuitants and Student Assistants throughout this period was limited 
(less than 0.5 positions). 

During 2007/08, three (3) additional clerical support (Office Technician) positions were authorized for the Licensing 
Program. Additionally, overtime expenditures increased marginally (to $88,000) and there was a small increase in the use of 
Retired Annuitants and Student Assistants. However, HSC’s report shows a marked increase in license application backlogs 
during 2007/08. During the following year (2008/09), the Cashiering Unit, which consisted of six (6) authorized positions, 
was transferred to the Licensing Division. This transfer increased authorized Licensing Program staffing to about 45 total 
positions, but did not impact the number of staff available to process license applications. During 2008/09, license application 
backlogs increased further, to record levels, notwithstanding significant increases in expenditures for both overtime (to 
$196,000) and for Temporary Help (to 1.2 positions, from 0.4 positions, previously). 

The HSC study does not appear to provide any substantive analysis of why authorized Licensing Program staffing 
resources (about 45 total authorized permanent positions, plus significant expenditures for Temporary Help and Overtime) 
were insufficient to keep pace with the flow of new applications during 2008 and 2009. The absence of an analysis of 
historical staffing and performance reduces the level of support for HSC’s recommendation to increase authorized staffing for 
the Licensing Program by 15 permanent positions (with a likely cost of about $1 million per year, less offsetting savings from 
reductions in the use of Retired Annuitants and Student Assistants). HSC also did not provide any workload-based analysis 
supporting the need for the additional positions. Additionally, HSC based its recommendation for three (3) additional SSM I 
positions on the large number of subordinate positions reporting to the Licensing Section’s current SSM Is (an average of 
about 20 subordinate staff per position). However, the subordinate positions included in this analysis included part-time 
Retired Annuitants and Student Assistants, and most of these positions would be eliminated. If part-time staff are excluded 
from the analysis, as they normally are for purposes of justifying new supervisory positions, then the spans of control of the 
Licensing Section’s supervisors are much narrower (an average of about 12 subordinate staff per position). In the California 
State Government environment, this smaller span of control would still be considered high for this type of program. 
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As noted by HSC, during 2009/10 the Medical Board began filling eight (8) new positions proposed in a 2010/11 BCP 
that was not yet approved. DCA provided the Medical Board with a special authorization to fill these positions on an 
accelerated basis. At the time of HSC’s study, four (4) of the positions had already been filled. Currently, seven (7) of the 
positions are filled, including one (1) new SSM I position. However, all of the positions were filled on a two-year, limited-term 
basis, pending formal approval of the pending BCP. Approval was also obtained from DCA to over-expend the amount 
budgeted for Temporary Help, the budget account used to fund these limited-term positions as well as costs for Retired 
Annuitants and Students Assistants). With these eight (8) additional limited-term positions, staffing for the Licensing Program 
now exceeds 52 total positions, excluding Retired Annuitants and Student Assistants, or 46 positions if staff assigned to the 
Cashiering Unit are excluded. Total authorized staffing resources for the Licensing Division, excluding Retired Annuitants and 
Student Assistants, is now 10 to 20 percent greater than previously authorized at any point during the 8-year period from 
2000/01 through 2007/08. 

As is evident from the above analysis, there is not a clear rationale for HSC’s recommendation to seek authorization for 
seven (7) additional positions beyond the eight (8) additional positions requested as part of the currently pending 2010/11 
BCP. Also, HSC provided no analysis of the cost-benefit trade-offs of using Permanent Intermittant positions, Temporary Help, 
such as Retired Annuitants and Student Assistants, and Overtime in lieu of additional full-time permanent positions, to 
address recurring seasonal workload peaks. Additionally, HSC’s recommendation to upgrade two (2) of the Licensing 
Section’s remaining three (3) Office Technician positions, and to completely eliminate the use of Student Assistants, would 
necessarily shift additional clerical and administrative support activities and workload to higher level staff. Finally, without 
HSC’s proposed increases in SSM I positions, the recommendation to establish a new Assistant Division Chief position (SSM 
II) is not supported. Even with the additional SSM I positions, caution should still be exercised in establishing such a position 
because this type of management structure can simply fragment and dilute authority and accountability for Division and 
Section performance, and create an additional layer of bureaucracy that hinders, rather than enhances, effective decision-
making, management of operations, and supervision of subordinate staff. 

3. Establish Performance Objectives and Implement New Management and Performance Reports 

In its reports HSC discusses the need to establish performance objectives for (1) application processing staff, (2) 
application review staff, and (3) administrative support staff, and indicates that their team worked with Licensing Program 
staff to develop performance objectives for Application Review staff. However, no specific performance objectives are 
presented in the report. HSC also discussed the need for performance metrics regarding actual work completed and indicated 
that, prior to the start of the BPR study, the Licensing Program established performance metrics for Application Review staff, 
based on manual counts. HSC also identified significant deficiencies with the Licensing Program’s management reports, and 
the near complete absence of timely information regarding the Licensing Division’s workload, workflow, and performance. 
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Additionally, some recently developed workload reports rely completely on manual counts of documents at various stages of 
processing. 

HSC does not identify or define any specific performance objectives for Licensing Program staff that are not already 
largely set forth in governing statutes (i.e., elapsed times to complete the processing of license applications). To address the 
deficiencies with the Licensing Program’s performance metrics and reporting, HSC recommended development of more than 
20 new reports and logs. However, most of these reports and logs consist of only a single data element. HSC does not 
present in its report an integrated framework for planning and managing Licensing Program performance in terms of outputs 
produced, resources used, productivity and service levels achieved, and backlogs. However, many of the elements of such a 
framework appear to be contained within various recommendations for improvement presented by HSC. 

4. Other Issues 

It is apparent that the scope of HSC’s review of the Licensing Program was limited, focusing largely on the License 
Application process. Thus, other components of the Licensing Program were not generally assessed. For example, there is no 
discussion in HSC’s report of the processes used to ensure licensee compliance with Continuing Medical Education (CME) 
Program requirements. During the past seven (7) years, the Medical Board has completed very few audits of licensee 
compliance with CME requirements. More than 200 citations were issued the last time the Licensing Program audited 
compliance with CME requirements (2007). A minimum number of audits of compliance with CME requirements should be 
regularly completed to ensure that non-compliance rates remain low, with larger numbers of audits completed in areas where 
above-average levels of non-compliance are detected. 
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D. Recommendations for Improvement 

Below we present and briefly discuss seven (7) recommendations resulting from our review of HSC’s study of the Licensing Program 
and other related analyses performed as part of our assessment. 

Recommendation No. XI-1. Implement HSC’s Recommended Business Process Improvements 

Medical Board staff from the Licensing Program and other business units spent considerable time working with HSC to 
identify and assess the recommendations for improvement presented in HSC’s report. Additionally, about $40,000 was 
expended for the study. Potential benefits associated with implementing HSC’s recommendations for improvement should be 
lost. As determined appropriate, the Licensing Program should implement HSC’s recommended business process 
improvements. If implemented, many of the recommendations could marginally improve internal effectiveness or efficiency, or 
the level of service provided to applicants, without incurring any significant additional costs. 

Recommendation No. XI-2. Conduct a Limited, High-Level Business Case Analysis of Potential Benefits, Costs, and Risks of a 
Document Management System (DMS) 

The Medical Board should consider conducting a limited, high-level business case analysis of potential benefits and costs 
of a DMS. This analysis should include researching document management systems used by DCA or other California State 
Government agencies and departments, such as the Contractors State License Board. Additionally, the analysis should include 
obtaining information from potential vendors, but not necessarily development and issuance of a Request for Information (RFI) 
as suggested by HSC. The analysis should focus on identifying and quantifying, where practicable, potential efficiency and 
other improvements that might be achieved, developing order of magnitude estimates of costs to develop and maintain the 
system, and comparing the potential benefits with the estimated costs. Additionally, the analysis should include an analysis of 
significant risk factors associated with development and implementation of such a system. If supported, the Business Case 
Analysis can be used to support development of Feasibility Study Report (FSR), if needed.  

Recommendation No. XI-3. Obtain Authorization to Convert Recently Established Limited-Term Positions to Permanent Status 

Based on the limited, high-level analysis of historical Licensing Program workload and staffing levels completed as part of 
our assessment, it appears that the eight (8) new positions proposed in the 2010/11 BCP would fully restore positions lost 
earlier in the decade and also provide additional positions justified on the basis of increased workloads since that time. 
Additionally, given the nature of the medical profession and health care industry needs for additional licensed physicians, it is 
highly unlikely that application workloads will diminish over time. Finally, when positions are classified as limited-term, there is 
a greater risk of higher staff turnover as incumbents transfer to other positions rather than risk losing their job in the event the 
position expires. Therefore, we recommend obtaining authorization to convert the recently established limited-term positions 
to a permanent status as soon as practicable. We understand that these positions were converted to a permanent status 
effective July 1, 2010. 
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Recommendation No. XI-3. Scale Back the Use of Retired Annuitants, Student Assistants, and Overtime, if Furloughs are 
Discontinued 

As discussed above, the recent addition of eight (8) new limited-term positions appears to be sufficient to fully restore 
positions lost earlier in the decade and also provide additional capabilities to process the larger number of license applications 
now submitted. Therefore, the Licensing Program should be able to significantly reduce its use of retired annuitants and 
student assistants, and overtime. We understand that the Medical Board has begun implementation of this recommendation. 

Recommendation No. XI-5. Conduct a Detailed Analysis of Licensing Program Workload and Staffing Requirements 

The Licensing Program could potentially benefit from completion of a detailed analysis of Licensing Program workload 
and staffing requirements. Such an analysis could help Licensing Program management to (1) optimize the alignment of 
workload demands with available staffing capabilities and (2) determine how best to organize staff and needs for 
reclassification of existing positions, including determination of whether it would be beneficial to reclassify a rank and file 
position to the supervisory level to enhance management capabilities and further reduce supervisory spans of control. 
Implementation of this recommendation should be deferred pending appointment of a new Licensing Program Chief. 

Recommendation No. XI-6. Develop an Integrated Framework for Planning and Managing Licensing Program Performance 

Licensing Program management should develop an integrated framework for planning and managing Licensing Program 
performance that encompasses (1) establishing program goals and objectives, (2) developing plans, (3) monitoring operations, 
and (4) reporting results. The framework should be developed around a common set of quantified measures of outputs 
produced, resources used, service levels provided, and performance levels achieved. 

Recommendation No. XI-7. Resume Audits of Licensee Compliance with CME Requirements 

Audits of compliance with CME requirements are essential to ensure that licensee compliance levels do not deteriorate, 
and should be resumed as soon as practicable. 
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BILL AUTHOR TITLE STATUS POSITION AMENDED 

AB 526 Fuentes Public Protection and Physician Health Program Act of2009 8/19/2009 

AB 646 Swanson Physician employment: district hospital pilot project Sen. Health - Dead Support in Concept 411 3/20 10 

AB 648 Chesbro Rural Hospitals: physician employment Sen. B&P - Dead Support in Concept 5128/2009 

AB 933 Fong Workers' Compensation: utilization review Vetoed Support (Ltr. 8/30) 8/ 17/2010 

AB 977 Skinner Pharmacists: immunizations Sen. B&P - Dead Support (itr. 6/3) 6/1/2010 

AB 13 10 Hernandez Healing Arts: database Sen. Approps. - Dead Support 6/29/2009 

~ 1767 Hill Expert Reviewers " HPEF SUnset Extension Chapter MS1 SpoosorlSupport (lJr. 8'-19) 6n1201 0 

AB 2148 Tran Personal Income Tax: charitable deductions Asm. Approps. - Dead Support (ltr. 5/10) 5/ l 8/20 10 

oAnMd~"'~ 
,AB 2566 Carter Cosmetic surgery: employment of physicians Vetoed Support (Ltr. 8/24) 

AS 2699 Bails ##2~ 

S8.lf4~.MCI.cod oe& ~~~""~-.: . -_.) .. . -.-....-,
,SB,7OQ __t.iW.eod Peet~. - .. . 

SB 726 Ashburn Hospitals: employment of physician; pilot project revision Sen. B&P - Dead Support in Concept (itT. SI lO) 8/20/2009 

Medical Malpractice Insurance Asm. B&P - Dead SponsorlSupport (Itr. 5/10) 5/28/20 I 0 Corbett 

SB I1 11 Negrete McLeod Regulatory Boards Sen. B&P - Dead 4/ 12/201 0 

SB 141 0 Cedillo Medicine: licensure examinations Vetoed Oppose (Ltr. 8/26) 6/23 /2010 

COmm. 

Pink - Sponsored Bill; Green - Chaptered Bill; Peach - Vetoed Bill; Grey - Dead Bill 
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LEGISLATIVE ANALYSIS 


Bill Number: AB 583 
Author: Hayashi 
Chapter: #436 
Subject: Disclosure of Education and Office Hours 
Sponsor: CA Medical Association and CA Society of Plastic Surgeons 
Board Position: Support 

DESCRIPTION OF CURRENT LEGISLATION: 

This bill would require health care practitioners to disclose their license type 
and highest level of educational degree to patients and physicians would additionally 
be required to disclose their board certification. Physicians who supervise locations 
outside their primary office would be required to post the hours they are present at 
each location. 

This bill was amended to require physicians to communicate to their 
patients the required information either in writing or to prominently display the 
information, instead of wearing the information on a name tag, as was 
previously one of the options. This bill now also exempts specified practitioners 
from the requirements of this bill if they satisfy specified requirements. The 
amendments no longer require physicians who supervise outside locations to 
post the hours they are present. 

ANALYSIS: 

Existing law requires health care practitioners to either wear a name tag or 
prominently display their license status in their office. This bill requires health care 
practitioners to disclose certain information to help the public better understand the 
qualifications of the health care practitioner they are considering. 

This bill intends to make consumers aware of the exact educational level and 
particular specialty certifications of their health care practitioner. Providing the 
public with more complete information on health care practitioners will help to 
alleviate any confusion about the exact qualifications of health care practitioners. 

These provisions can be satisfied by either wearing the required information 
on a name tag, prominently posting the information in the health care practitioner'S 
office (diploma, certificate), or by giving the infoffilation to the patient in writing at 
the initial patient encounter. 



This bill will also require a physician, when supervising more than one 
location, to post the hours the physician is present. In addition, the public may not 
know that when they seek care at a physician's office, the physician may not be 
present. By requiring physicians to post when they are present in the office it will 
help the patient better understand the physician's availability. 

The amendments taken August 1 i h require physicians to communicate to 
their patients the required information either in writing or to prominently display the 
information, instead of wearing the information on a name tag, as was previously one 
of the options. This bill now a1so exempts specified practitioners from the 
requirements ofthis bill if they satisfy other requirements. The amendments no 
longer require physicians who supervise outside locations to post the hours they are 
present. 

FISCAL: Minor and absorbable enforcement costs 

IMPLEMENTATION: 

• Newsletter Article 

• Notify/Train Board Staff 

• Add to cite and fine table via regulations 

October 20,2010 



Assembly Bill No. 583 

CHAPTER 436 

An act to add Section 680.5 to the Business and Professions relating 
to health care practitioners. 

[Approved by Govemor September 29,2010. Filed with 
Secretary of State September 29, 2010] 

LEGISLATIVE COUNSEL'S DIGEST 

AB 583, Hayashi. Health care disclosure of education. 
Existing law a health care to while mClrlrmo 

his or her name and practitioner's status on a name in at least 
I type or to display his or her license in his or her 

The people State ofCalifornia do enact as follows: 

SECTION 1. Section 680.5 is added to the Business and Professions 
Code, to read: 

680.5. (a) (1) A health care practitioner licensed under Division 2 
(commencing with Section shall communicate to a patient his or her 
name, state-granted and highcst level of academic 

by one or of the following methods: 
[n writing at the patient's initial office visit. 
In a prominent display in an area visible to patients in his or her 

office. 
(2) An individual licensed under Chapter 6 with Section 

2700) or Chapter 9 (commencing with Section 4000) is not required to 
disclose thc highest level of academic he or she holds. 

A person licensed under Chapter with Section 2000) 
or the Osteopathic who is by (1) an Board of 
Medical Spccialties member board, a board or association with 

93 
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L Name and license .......................................... . 

2. 	 level of academic 


Board certification 


1265. 

"r~'i'.,rt",,,"r who 
care services 011 an Intemet Web 
administered that health care 
shall on that 
by 

o 
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medical treatment 
Municipal Employees 

California Society 
Union ofAmerican and Dentists 
Support 

current to provide that physicians performing utilization review for injured 
workers must licensed in California. 

Amendments recently taken do not impact Medical 

law does not require physicians who uti of 
Califomia as long as the physicians are licensed in another state. 

does state that performing an evaluation that leads to modification, delay, or of medical treatment is 
an act of diagnosing the of providing a different mode of treatment for the patient. Only a licensed 
physician is allowed to treatment decisions. 

The author and proponents ofthis bill that physicians are 
decisions regarding these utilization reviews part U'-''-'U.Ui'" there is no regulatory agency 
accountable. 

This bill would ensure that physician performing a utilization in California would 
by (Board) by physicians pcrfonning these to licensed by 

This bill is 
legislation in past. 

to last AB (Lieber) which was UPT,""," The has supported 

Amendments to 
support position. 

this bill taken 14, August and 1 2010 do not' the Board's 

to the 

None 

http:U'-''-'U.Ui


BILL NUMBER: AB 
VETOED: 09/2312010 

To the of the California State Assembly: 

lam Bill without signature. 

This bill would a 
compensation system to be ilClem;eO 
inconsistent with how not 

with 

this reason, I am this bill without my 

Sincerely, 

Arnold Schwarzenegger 



Assembly Bill No. 

Passed the "''''''vlJULll August 2010 

ChiefClerk of the Assembly 

Passed the August 23,2010 

Secretary ofthe Senate 

was received the Governor __ day 

______, 2010, at o'clock __M. 

Private 
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CHAPTER ___ 

An act to amend Sections 3209.3 and 10 the Labor 
relating to 

LEGISLATIVE COUNSEL'S DIGEST 

state law. 

Thepeop/e 

1. 3209.3 of 

enact as follows: 

Labor Code is <LHl""'"'"'Y to 

95 
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(a) 

review approve, 
or in part on medical 

treatment recommendations 
3209.3, prior retrospectively, 

or concurrent of medical treatment 
pursuant to Section 

(b) employer 

VV'''!-,''U.'.lvv with this seeBOlD. 


,,".tcULIVll review by written 
These policies and procedures shall ensure 

ae'CISJOrIS based on the medical to cure relieve 
nrcmoscc1 medical treatment services are consistent the 

95 



All 	 -4 

American 
Environmental Medicine 

and nrr'''''''nTlr'''''' 

the utilization process, be 
disclosed by the 

the public upon 
(d) 	Ifan insurer, or other 

medical information 
detennine whether to approve, 

L~<4\"'V'A, the employer 
reasonably necessary to 

shall -''''-'-J 

review 
process to to approve, delay, or deny 
medical treatment services shall all of the following: 

(l) with involvement from 
physicians. 

(2) with the schedule treatment utilization 
adopted to 5307.27. to adoption of 
schedule, policies procedures be consistent with 
the recommended standards set forth in American of 



5- AB933 

Medicine Occupational 

95 
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employee's condition, but not to 
infonnation vuc.vuuv' 

(A) Decisions to 

concurrently with a utilization review were 
medically necessary to cure and the be 

pursuant to 4062, in cases involving 
recommendations for the perfonnance of spinal surgery, which 
shall be by the of (b) of Section 
4062. Any compromise the parties an 

believes may result in 
that were not medically necessary to cure and 

the insurer or self-insured 
"''';'1/'''''' or who the payments, in 

by the board and a way as to 
""''''',ArT1''''' costs both to board and to the insurer or 

employer, evaluation as to possible of 
the statutes governing appropriate No fees 

95 
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or self-insured employers making 

or 
(h) 

shall 

insurer, or 
any of 
other requirement section, 
assess, order, administrative 
proceeding for the issuance of an order 

subject to 
opportunity a hearing 
administrative penalties shall not 

the administrative 

95 
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deposited in the Workers' Compensation Administration Revolving 
Fund. 
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Approved ___________, 2010 
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sunset 

rerlre!;entatlon to a licensed 
a licensee 

proceeding 

would provide the r",r,r",',,,,n 

direct result of 

of California, 

to 
expertise to the are named as a 

opinions, or statements made 

When a 

testimony for the 
physicians 

disincentive for in cases, 
the ease to recruit physicians to as expmi 

result of a 



to the 

extend the sunset of the two 
members appointed years, January 1, 2016. Medical 
Board funds the Loan in the through a $25 on physician initial 

two appointed by the Board 125,000 
'-'''''<'v''''',,,, who help support program. 

FISCAL: Minimal Absorbable 

.. Newsletter 


.. Notify/Train Staff 

• Notify Health Professions Education FoundationlOSHPD 
• Notify Attomey 

.. Inform Reviewers and provide infOlmation during their Board training 


October 2010 



Assembly Bill No. 1767 

CHAPTER451 

An act to add Section 2316 to the Business and Professions Code, and to 
amend Section 128335 of the Health and to healing 
arts. 

[Approved by Governor September 29,2010. Filed with 
Secretary of State September 29,2010.] 

LEGISLATIVE COUNSEL'S DIGEST 

AB I Hill. Healing arts. 
Existing law requires a board under the Business and Professions 

including the Medical Board of to provide representation 
to person hired or under contract who provides to the board 
in evaluation of an applicant or the conduct of a when that 
person is named as a defendant in a civil action out of the evaluation 
or any rendered, statements made, or testimony givcn to the board. 
Existing law also from civil liability to any 
providing to the Medical Board the California 
ofPodiatric that a liccnsee 
may be guilty of conduct or may be because of 
drug or alcohol abuse or mental illness. 

This bill would require the Office of the 
the Medical Board to provide to any licensed 

to the board in the evaluation 
as a result of 

existing the is 
I, 2011, 2 members 

appointed the board. 
This bill would extend the 2 foundation board appointments to January 

1,2016 

96 
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ofthe State ofCalifornia do enact asfollows: 

SECTION I. (a) The finds and declares that consumer 
protection further when the Medical Board of California 
uses board-certified and surgeons in the of 

and the of administrative The 
further and declares that the 

and is consistent with the 
of the and Professions in (,(,,,,tArin, 

existing case law that that the standard of care and any 
from the standard ofcare be established by witnesses. 

The finds and declares that trend 
n,n,prF'''''' board-eertifi sicians and surgeons may be 

from the boar that certified them as witnesses 
for the Board Actual 
or threatened discipline 
may chill participation in 
significantly and 

and and 
that the enactment of ''''I'',''''W''''' 

occurrence and for the protection consumers. 
SEC. 2. Section 2316 is added to the Business and Professions to 

read: 
2316. If a licensed 

board in the evaluation of an "V,,,,,,,,, 
providing that the 
by a specially board of which 
board approval, the Office of the 
physician and surgeon in that 
allegation brought the physician 
providing that to the board. 

SEC. 3. 128335 of the Health and 

~U'''J<'''' 317 of the Statutes 


office shall establish a 

to known as the Health Professions bUIU""UIJ'" 

that shall be governed a board of a total of 13 
members by one member 
of the one member the Senate 
and two of the of California 
Medical Board ofCalifomia. The members oftlle toundation 
by the Governor, afthe and Senate Committee on Rules 

include of groups that arc unljerrcr:tfef,ented 
health persons as health 

members of health or related IW(lltl'~.~, 

appointment shall have an interest in health 
interest in health educational for 
and the and desire to funds for the purposes of this 
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determined by the appointing power. The chairperson of the commission 
shall also be a nonvoting, ex officio member of the board. 

(b) The Governor shall appoint the president of the board of trustees 
from among those members appointed by the Governor, the Speaker of the 
Assembly, the Senate Committee on Rules, and the Medical Board of 
California. 

(c) The director, after consultation with the president of the board, may 
appoint a council of advisers comprised ofup to nine members. The council 
shall advise the director and the board on technical matters and programmatic 
issues related to the Health Professions Education Foundation Program. 

(d) Members ofthe board and members of the council shall serve without 
compensation but shall be reimbursed for any actual and necessary expenses 
incurred in connection with their duties as members of the board or the 
council. Members appointed by the Medical Board ofCalifornia shall serve 
without compensation, but shall be reimbursed by the Medical Board of 
California for any actual and necessary expenses incurred in connection 
with their duties as members of the foundation board. 

(e) Notwithstanding any provision of law relating to incompatible 
activities, no member of the foundation board shall be considered to be 
engaged in activities inconsistent and incompatible with his Or her duties 
solely as a result of membership on the Medical Board of California. 

(f) The foundation shall be subject to the Nonprofit Public Benefit 
Corporation Law (Part 2 (commencing with Section 5110) of Division 2 of 
Title 2 of the Corporations Code), except that if there is a conflict with this 
article and the Nonprofit Public Benefit Corporation Law (Part 2 
(commencing with Section 5110) ofDivision 2 ofTitle 2 of the Corporations 
Code), this article shall prevail. 

(g) This section shall remain in effect only until January 1,2016, and as 
of that date is repealed, unless a later enacted statute, that is enacted before 
JanualY I, 2016, deletes or extends that date . 

SEC. 4 . Section 128335 of the Health and Safety Code, as added by 
Chapter 317 of the Statutes of 2005, is amended to read: 

128335. (a) The office shall establish a nonprofit public benefit 
corporation, to be known as the Health Professions Education Foundation, 
that shall be governed by a board consisting of nine members appointed by 
the Governor, one member appointed by the Speaker of the Assembly, and 
one member appointed by the Senate Committee on Rules. The members 
of the foundation board appointed by the Govemor, Speaker of the Assembly, 
and Senate Committee on Rules may include representatives of minority 
groups which are underrepresented in the health professions, persons 
employed as health professionals, and other appropriate members of health 
or rel ated professions. All persons considered for appointment shall have 
an interest in health programs, an interest in health educational opportunities 
for underrepresented groups, and the ability and desire to solicit funds for 
the purposcs of this article as determined by thc appointing power. The 
chairperson of the commission shall also be a nonvoting, ex officio member 
of the board. 
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(b) The Governor shall appoint the president of the board of trustees 
from among those members appointed by the Governor, the Speaker of the 
Assembly, and the Senate Committee on Rules. 

(c) The director, after consultation with the president of the board, may 
appoint a council of advisers comprised of up to nine members. The council 
shall advise the director and thc board on technical matters and programmatic 
issues related to the Health Professions Education Foundation Program. 

(d) Members of the board and members of the council shall serve without 
compensation but shall be reimbursed for any actual and necessary expenses 
incurred in connection with their duties as members of the board or the 
council. 

(e) The foundation shall be subject to the Nonprofit Public Benefit 
Corporation Law (Part 2 (commencing with Section 5110) of Division 2 of 
Ti tie 2 of the Corporations Code), except that if there is a conft ict with this 
article and the Nonprofit Public Benefit Corporation Law (Part 2 
(commencing with Section 5110) of Division 2 ofTitle 2 of the Corporations 
Code) , this article shall prevail. 

(f) This section shall become operative January 1,2016. 

o 
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MEDICAL OF CALIFORNIA 

LEGISLATIVE ANALYSIS 


51 

Armed medical 

Author 


This bill would allow a to enter into an agreement with Armed of the 
United to authorize a physician and surgeon, physician assistant (P A), or a registered nurse 
(RN) to medical care the hospital specified conditions. 

ANALYSIS: 

in the 
fellowship, or 

''-'UJl'"'''' corps of 
VH'.UUVH0, including registering 

would allow non-military hospitals to enter an agreement with the Aill1ed 
Forces of the States to authorize a PA, or RN to provide care if the 
following applies: 

• The PA, or holds a valid in good ,,"UHUllU;:' m state or 
territory in 	 United 

medical care is provided as part of a or educational program • 
to promote readiness. 

• agreement complies with federal 

consumer protection 
the hospital to wear a name 

status, his or state of and a statement that he or 
is a member of the States. also 


to the board licenses his or respective health care 

on a form provided by that the >:Lv'"'!""""! Board already this form 




The author this bill health care professionals to 
skills prior to deployed to war. California Academy Assistants 
this bill will trained health care 

FISCAL: and absorbable 

• 	 Newsletter 
• 	 Notify/Train Board Staff 
• 	 Revise military form and create new form with added fields (i.e. state individual 

is licensed, license number, etc.) to implement this bill. 
• 	 Post new on the Board's 


contact at U.S. (provided by the office) to ...",,..+,...,r1rn 


October 2010 



Assembly Bill No. 2386 

CHAPTER 151 

An act to add and repeal Section 714 of the Business and Professions 
relating to the Armed Forces. 

[Approved by Governor Augllst 17,2010, Filed wilh 

Secretary of Stale August 17. 

LEGISLATIVE COUNSEL'S DIGEST 

AB 2386, Gilmore. Armed Forces: medical ""~<,,,.,,,,,,l 
federal law authorizes a health care 
or her health in any state 

that statc ifhe or she a CUlTcnt license to practJ(~e 
is perfoD11ing authorized duties for the 

Existing state law provides that no board that 
and podiatrists, or nurses 

license to practice his or her 
by, or has a contract 

services in a facility of the Ot"'!'lPl'lrtm,.,l1r 

as part program or project conducted the 
by federal statute, exempts persons in the program from state 

bill, until January 1,2016, would authorize a 
orppmpnt with the Armed Forces of the United 

and physician or r",,, ..",,,r,,1l 

care in hospital if the health care "",r.t",,,,,,,,,,., 
license in standing in another state or ,p,rlff,,"" 

as part of a training or educational nrf\aT'c.m 

combat rcadiness of the health care 
with federal law. The bill would those carc 

from licensure or relicensure the State of California while 
practicing under an agreement, but those health care 

to with the board that health care 
profession in this state and to wear a while 

The people State ofCalifornia do enact 

SECTION I, Section 714 is added to the Business and Professions 
to read: 

714. A hospital may enter into an agreement with the Armed Forces 
of the States to authorize a and surgeon. 
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nurse to medical care in the hospital if all of the 
apply: 

(I) physician and surgeon, physician 
holds a valid license in to 
of Columbia or any state or territory of United States. 

The medical care is provided as part of a 
program designed to promote the combat readiness of 
surgeon, physician assistant, or nurse. 

(3) The agreement complies Section 1094 ofTitlc 10 of the United 
States Code and any regulations or guidelines adopted to that 
section. 

A physician and surgeon, physician assistant, or registered nurse who 
is authorized to practice to subdivision (a) shall while 

on a name tag in at least 18-point his or her name and license 
status, or her state of licensure, and a statement that he or she is a member 
of the Armed Forces of the United States. 

(I If an is entered into to subdivision (a), no 
board this that licenses and surgeons, physician 

nurses may a person under subdivision 
to obtain or any license to practice his or her profession or 
services in the State of California. 

Notwithstanding paragraph (l), a and surgeon, physician 
or registered nurse who enters an agreement pursuant to 

(a) shall witll the board that licenses his or her respective 
health care this state on a form that board. 

(d) This section shall remain in effect until January 1, 2016, and as 
of that date is unless a later statute, that is enacted before 

I, 20 I or extends that date. 

o 





AB 

Association 
Support 

cosmetic 

intent of this is to elevate penalties of the of 
medicine prohibition in order to prevent further and to convince consumers 

models violate this law to reconsider their practices. 

H1UJl;'",", the penalty for corporations violating the prohibition of the 
corporate of to a public punishable imprisonment to five 
years and/or by a fine not IwA',lwlwU.UJ,,", $50,000. law states that this violation is 
punishable as a misdemeanor, a $1 for up to 180 days. 

bill would "outpatient cosmetic procedures or as 
medical procedures or treatments that are npr"tr.nm to alter or normal structures of the 
body to improve appearance. 

The Board previously similar (Carter) 
that authorized the revocation of a license with an 
organization that is in violation the corporate practice This bill was vetoed for 

law." In 2008 2398 (Nakanishi) contained 
in the ,-,"JlHU"'. 

author the Board VIJ~JUV~A this concept Board declined 
but it would 

FISCAl,: None to Board 

IMPLEMENTATION: 
None 

http:npr"tr.nm
http:IwA',lwlwU.UJ
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BILL NUMBER: AB 2566 
VETOED: 0912912010 

To the of the Assembly: 

I am returning Bill 2566 without my signature. 

a similar measure year. The reason the veto the same. 
addresses the highlighted by sponsors and author. real 

problem is sponsors want of this moved up on 
prioritization of Board (Board). California 
currently ranks 41 st cOllnty for taking serious disciplinary action against 
and bill attempts to move those seriolls disciplinary actions 
operate providing peels, and removal. 

Good doctors are backbone of our delivery of 
patients. I agree that time IS spent 

enforcement other 'H'-'L...."" should be more quickly investigated 
from have caused patient halm or 

Arnold 



Assembly Bill No. 

the Assembly 29,2010 

ChiefClerk ofthe 

2010 

Secrelaty o(the 

bill was by this __ day 

_______, 2010, at __ o'clock _M. 

Private ofthe Governor 
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CHAPTER ___ 

An act to add Section 2417.5 to the Business and Professions 
Code, relating to the practice of medicine. 

LEGISLATIVE COUNSEL'S DIGEST 

AB 2566, Carter. Practice of medicine: cosmetic surgery: 
employment of physicians and surgeons. 

Existing law, the Medical Practice Act, establishes the Medical 
Board of California within the Department of Consumer Affairs, 
which licenses physicians and surgeons and regulates their practice. 

The Medical Practice Act restricts the employment of licensed 
physicians and surgeons and podiatrists by a corporation or other 
artificial legal entity, subject to specified exemptions. Existing law 
makes it unlawful to knowingly make, or cause to be made, any 
false or fraudulent claim for payment of a health care benefit, or 
to aid, abet, solicit, or conspire with any person to do so, and makes 
a violation of this prohibition a public offense. 

This bill would make a business organization that provides 
outpatient elective cosmetic medical procedures or treatments, that 
is owned and operated in violation of the prohibition against 
employment of licensed physicians and surgeons and podiatrists, 
and that contracts with or employs these licensees to facilitate the 
offer or provision of those procedures or treatments that may only 
be provided by these licensees, guilty of a violation of the 
prohibition against knowingly making or causing to be made any 
false or fraudulent claim for payment of a health care benefit. 
Because the bill would expand a public offense, it would impose 
a state-mandated local program. 

This bill would state that its provisions are declaratory ofexisting 
law. 

The California Constitution requires the state to reimburse local 
agencies and school districts for certain costs mandated by the 
state. Statutory provisions establish procedures for making that 
reim bursement. 

This bill would provide that no reimbursement is required by 
this act for a specified reason. 
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enact 
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MEDICAL BOARD OF CALIFORNIA 
ANALYSIS 

to apply to individual licensed under Division 2 of 
relating to healing arts. The amendments limit 

sponsored event to 10 and to require that the sponsoring entity be a no.o-[)ron 
or a community-based organization. This bill was amended to require 
the sponsoring within 20 calendar days if the request is approved or "",""u ...,u 

specified amendments require the health care practitioner to 
the prescribed by each board, a request 

health care practitioner must pay a 
~._~.~.". The amendments also 

IIclemie be in good standing in each state 
specify a termination process for 
CtlltlOller to provide health care ,,.,,.,.,,,.,,.""., 

1,2014 

• must submit to the respective board in California a copy or 
or and a photo identification issued by the state IS 



E'pl~""'n or certified. 
III The must be provided to uninsured or underinsured persons on a short-

term voluntary (no longer than 10 sponsored 
III The services must in association with a sponsoring that 

with specified requirements. 
• must be without charge to the or to a 

on recipient. 

The be a non-profit or community-based must 
on a form that the name of sponsonng 

information by 
health department 

the provision of 
must file a report with the licensing the 
date, place, type, and description 

of the health care practitioners participated in 
entity must a list of health care practitioners associated 

and maintain a of current license or 
sponsoring must require each care practitioner to attest in writing 

or certificate is not suspended or revoked pursuant to disciplinary 
proceedings. This bill a licensing board to revoke the of a sponsoring if 

do not comply with provIslons. 

are thousands of individuals in California are lacking 
care. In August 2009, Remote Area 

conducted an health event in County. Volunteer 
provided $2.9 million in services to over 14,000 patient encounters 

While event was successful, faced a of volunteer health 
V,",>"v,IV." .. ,,, because of in California that prohibit volunteer out-of-state 

from of this 
which was held at the 

bill to apply to individual 
Professions to healing arts. anlendments limit 

to require that sponsoring entity a non-profit entity or a 
community-based organization. amendments also each board to the 
sponsoring within 20 calendar if the request is or denied specified 
requirements). care practitioner must submit to the board, on a 

by each board, a for to practice without a license and must a 
by each board by regulation). amendments also a process that 

each board must follow to authorization a care practitioner to provide health 
care serVIces California. 



The August 2010 amendments the participating practitioner to 
of his or license in each state the individual is and requires that the 
in good in individual is licensed. also a 
sunset date to the bill 

recent place more on board, in a 
impact to the Medical The Board is assuming 10 events with approximately 
out state physicians pmiicipating in Board is assuming these events 
will in two enforcement cases per The Medical will require .5 Associate 
Govemmental Program Analyst (AGPA) to the following: Create a new form for health 

to for authorization to without a Develop 
to establish the nominal per the Answer technical questions 

the database; 
and county), 

Affairs. 

,. Submit to DCA. 
,. Newsletter 
,. Notify/Train 
,. staff resources to program 
,. Work with DCA on uniform implementation plan 
,. Potential to at the January 2011 Meeting 

October 10 



Assembly Bill No. 2699 

CHAPTER 270 

An act to amend Section 900 of, and to add and rcpeaJ Section 901 
the Business and Professions Code, relating to arts. 

[Approved by Governor September with 
Secretary of State September 24, 201O.J 

LEGISLATIVE COUNSEL'S DIGEST 
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This bill would provide that no reimbursement is required by this act for 
a specified reason. 

The people of the State of California do enact as follows: 

SECTION I. Section 900 of the Business and Professions Code is 
amended to read: 

900. (a) in this division 
licensed in another state or the United States offers or 

health care for which he or she is licensed, if thc health care is 
a state of emergency as defined in subdivision (b) of 

Code, which emergency overwhelms the 
"'"I,'"""HU."." of California health care practitioners and only upon 

Director of the Emergency Medical Services Authority. 
director shall be the medical control and shall the 

licensure and health care practitioners for the 
emergency the areas to which they may be deployed, 

(c) Health care shall provide, upon a valid copy of 
a professional license and a photograph identification by the state in 
which the holds licensure before deployed the director. 

(d) deployed pursuant to this shall 
provide the California licensing authority with of 
licensure upon 

(e) Health care practitioners providing health care to this chapter 
shall have immunity from liability for services r~~"lnrNI as specified in 
Section 8659 of the Government Code. 

(f) For the purposes of this "health carc practitioner" means any 
person who in acts which are the oflicensure or 
under this or under any initiative act referred to in this 

For purposes of this section, "director" means the Director of the 
tmlen~crlCY Medical Services Authority who shall have the 

2.5 with Section I of the 

Section 90 I is added to the Business and Professions to 
read: 

901. (a) For purposes of this 
(I) "Board" means the applicable 

or an initiative act referred to in this 
or in this state of the 

"Health care practitioner" means 
are to licensure or 
initiative act referred to in this 

"Sponsored event" means an event, not to exceed 	10 calendar 
either a sponsoring or a local ,",UY'-"JlUl"'U 

care is provided public 
care practitioner. 

90 
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(5) or underinsured person" means a person who docs not 
have health care coverage, coverage or coverage lU"JU~:ll 
a program funded in whole or in part or a person 
who has health care coverage, but the to obtain 
those health care services offered by the under this 
section. 

(b) A health care 
another state, district, or 
health care services for which or sile is licensed 
from tile for licensure if all ofthe 
met: 

I Prior to those 
Obtains authorization from the 

event after to the board a 
certificate from each state in which he or 
and a identification issued 
she or certification. The 
entity, within 20 calendar days of 
whether that 
receives a request for 

evcnt, the board shall 
sponsoring entity whether that 
date of that event. 

(8) the following 
(i) The health care practitioner has act or been 

convicted of a crime constituting "PI".r!(;" 

under Section 480 and is which 
he or she holds licensure or certification. 

Oi) The health care practitioner has 
experience to III a event, as 

(iii) The care practitioner shall to 
practice requirements set forth in this and 

to this division. 
(C) Submits to the 

for authorization to nr'..... t" .... P 

determined by the 
appropriation, to cover the cost 
processing the 

(2) The services are provided under circumstances: 
(A) To uninsured or underinsured 
(8) On a short-term voluntary 

period sponsored event. 
(C) association with a ~n{'nc"n,n entity that with subdivision 

(c). 

90 



Ch.270 	 -4 

(D) Without charge to the or to a third party on behalf of the 
recipient. 

(c) The board deny a health care 
without a license the health care fails to 
requirements of this section or for any act that would be 
of an application for licensure. 

(d) A entity to provide, or 
of, health care 	 under this section shall do of the 

(J with each board under rhis division for 
VWe-ve'-"HU'" health care 	 in the <:1)(11'1(:01'<,,11 

by completing a 	 all 
(A) The name the sponsoring 
(8) The name of the principal 

officers or 	organizational officials 
entity. 
address, street, city, ZIP and 

sponsoring entity's principal office and each individual listed to 
subparagraph (8). 

(D) The telephone number for the 
and each individual listed pursuant to 

(E) 	 additional information 

the information 


department of the county in which the 
with any additional infO!1TIation 

The sponsoring entity shall notify the board and the county health 
department described in (2) of subdivision (d) in 
change to the information under subdivision (d) within 30 calendar 
days of the 

(f) Within I 
pursuant to this ""'\-·LiV.", 
board and the 
care services were provided. 
and description of the care 

care practitioners who participated in 
(g) The entity shall maintain a care 

associated the provision of health care services under this section. The 
sponsoring shall maintain a copy of each health care 
current license or celtification and shall each health care "_"I"tltl"nnr 

to attest in writing that his or her license or certificate is not 
revoked pursuant to disciplinary 
sponsoring shall maintain these a of at least five 
years following provision of health care services under this section and 
shall, upon furnish those records to the board or any health 
department. 

(h) contract of 
state on or after January I, 
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provision or 
(f) This shall remain in effect and 

of that date is repealed, unless a later statute, that before 
January I, 2014, deletes or extends that date. 

SEC. 3. No reimbursement is this act 
ofArticle XII! B of the Cal ifornia because the costs that 
may be incurred a local or school district will be incurred because 
this act creates a new crime or eliminates a crime or mtractlOlrl. 
or the for a crime or within the 
Section the definition ofa 
within the meaning B of the California 
Constitution. 

o 
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294 
Negrete 

law 
which is overseen by the Joint .LJ'-',c:,lC>'ULl 

process is to 

and Vocations: Regulation 
Sponsor: Author 
Board Position: None 

DESCRIPTION OF CURRENT LEGISLATION: 

This bill changes the sunset review on various Department of Consumer 
(DCA) boards and bureaus, the Medical of 

(the would change sunset date Medical from 2013 to 
2014. 

ANALYSIS: 


to go through the sunset 
Review 'L-VHUJlU 

performance 

This would change sunset date the Board from 13 to 2014. 

FISCAL: 

.. Article 

.. Notify Staff 

.. Prepare for performing a UU1W'-" evaluation/report in late anticipation of 
legislation in 13. 

October 20, 2010 



Senate Bill No. 294 

CHAPTER 695 

An act to amend Sections 200 1,2020, 2531,2569,2570.19,270 1,2708, 
2920,2933,3010.5,3014.6,3504,3512,3685,3686, 3710, 3716, 4620, 
4928,4934,4990,4990.04,5000, 5015.6,5510,5517,5552.5,5620,5621, 
5622,5810,6510,6710,6714, 7000.5,701 1,7200,7303,8000,8005, 8520, 
8528, 8710, 11506, 18602, 18613, 22259 of: to amend and repeal Scction 
2531 .75 of, and to add Section 4614 to, the Business and Professions Code, 
and to amend Section 94950 of the Education Code, relating to professions 
and vocations . 

[Approved by Governor September 30, 2010. Filed with 

Secretary of State September 30, 2010. ~ 

LEGISLATIVE COUNSEL' S DIGEST 

SB 294, Negrete McLeod. Professions and vocations: regulation. 
(I) Existing law provides for the licensure and regulation of various 

healing arts licensees by various boards, as defined, within the Department 
of Consumer Affairs, including the California Board of Occupational 
Therapy and the Physician Assistant Committee of the Medical Board of 
California. Existing law requires the Physician Assistant Committec of the 
Medical Board of California to appoint an executive officer. Under existing 
law, those provisions regarding the California Board of Occupational 
Therapy will become inoperative on July I, 2013, and will be repealed on 
January I, 2014 . Those provisions governing the Physician Assistant 
Committee of the Medical Board of California will become inoperative on 
July I, 2011, and will be repealed on January 1,2012. 

Under this bill, the provisions relating to the California Board of 
Occupational Therapy would become inoperative and be repealed on January 
I, 2014, and the provisions concerning the Physician Assistant Committee 
of the Medical Board of California would become inoperative and be 
repealed on January 1,2013 . 

Existing law provides for the licensure and regulation of certain healing 
arts licensees by the Medical Board of California, the State Board of 
Optometry, and the Respiratory Care Board of California. Existing law 
authorizes these boards to employ or appoint an cxecutive director or 
executive officer. Existing law repeals these provisions on Janllary 1,2013. 
Existing law makes the Speech-Language Pathology and Audiology and 
Hearing Aid Dispensers Board responsible for the licensure of 
speech-language pathologists, audiologists, and hearing aid dispensers and 
authorizes the board to appoint an executive officer. Existing law repeals 
these provisions on January I, 2012. Under existing law, the Board of 
Psychology is responsible for the licensure and regulation of psychologists 
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law these 

on January 1, 2014. 
v",.~,u"v, of registered opticians 

by the and provides that the and duties 
of the board in that regard shall be subject to review by Joint Committee 
on Commissions, and Consumer Protection as if those provisions 
were to become on I, 2003, and on 
January 1,2004. 

This bill would make the powers and duties of the board subject to that 
review as if those provisions were scheduled to be on January I, 
2014. 

law provides for the licensure and 
arts licensees by the Board 
Sciences Existing law authorizes the "",,U;O""1\_"" 

and requires BBS to 
law, these provisions are on January I, 20 II. 
this bill, these provisions would be repealed on January I, 2013. 

law provides for the licensure and regulation of registered nurses 
by the Board of Registered Nursing and requircs the board to an 
executive officer. Under law, these are on 
January 1,2013, 

This bill would instead repeal these provisions on January I, 2012. 
law for the licensure and regulation of naturopathic 
the Medicine Committee within the Osteopathic 

Existing law provides that these regulatory 
provisions are repealed on 1,2013. 

This bill would provide that these regulatory provisions are on 
January 1,2014. 

Existing law nnlVlI'W~ 
,"+;'OC'"",c and by boards within the .1.,..".,""""'" 

Board of Accountancy, the California Architects 
Landscape Architects Technieal Professional Fiduciaries 
the Board for Professional Engineers Land and the State 
Board of Guide for the Blind. 
with certain these boards to 

With to the Professional 
the Governor to appoint the chief of the bureau. Under 

these provisions will become on July ,20 II, and will 
repealed on January I, 2012. 

This bill would make these provisions, and on January 
1,2012. 

law authorizes the California Architects Board to an 
intern development until I, 2011. 

This bill would the to implement that program until July 
1,2012, 

90 



3 ell. 695 

law establishes in the Department of Pesticide Regulation a 
Control Board and requires the board, with the approval of 

the director of the to appoint a These provisions shan 
become on July 1,2011, and are rcpcalcd on January 1,2012. 

This bill would make those provisions inoperative and rcpealed on 
1,2015. 

law for the certification and of interior 
designers until January 1,2013. 

This bill would extend the operation of these provisions to January I, 
2014. 

for the of certified common interest 
"ue'lr",rn.pnt managers and tax preparers and these on 

January I, 2012, 
This bi II would repeal these provisions on January I, 2015. 
Under law, there the Contractors' State License Board within 

the depaltment and it is responsible for the licensure and of 
contractors and law the board to Under 

law, these are 
would these 
law for licensure and 

cosmetology by Board of Barbering and 
authorizes the board to an executive officer. 
these on January I, 2012. 

these provisions on 
Under the practice of shorthand 

the Court Reporters Board of California and 
board to appoint committees. These I, 
2011, 

This bill would repeal these provisions on 
Under law, the State Athletic i5 for 

licensing and and martial arts matches and 
is required to an executive officer. law these 
provIsions on I, 2011. 

This bill would repeal these on January 1,2012. 
(3) law, the California Private Postsecondary Education Act of 

2009, for the of postsecondary educational 
the Bureau for Private Education in the 

Consumer Affairs, Existing law that act on January 

the act on January I, 2015, 
until I, 2016, for the voluntary 

practitioners and a nonprofit 
Massage Therapy Organization that is of directors, 
and imposes certain duties on that Existing law prohibits a 
city, county, or and county from enacting an ordinance that requires a 
certificate holder to obtain any other license, permit, or other authorization 
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of massage in addition to the certificate issued by 

on 1,2015. The bill would 
that a standard of and 

massage practitioners and massage therapists is a matter of statewide 
concern, and the massage therapy apply to all cities and counties, 
including charter cities and charter counties. 

(5) This bill would additional in Section 2570.19 of 
the Business and Professions Code proposed 999 and SB I to 
be operative if SB 999 and SB or either and this bill become 
effective on or before January I, 20 J I, and this bill is enactcd last. 

The o/the State 01 California do enact as follows: 

SECTION I. Section 2001 of the Business and Professions Code is 
amended to read: 

200 I. (a) There is in the Department of Consumer Affairs a Mcdieal 
Board of California that consists of 15 membcrs, seven of whom shall be 
public members. 

(b) The Governor shall appoint 13 members to the subject to 
confirmation the Senate, five of whom shall be public members. The 
Senate on Rules and the Speaker of the Assembly shall each 

a public member. 
Notwithstanding any other oflaw, to reduce the 
board to 15, the following occur: 

(I) Two positions on the board that are 
that on June I, 20 I 0, shall terminate 

(2) positions on the board that are not 
term that expires on June I, shall terminate 

Two positions on the board that are not publie 
term that expires on June I, 20 II shall terminate instead on 
2008. 

(d) This section shall remain in effect only until J, 2014, and as 
of that date is repealed, unless a later enacted statute, that enacted before 
January I, 2014, deletes or extends that date. The repeal of this section 
renders the board to the review required by Division 1.2 
(commencing with 

SEC. 2. Section 2020 of the and Professions Code is amended 

The board may employ an executive director exempt from 
of the Civil Service Act and may also employ investigators, 
medical consultants, and other assistance as it deem 

necessary to this into effect. The board may the 
compensation to for services to the provisions of applicable 
state laws and and may incur other expenses as it may deem 
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MEDICAL BOARD OF CALIFORNIA 

LEGISLATIVE ANALYSIS 


Bill Number: SB 700 
Author: Negrete McLeod 
Chapter: #505 
Subject: Peer Review 
Sponsor: Author 
Board Position: Support 

This bill adds a definition addition, it adds that the 
review minutes or reports may be obtained by the Board. 

ANALYSIS: 

This bill focuses on enhancements to the peer review system as it relates to the 
Medical Board (Board) and oversight by the California Department of Public Health 
(DPH). 

Specifically, this bill does following: 

• 	 Adds a definition of what peer review is by specifying that it is the 
process in which the basic qualifications, staff privileges, employment, 
outcomes and conduct of licentiates are reviewed to detennine if 
licensees may continue to practice in the facility and if so, under what, if 
any, parameters. 

• 	 Rewrites for clarity the section that requires an 805 report to be filed 
within 15 days from the date when; 

1. 	 A peer body denies or rejects a licensee's application for 
staff privileges or membership for a medical disciplinary cause or 
reason; 

2. 	 A licensee's staff privileges, membership, or employment are 
revoked for a medical disciplinary cause or reason; 

3. 	 Restrictions are imposed, or voluntarily accepted, on staff 
privileges, membership, or employment for a total of30 or 
more within any 12 month period for medical disciplinary 
reasons; 

4. 	 A licensee resigns or takes a leave ofabsence from staff 



privileges, membership or employment; 
5. 	 A licensee withdraws or abandons his or her application for staff 

privileges, membership, or employment; 
6. 	 A licensee withdraws or abandons his or her request for renewal 

of staff privileges, membership, or employment after receiving 
notice of a pending investigation initiated for a medical 
disciplinary cause or reason after receiving notice that his or her 
application for staff privileges, membership, or employment is 
denied or will be denied for a medical disciplinary cause or 
reason. 

7. 	 A summary suspension of staff privileges, membership, or 
employment is imposed for a period in excess of 14 days. 

This is to ensure that the Medical Board is infOlmed as soon as possible 
when a physician has had restrictions imposed or is involved in an 
investigation regarding medical discipline. 

• 	 Requires an 805 report to be maintained electronically for dissemination 
for a period of three years after receipt. 

• 	 Adds that minutes or reports of a peer review are included in the 
documents that the Board may inspect. This will give the Board faster 
access to information so the Board can address issues of quality of care 
in an expeditious manner. 

• 	 Prohibits the Board from disclosing to the public any peer review 
summaries completed by a hospital if a court finds that the peer review 
was not conducted in good faith. This makes reporting fair for licensees 
who have a bogus report filed against them. 

• 	 Entitles the Board to inspect and copy specified unredacted documents 
relating to any disciplinary proceeding resulting in an action that is 
required to be repOlted pursuant to Section 805 without SUbpoena. This 
will give the Board faster access to information so the Board can address 
issues of quality of care in an expeditious manner. 

• 	 Requires the Board to remove from the Internet Website any information 
concerning a hospital disciplinary action that is posted if a court finds 
that the peer review was not done in good faith. The licensee must 
notify the Board of that finding. This makes reporting fair for licensees 
who have a bogus report filed against them. 

• 	 Requires the Board to post a factsheet on the internet that explains and 
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Senate Bill No. 700 

CHAPTER 505 

An act to amend Sections 803.1, 805.1, 2027, and 2220 
and to add Section 805.0 I to, the Business and Professions Code, relating 

to arts. 

[Approved by Governor September 29.2010, Filed with 
Secretary ofSta!e 2010,] 

LEGISLATIVE COUNSEL'S DIGEST 

SB 700, McLeod. arts: peer review. 
law provides for the rotes~)Jonal review of specified 

arts through a peer 
This bill would define the term review" for purposes of those 

for a period of 
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the board would 
file. 

rp(,!l!In~,; the Medical Board the UsiteolPatil11C 
and the California Board ofPodiatric 

to disclose to an member of the information ,'''''''rf1'!n 
enforcement actions taken against a licensee the board or 
state or 

This would also require those boards to make those disclosures 
enforcement actions taken former licensees. 
would make related and nonsubstantivc changes. 

The o/the Slale ofCalifornia do enact 

SECTION I Section 800 of the Business and Professions Code IS 
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unauthorized 
ofScction 80 J 

or 802. 
public is made to 
(b). 

Disciplinary information r?r",rrPfl to Section including 
additional statements submitted by the 

805. If a court finds, in a 
final judgment, that the peer review in the 805 report was conductcd 
in bad faith and the licensee who is the subjcct of the rcport notifics the 
board of that finding, the board shall include that finding in the central fi Ie. 
For of this review" has the same meaning as 
defined Section 

(5) Information to Section 805.0 I, including any 
explanatory or exculpatory submitted by the licensee pursuant 
to subdivision (b) of that section, 

(b) Each board shaU and forms on which mcmbcrs 
of the public and other licensees or certificate holders may file written 
complaints to the board act of misconduct or connected 
with, the performance of services by the licensee. 

If a board, or division or a panel has failed to act 
upon a complaint or or has found that the complaint 
or report is without shall bc purged of information 
reiating to the 

in any 
or to a 
qualifications, or be used 
affect a licensee's 
information to to 803.1 shall not be 
considered among the contents of a central file for the purposes of this 
subdivision, 
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The licensee may, but is not required to, submit any additional exculpatory 
or explanatory statement or other information that the board shall includc 
in thc ccntral file. 

Each board may pennit any law enforcement or rcgulatory agcncy whcn 
required for an investigation of unlawful activity or for licensing, 
certification, or regulatory purposes to inspect and have copies made of that 
licenscc's file, unless the disclosure is otherwisc prohibitcd by law. 

These disclosures shall effect no change in the confidential status of these 
records. 

SEC. 2. Section 803.1 of the Business and Professions Code is amended 
to read: 

803.1. (a) Notwithstanding any other provision of law, thc Mcdical 
Board of California, the Osteopathic Medical Board of California, and thc 
California Board ofPodiatric Medicine shall disclosc to an inquiring mcmber 
of the public information regarding any enforcement actions taken against 
a licensee, including a forn1er licensee, by thc board or by anothcr statc or 
jurisdiction, including all of the following: 

(1) Temporary restraining orders issued. 
(2) Interim suspension orders issued. 
(3) Revocations, suspensions, probations, or limitations on practice 

ordercd by the board, including those made part of a probationary order or 
stipulatcd agreement. 

(4) Public letters of reprimand issued. 
(5) Infractions, citations, or fines imposed. 
(b) Notwithstanding any other provision of law, in addition to the 

information provided in subdivision (a), the Medical Board of California, 
the Ostcopathic Medical Board of California, and the California Board of 
Podiatric Medicine shall disclose to an inquiring member of the public all 
of the fonowing: 

(1) Civi ll judgmcnts in any amount, whether or not vacated by a settlement 
after entry of the judgment, that were not reversed on appeal and arbitration 
awards in any amount of a claim or action for damagcs for death or personal 
injury caused by the physician and surgeon's negligence, error, or omission 
in practice, or by his or her rendering ofunauthorized professional services. 

(2) (A) AU settlements in the possession, custody, or control of the board 
shall be disclloscd for a licensee in the low-risk category if there are three 
or more scttlcmcnts for that licensee within the last 10 years, except for 
settlements by a licensee regardless of the amount paid where (i) the 
settlement is made as a part of the settlement of a class claim, (ii) the licensee 
paid in settlement of the class claim the samc amount as the other licensees 
in the samc class or similarly situated licensees in the same class, and (iii) 
the settlement was paid in the context of a case where the complaint that 
allcged class liability on behalf of the licensee also alleged a products 
liability class action cause of action. All settlements in the possession, 
custody, or control of the board shall be disclosed for a licensee in the 
high-risk category if there are four or morc settlemcnts for that licensee 
within the last 10 years except for settlements by a licensee regardless of 
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the amount the settlement is made as a part of the settlement 
of a class the in settlement of the class claim the 
same amollnt as other licensees in the same class or situated 
licensees in the same and thc settlement was paid in context 
of a case where the that class liability on behalf of the 
licensee class action cause of action. 
Classification of a or a "low-risk 

the 
by 

For the 

ofother licensees 
if it is below average, 

period. 
been in practice. 

in that specialty or 
entered into a settlement 

rpr.rf"'f'nlr~ of the total number 

in bad 
"''''H,'VI<, any 
thc licentiate 

be disclosed. 
as 

thc Medical Board of 
and the California 

member of the 
,,",,(,,'" c".. and 
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The Medical Board of California, the 
and the California Board of Podiatric may formulate 
disclaimers or explanatory statements to be included with any 

released, and may by establish eategories of 
information that need not be disclosed to an inquiring member of the public 
beeause that information is unreliable or not suffieiently related to the 
lieensee's practice. The Medical Board of California, the 

Medical Board of and the California Board of 
Podiatric Medicine shall include the statement when disclosing 
information concerning a settlement: 

"Some studies have shown that there is no correlation bet\vcen 
and a doctor's At the same time. the State 

that consumers should have access to malpractice 
information. In these profiles, the State of California has given you 
information about both the settlement history for the doetor's 

and the doctor's history of settlement payments only if in the last 
the doctor, if in a low-risk has three or more settlements 

or if in a high-risk or more settlements. The 
State of California has some class action lawsuits because those 
cases are commonly related to issues sllch as produet liability, rather 
than of individual and because they are 

on a class basis inccntive for scttlement is 
The State of California amounts into three 

statistieall''''l"m",r'''~ 

to others in 
you should view 

for 

are more 
f'nlmn,<Irf'O doctors 

to make 
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higher than average because they specialize in cases or patients who are at 
very high risk for problems. 

Settlcmcnt of a claim may occur for a variety of rcasons that do not 
necessarily reflect negatively on the professional competencc or conduct 
of the doctor. A payment in settlement of a medical malpractice action or 
claim should not be constmed as creating a presumption that mcdical 
malpracticc has occurred. 

You may wish to discuss infonnation in this repOli and thc general issue 
of malpractice with your doctor." 

(e) The Medical Board of California, the Osteopathic Medical Board of 
Califomia, and thc Califomia Board of Podiatric Medicine shall, by 
regulation, devclop standard ternlinology that describes the 
different types of disciplinary fi lings and actions to take against a licensee 
as described in paragraphs (I) to (5), inclusive, of subdivision (a). In 
providing the public with infonnation about a licensee via the Internet 
pursuant to Section 2027, the Medical Board the Osteopathic 
Medical Board ofCalifornia, and the California Board ofPodiatric Medicine 
shall not usc the terms "enforcement," "discipline," or similar language 
implying a sanction unless the physician and surgeon has been the subject 
of one of the actions described in paragraphs (I) to (5), inclusive, of 
subdivision (a). 

(f) The Mcdical Board of California shall adopt regulations no later than 
July 1, 2003, designating each specialty and subspccialty practice arca as 
either high risk or low risk. In promUlgating these regulations, the board 
shall consult with commercial underwriters ofmedical malpractice insurance 
companies, health care systems that self-insure physicians and surgeons, 
and representatives of the California medical specialty societies. The board 
shall utilize the carriers' statewide data to establish the two risk categorics 
and the averages required by subparagraph (B) of paragraph (2) of 
subdivision (b). Prior to issuing regulations, the board shall convene public 
meetings with the medical malpractice carriers, self-insurers, and specialty 
represen ta tives. 

(g) The Medical Board of California, thc Osteopathic Medical Board of 
Ca.1ifornia, and the Califomia Board of Podiatric Mcdicine shall provide 
each licensee, including a former licensee under subdivision (a), with a copy 
oftlle text of any proposed public disclosure authorized by this section prior 
to release ofthe disclosure to the public. The Iiccnsee shall have 10 working 
days from the date the board provides the copy of the proposed public 
disclosure to propose corrections of factual inaccuracies. Nothing in this 
section shall prevent the board from disclosing information to the public 
prior to the expiration of the I ~-day period. 

(h) Pursuant to subparagraph (A) of paragraph (2) of subdivision (b), the 
spccialty or subspecialty information requircd by this scction shall group 
physicians by specialty board recognized pursuant to paragraph (5) of 
subdivision (h) of Section 651 unless a different grouping would be more 
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statement of reasons for its 
would be more valid, 

and Professions Code is amended 
to rcad: 

805. As used in this the following terms have the 

includes: 
staff of any health care 

with Section I Health 
certified to in the federal Medicare 

Code. 

means any arrangement which a licentiate 
is to in or provide care for in a health facility. 
Those arrangements shall include, but are not to, tull 
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active staff privileges, limited staff privileges, auxiliary staff privileges, 
provisional staff privileges, temporary staff privileges, courtesy staff 
privileges, locum tenens arrangements, and contractual arrangements to 
provide professional services, including, but not limited to, arrangements 
to provide outpatient services. 

(5) "Denial or termination of staff privileges, membership, or 
employment" includes failure or refusal to renew a contract or to renew, 
extend, or reestablish any staff privileges, if the action is based on medical 
disciplinary causc or reason. 

(6) "Medical disciplinary cause or reason" means that aspect of a 
licentiate's competence or professional conduct that is reasonably likely to 
be detrimental to patient safety or to the delivery of patient care. 

(7) "805 report" means the written report required under subdivision (b). 
(b) The chief of statf of a medical or professional staff or other chief 

executive officer, medical director, or administrator of any peer review body 
and the chief executive officer or administrator of any licensed hcalth eare 
facility or clinic shall fi Ie an 805 report with the relevant agency within 15 
days after the effective date on which any of the following occur as a result 
of an action of a peer review body: 

(I) A licentiate's application for staff privileges or membership is denied 
or rejected for a medical disciplinary cause or rcason. 

(2) A licentiate's membership, staff privileges, or employment is 
terminated or revoked for a medical disciplinary cause or reason. 

(3) Restrictions are imposed, or voluntarily accepted, on staffprivileges, 
membership, or employment for a cumulative total of 30 days or more for 
any 12-month period, for a medical disciplinary cause or reason. 

(c) If a licentiate takes any action listed in paragraph (I), (2), or (3) after 
receiving notice ofa pending investigation initiated for a medical disciplinary 
cause or reason or after receiving notice that his or her application for 
membership or staff privileges is denied or will be denied for a medical 
disciplinary cause or reason, the chief of staff of a medical or professional 
staff or other chief executive officer, medical director, or administrator of 
any peer review body and the chief executive officer or administrator of 
any licensed health care facility or clinic whcre the Iicentiatc is cmployed 
or has staff privileges or membership or where the licentiate applied for 
staff privileges or membership, or sought the rcnewal shall file an 
805 report with the relevant agency within 15 days after the licentiate takes 
the action. 

(I) Resigns or takes a leave of absence from membership, staff privileges, 
or employment. 

(2) Withdraws or abandons his or her application for staff privileges or 
membership. 

(3) Withdraws or abandons his or her request for renewal of staff 
privileges or membership. 

(d) For purposes of fi ling an 805 report, the signature of at least one of 
the individuals indicated in subdivision (b) or (c) on the completcd foml 
shall constitute compliance with the requirement to file the report. 
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(e) An 805 report shall also be filed within 
imposition of summary suspension of staff 
employment, if the summary suspension 
excess of 14 

A 

15 
or 
in 

sanctions 
In nplrTC\rlTl 

agency shall a copy of a 

furnishes a copy of the original 805 report. 


If another review body is required to file an 805 a health eare 
service plan not to fi Ie a separate with respect to action 
attributable to the :mme medical disciplinary cause or reason. lfthe Medical 
Board of California or a of another state revokes or 

without a the license a and surgeon, a peer 
to file an 805 when it takes an action as 

not act as a waiver of 
The information 
as provided in 

provided that 
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person who is designated or otherwise required to file an 805 report is a 
licensed physician and surgeon, the action or proceeding shall be brought 
by thc Medical Board of California. The fine shall be paid to that agency 
but not expended until appropriated by the Legislature. A violation of this 
subdivision may constitute unprofcssional conduct by thc licentiate. A 
pcrson who is alleged to have violated this subdivision may assert any 
defense available at law. As used in this subdivision, "willful" means a 
voluntary and intentional violation of a known legal duty. 

(I) Exccpt as otherwise provided in subdivision (k), any failurc by the 
administrator of any peer review body, the chief executive officer or 
administrator of any health care facility, or any person who is 
or otherwise required by law to fi Ie an 805 report, shall be pY"W"~'VA,", 
fine that undcr no circumstances shall exceed fifty thousand ($50,000) 
per violation. The fine may be imposed in any civil or administrative action 
or proceeding brought by or on behalf of agency having regulatory 
jurisdiction over the person rcgarding whom report was or should have 
been filed. If thc person who is designated or otherwise required to file an 
805 report is a licensed physician and surgeon, the action or proceeding 
shall bc brought by the Medical Board ofCalifornia. The fine shall be paid 
to that agency but not cxpended until appropriated by the Legislature. The 
amount of the fi ne imposed, not exceeding fifty thousand dollars ($50,000) 
per violation, shall be proportional to the severity of the failure to report 
and shall differ based upon written findings, including whether the failure 
to fi Ie caused harm to a patient or created a risk to patient safety; whethcr 
the administrator of any peer review body, the chief executive officer or 
administrator of any health care facility, or any person who is designated 
or otherwise required by law to fi Ie an 805 report exercised due diligence 
dcspite thc failure to fi Ie or whether they knew or should have known that 
an 805 report would not be filed; and whether there has been a prior failure 
to fi Ie an 805 report. The amount of the fine imposed may also differ based 
on whether a health care facility is a small or rural hospital as defined in 
Section 124840 of the Health and Safety Code. 

(111) A health care service plan licensed under Chapter 2.2 (commencing 
with Section 1340) of Division 2 of the Health and Safety Code or a 
disability insurer that negotiates and enters into a contract with licentiates 
to provide services at altemative rates ofpayment pursuant to Section 10133 
of the Insurance Code, when determining participation with the plan or 
insurer, shall evaluate, on a case-by-case basis, licentiates who are the subject 
ofan 805 report, and not automatically exclude or deselect these licentiates. 

SEC. 4. Section 805.01 is added to the Business and Professions Code, 
to read: 

805.01. (a) As used in this section, the following terms have the 
following definitions: 

(I) "Agcncy" has the same meaning as defined in Section 805. 
(2) "Formal investigation" means an investigation perfol1l1ed by a peer 

review body based on an allegation that any of the acts listed in paragraphs 
(l) to (4), inclusive, of subdivision (b) occurred. 
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(3) 
(4) 
(b) 

rprlP:;1pl1 deviation from the standard of 
the 

acts of clearly excessive 
of controlled substances or acts of """'''"'' 

of contro lled substances without a 
examination of patient and medical reason 

no event shall a physician and surgeon prescribing, furnishing, or 
controlled substances for intractable pain, consistent ,\lith 

"'rf'~{'rih be for excessive prescribing and . 
of shall be made in any 

during a course of 
treatment or an examination. 

(c) The relevant shall be entitled to and copy the 
documents in the record formal required to be 
pursuant to subdivision (b): 

J) 	 Any statement of cllarges. 
medical chart, or exhibit. 

or conclusions. 
as other 

law. 
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(d) The report provided pursuant to subdivision (b) and the information 
disclosed pursuant to subdivision (c) shall be kept confidential and shall 
not be subject to discovery, except that the information may be reviewed 
as provided in subdivision (c) of Section 800 and may be disclosed in any 
subsequent disciplinary hearing conducted pursuant to the Administrative 
Procedure Act (Chapter 5 (commencing with Section 11500) of Part 1 of 
Division 3 ofTitle 2 of the Government Code). 

(e) The report required under this section shall be in addition to any report 
required under Section 805. 

(f) A peer review body shall not be required to make a pursuant 
to this section if that body does not make a final decision or recommendation 
regarding the disciplinary action to be taken a licentiate based on 
the body's determination that any of the acts listed in (I) to (4), 
inclusive, of subdivision (b) may have occurred. 

SEC. 5. Section 805.1 ofthe Business and Professions Code is amended 
to read: 

805.1. (a) The Medical Board of California, the Osteopathic Medical 
Board of California, and the Dental Board ofCalifornia shall be entitled to 
inspect and copy the following documents in the record of any disciplinary 
proceeding resulting in action that is required to be reported pursuant to 
Section 805: 

(I) Any statement of charges. 
(2) Any document, medical chart, or exhibits in evidence. 
(3) Any opinion, findings, or conclusions. 
(4) Any certified copy ofmedical records, as permitted by other applicable 

law. 
(b) The information so disclosed shall be kept confidential and not 

to discovery, in accordance with Section 800, except that it may be reviewed, 
as provided in subdivision (c) of Section 800, and may be disclosed in any 
subsequent disciplinary hearing conducted pursuant to the Administrative 
Procedure Act (Chapter 5 (commencing with Section 11500) of Part 1 of 
Division 3 of Title 2 of the Government Code}. 

SEC. 6. Section 805.5 of the Business and Professions Code is amended 
to read: 

805.5. (a) Prior to granting or renewing staffprivilcgcs for 
and surgeon, psychologist, podiatrist, or dentist, any health 
pursuant to Division 2 (commencing with Section 1200) of the and 
Safety Code, or any health care service plan or medical care foundation, or 
the medical staff of the institution shall request a report from the Medical 
Board of California, the Board of Psychology, the Osteopathic Medical 
Board of California, or the Dental Board of California to determine if any 
report has been made pursuant to Section 805 indicating that the applying 
physician and surgeon, psychologist, podiatrist, or dentist has been denied 
staff privileges, been removed from a medical staff, or had his or her staff 
privileges restricted as provided in Section 805. The request shall include 
the name and California license number of the physician and surgeon, 
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psychologist, podiatrist, or dentist. Furnishing of a copy of the 805 report 
shall not cause the 805 report to be a public record . 

(b) Upon a request madc by, or on behalf of, an institution described in 
subdivision (a) or its medical staff the board shall furnish a copy of any 
report made pursuant to Section 805 as well as any additional cxculpatory 
or explanatory information submitted electronically to the board by the 
licensee pursuant to subdivision (f) of that section. However, the board shall 
not send a copy of a report (I) if the denial, removal, or restriction was 
imposed solely because of the failure to complete medical records, (2) if 
the board has found the information reported is without merit, (3) if a court 
finds, in a final judgmcnt, that the peer review, as defined in Section 805, 
resulting in the report was conducted in bad faith and the licensee who is 
the subject of the report notifies the board of that finding, or (4) if a period 
of thrce years has elapsed since the report was submitted. This three-year 
period shall be tollcd during any period the licentiate has obtained ajudicial 
order precluding disclosure of the report, unless the board is finally and 
permanently precluded by judicial order from disclosing the report. If a 
request is received by the board while the board is subject to a judicial order 
limiting or precluding disclosure, the board shall provide a disclosurc to 
any qual ified requesting party as soon as practicablc aftcr the judicial order 
is no longer in force. 

If the board fails to advise thc institution within 30 working days following 
its rcquest for a report rcquired by this section, the institution may grant or 
renew staff privileges for the physician and surgeon, psychologist, podiatrist, 
or dentist. 

(c) Any institution described in subdivision (a) or its medical staff that 
violates subdivision (a) is guilty of a misdemeanor and shall be punished 
by a fine of not less than two hundred dollars ($200) nor more than one 
thousand two hundred dollars ($1,200). 

SEC. 7. Section 2027 of the Business and Professions Code is amendcd 
to read: 

2027. (a) The board shall post on thc Intcrnct thc following information 
in its possession, custody, or control rcgarding licensed physicians and 
surgeons: 

(I) With regard to thc status of the license, whcthcr or not the licenscc 
is in good standing, subject to a temporary restraining order (TRO), subjcct 
to an interim suspcnsion order (ISO), or subject to any of the enforcement 
actions set forth in Section 803. J. 

(2) With regard to prior discipline, whether or not the licensee has bcen 
subjcct to disciplinc by thc board or by thc board of another statc or 
jurisdiction, as dcscribed in Section 803.1 . 

(3) Any felony convictions reported to the board after January 3, 1991. 
(4) All current accusations filed by thc Attorney Gcneral, including those 

accusations that arc on appcal. For purposes of this paragraph, "current 
accusation" shall mean an accusation that has not been dismisscd, withdra\vn, 
or settled, and has not been finally decided upon by an administrativc law 

91 



15- Ch.505 

and the Medical Board ofCali fomi a unless an appeal of that decision 

or arbitration award reported to the board 

as provided in [-,mus,,,p, 

are restored and the licensee 
notifies the board of information pertaining to the 
termination or revocation of those privileges, as described in paragraph (6) 
of subdivision shall remain for a period of I 0 years from the 
restoration date the and at the end of that period shall be 
removed from on the board's Internet Web site. 

if a court finds, in a final 
disciplinary action was 

board of that finding, the information 
action posted pursuant to 

removed from the Internet 
of this paragraph, "peer review" has the same 

as Section 805. 
(c) board shall also on the lntemet a faetsheet that explains and 

provides information on the requirements under Section 805. 
(d) The board shall to other Web sites on the Internet that 

provide information on certifications that meet the requirements of 
subdivision of Section 651. The board may provide links to other Web 
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sites on the Internet that information on health care service plans, 

health hospitals, or other facilities. Thc board may also 

links to any other sites that would information on the 

of licensed and surgeons. 


SEC. 8, 2220 of the Business and Professions Code is amended 
to read: 

2220. as otherwise provided by the board may take action 
guilty of violating this The board shall enforce 

and this article as to physician ccrti fi catc 
and thc board shall have all the granted this chapter for these 

including, but not to: 
Investigating from the public, from other licensees, from 

health care facilities, or the board that a physician and may 
be of unprofessional conduct. The board shall the 
circumstances underlying a received to Section 805 or 805.0 I 
within 30 days to determine an interim slIspension order or 
restraining order should be issued. The board shall otherwise provide 
disposition of the received to Section 805 and Section 
805.0 I. 

(b) the circumstances of any physician and 
surgeon where there have been any settlements. or arbitration 
awards the and surgeon or his or her liability 

in excess ofa totalofthirty 
to any claim that injury or 

and 

.ty'-""'!S"W'lS the nature and causes 
'P~.A ...'",rI number ofjudgments, "l-tl,,~.,,~t~ or arbitration awards 

and surgeon. 

o 
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Bill Number: 

California Academy Assistants 

eligibility. 

to perform 
the purpose of une

examinations, 
mployment insurance 

This bill was amended to delete amending provision to physician 

durable 

assistants to certify disability for the purpose of unemployment insurance eligibility. 

ANALYSIS: 

practice 
phYSician 

California law by current 
certify specified 
other similar 

examinations; bill will permit physician 
and certifications. 

The author sponsor of this bill that allowing assistants to 
perform physical examinations and sign all corresponding forms, order durable medical 
equipment, and disability for the purpose of unemployment eligibility will 
help to expand access to health care by a physician's ability to specified 

care 

This bill was amended on May 5, 

This bill was on August 1 oto delete authorization the bill to allow 
physician assistants to certify disability for of unemployment insurance 
eligibility. 

FISCAL: 

• Newsletter 
October 20,2010 



Senate Bill No. 1069 

CHAPTER 512 

An act to amend Section 3501 and to add Sections 3502.2 and 3502.3 
to, the Business and Profcssions to amend Sections 44336, 

49455, and 87408.6 of, and to add Section 49458 
thc Education and to amend Section 2881 of the Public Utilities 

relating to 

[Approved by Governor September 29, 2010. Filed with 
Secretary of State September 29, 201O.J 

LEGISLATIVE COUNSEL'S DIGEST 

SB 1069, Pavley. assistants. 
law, the Assistant Practice is administered by the 

Physician Assistant of the Medical Board of California and 
provides for the licensure and of physician assistants. 
law provides that a physician may perform the medical services 
that are set forth by the regulations of the board whcn the services are 
rendered under the of a licensed physician and surgeon. Existing 
law rcquires a assistant and his or her supervising to 
establish written guidelines for the supervision of physician 
assistant. law provides that those requirements may be satisfied by 
adopting for some or all of thc tasks by the 
assistant, as specified. 

This bill would that a physician assistant acts as the of the 
when performing authorized and would 

assistant to perform examinations and other 
as defined, and attest to document 

those examinations and other to 
of law. The bill would further that a "'"""IS'U'''''' 

may authorize a physician assistant to order 
medical and make with to home health 
services or personal care services. would make 
to in the Education Code and the Public Utilities 

to the ofthose examinations and services and ac(;eptarlCC 
attestations. The bill would also authorize a assistant to 

examination that is required for in an 
athletic program, as specified. 
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ofthe State l1ll.rnr,nll1 do enact as follows: 

SECTION 1. Section 350 I of the Business and Professions Code is 
amended to read: 

350 I. As llsed in this chapter: 
"Board" means the Medical Board of California. 

for the education ofphysician 
the committee. 

enrolled in an 

of 

and surgeon oversees 
medical services rendered 

committee" means the 

as set forth in 
of Title 16 of the California 

n(>rt(,,'m consistent with subdivision 
California Code of 

medical services" 
by a physician assistant 

of the board 
assistant acts as an 

any activity ""th,,,",",,,''; 

board under this 
Section 3502.2 is added to 

to read: 
3502.2. oflaw, a physician assistant 

other specified medical 
I of the Public Utilities 

87408, and 
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87408.6 of the Education Code, practicing in 

and may sign and attest to any certificate, 

evidencing the examination or other services. 


SEC. 3. Scction 3502.3 is added to the Business and Professions 
to read: 

3502.3. 

a assistant to 
do any of the 

(1) Order durable medical equipment, 
in Section 3502 or the delegation of services agl:CClmc'nt 
that authority, in this paragraph shall 

to require prior 
receiving home 

after consultation with the 
or add to a of treatment or 

section shall be construed to affect the 
delegation services agreement in to the enactment of 
section or those adopted subsequent to enactment. 

SEC. 4. Section 44336 of the Education Code is amended to read: 
44336. When by the the for a 

certification document or the renewal thereof be a 
certificate in such form as shall be the from a 

and surgeon licensed of the Business and 
Code or a with 

Chapter 7.7 
and Professions 
and communicable disease or other 
applicant to instruct or associate with children. 

SEC. 5. Section 49406 of the Education Code is amended to rcad: 
49406. (a) as provided in subdivision no pcrson shall be 

initially cmployed by a school district in a or classified 
unless the person has submitted to an examination within the 
to dctcrminc that he or she is free of active 
surgeon licensed under Chapter 5 
Division 2 of the Business and 

'lJ"U'''~v with 

technician 

93 



Ch.512 4 

licensed under with Section of 
2 of the 

The district 

that in either case a or districts 
attendance of60,000 or more 

p.rlnll""""'" in that district. "Certificate," 
by the ,,"'''U'U''.15 

cmoioym,ent and the exru;:mie 
otherwise ",rr,v1(11'£1 

I-<r.U"'''"r the board may, if an 
that person in a 

93 
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the examination that is reimbursable to employees of the district 

sect, denomination, or 
creed, tenets, or principles for 
of religion and that to the best of his or hcr 
is free from active tuberculosis. If at lime there 

cause to believe that the affiant is with active 
he or she may be excluded from service until the "r,,·m,.·nm 

board of thc employing district is satisfied that he or she is not so 
(h) A who transfers his or her employment from one school or 

school to another shall be deemed to meet the of 
subdivision (a) if that person can produce a certificate shows that he 
or shc was cxamined within the past four years and was found to be free of 
communicable or if it is verified the school 

him or her that it has a certificate on which contains that 

can produce a ccrtificate as for in 
and Safety Code that shows that he or she 

was examined within the past four years and was found to be free of 
communicable or if it is verified by the school 

him or her that it has a certificate on file which contains that 

board or county superintendcnt of schools 
for of pupils under contract authorized by Section 
39801, or any other provision of law shall require as a condition of the 
contract the examination for active tuberculosis, as provided subdivision 

of all drivers these pupils, provided that contracted 
who transport pupils on an infrequent basis, not to exceed once 

a month, shall be excluded from this requirement. 
SEC. 6. Section 49423 of the Education Code is amended to read: 
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49423. (a) Notwithstanding Section 49422, any pupil who is required 
to during the sehoolday, medication prescribed for him or her 
by a physician and surgeon or ordered for him or her by a physician assistant 
practicing in compliance with Chapter 7.7 (commencing with Section 3500) 
of Division 2 of the Business and Professions Code, may be assisted by the 
school nurse or other designated school personnel or may carry and 
self-administer prescription auto-injectable epinephrine ifthe school district 
receives the appropriate written statemenl,; identified in subdivision (b). 

(b) (I) In order for a pupil to be assisted by a school nurse or other 
designated school personnel pursuant to subdivision (a), the school district 
shall obtain both a written statement from the physician und surgeon or 
physician assistant detailing the name of the medication, method, amount, 
and time schedules by which the medication is to be taken and a written 
statement from the parent, foster parent, or of the pupil indicating 
the desire that the school district assist the pupil in the matters set forth in 
the statement of the physician and surgeon or physician assistant. 

(2) ln order for a pupil to carry and self-administer prescription 
auto-injectable epinephrine pursuant to subdivision (a), the school district 
shall obtain both a written statement from the physician and surgeon or 
physician assistant detailing the name of the medication, method, amount, 
and time schedules by which the medication is to be taken, and confirming 
that the pupil is able to self-administer auto-injectable epinephrine, and a 
written statement from the parent, foster parent, or guardian of the pupil 
consenting to the self-administration, providing a release for the school 
nurse or other designated school personnel to consult with the health care 
provider of the pupil regarding any questions that may arise with to 
the medication, and releasing the school district and school from 
civil liability if the self-administering pupil sutTers an adverse reaction as 
a result of self-administering medication pursuant to this paragraph. 

(3) The written statements specified in this subdivision shall be provided 
at least annually and more frequently if the medication, dosage, frequency 
of administration, or reason for administration 

(c) A pupil may be subject to disciplinary action pursuant to Section 
48900 if that pupil uses auto-injectable epinephrine in a manner other than 
as prescribed. 

SEC. 7. Section 49455 of the Education Code is amended to rcad: 
49455. Upon first enrollment in a California school district ofa child at 

a California elementary school, and at least third year thereafter until 
the child has completed the eighth grade, the vision shall be appraised 
by the school nurse or other authorized person under Section 49452. This 
evaluation shall include tests for visual acuity and color vision; however, 
color vision shall be appraised once and only on male children, and the 
results of the appraisal shall be entered in the health record of the pupil. 
Color vision appraisal need not begin until the male pupil has reached the 
first grade. Gross external observation of the child's eyes, visual 
perforl11anee, and perception shall be done by the school nurse and the 
classroom teacher. The evaluation may be waived, if the child's parents so 
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bya 
with 
Business and Code. 

SEC. 9. Section 87408 of the Education Code is amended to read: 
87408. When a community college district wishes to employ a 

and that person has not been f'I11InIt,Vr'f1 

in this state, the a 
certificate thnt the is fi'ee from any communicable _«. __..... , 

but not to, active tuberculosis, unfitting the applicant to 
instmct or associate with students. The medical certificate shall be submitted 

to the board licensed under 
the 

Business 
a commissioned medical officer from 

is free from any communicable but not 
to, active unfi tting the applicant to instruct or associate 

with students. The medical examination shall be at the expense of 
the district. The certificate shall become a of the nf',·"rlllnf' 
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record of the and shall be open to the employee or his or her 

and qualified X-ray 
interpreted by a physician and 
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Section 2000) of 

or more 
the local health officer for sO long as 

either the tuberculin skin test or any other test reeOl1lmlenClea 
licensed the FDA. Once an has a 

skin test or any other test that has been recommended 
licensed the FDA that has been followed 
examinations shall no be required, and made 
30 of the examination to the local health officer to 

the for followup care. 
After the each pm,,..,,,,,,,,,,, shall cause to be on file with 

a certificate the 
assistant showing the 

free active tuberculosis. "Certificate, 
means a certificate signed by the 

or a notice from a public 
that indicates freedom from 

of form, shall constitute evidence 

board each district shall reimburse 
of this examination. The board may 

examination this section or a re~ISOnal)ie 
the examination that is reimbursable to of the district 
with this section. 

At the discretion of the governing board, this section 
to those not requiring certification 

for any of time less than a 
frequent or prolonged contact 

board may, however, 
as a contract require the examination 
contract, other than those persons specified in 
believes the of these persons in and around 
constitute a hazard to students. 
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board of a community district determines 
that the health of students in the district would 
this section shall not apply to any of 

that he or she adheres to 

f'n"lnl,')vrllf'IU from onc campus or 
,,,,,,th,>r deemed to meet the 

MT/V"'''!' a certificate that 
shows that and was found 

free of communicable or it is the 
him or her that it has a certificate on 
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an amplified device by the dispenser and the dispenser has the individual's 
hearing records on file prior to certification. In addition, a physician assistant 
may certify the needs ofan individual who has been diagnosed by a physician 
and surgcon as being deaf or hearing impaired to participate in the program 
after reviewing the medical records or copies of the medical records 
containing that diagnosis. 

(b) The commission shall also design and implement a program to provide 
a dual-party relay system, using third-party intervention to connect 
individuals who are deaf or hearing impaired and offices of organizations 
representing individuals who are deaf or hearing impaired, as detemlined 
and specified by the commission pursuant to subdivision (e), with persons 
of normal hearing by way of intercommunications devices for individuals 
who are deaf or hearing impaired and the telephone systcm, making available 
reasonable access of all phases of public telephone service to telephone 
subscribers who are deaf or hearing impaired. In order to make a dual-party 
relay system that will meet the requirements of individuals who are deaf or 
hearing impaired available at a reasonable cost, the commission shall initiate 
an investigation, conduct public hearings to determine the most cost-effective 
method of providing dual-party relay service to the deafor hearing impaired 
when using a telecommunications device, and solicit the advice, counsel, 
and physical assistance of statewide nonprofi t consumer organizations of 
the deaf, during the development and implementation of the system. The 
commission shall phasc in this program, on a geographical basis, over a 
three-year period ending on January I, 1987. The commission shall apply 
for certification of this program under nIles adopted by the Federal 
Communications Commission pursuant to Section 401 of the federal 
Americans with Disabilities Act of 1990 (Public Law 101-336). 

(c) The commission shall also design and implement a program whereby 
specialized or supplemental telephone communications equipment may be 
provided to subscribers who are certified to be disabled at no charge 
additional to the basic exchange rate. The certification, including a statement 
of visual or medical need for specialized telecommunications equipment, 
shall be provid'ed by a licensed optometrist, physician and surgeon, or 
physician assistant, acting within the scope of practice of his or her license, 
or by a qualified sta te or federal agency as detemlined by the commission. 
The commission shall, in this connection, study the feasibility of, and 
implcment, if determined to be feasible, personal income criteria, in addition 
to the certification of disability, for determining a subscriber's eligibility 
under this subdivision. 

(d) The commission shall establish a rate recovery mechanism through 
a surcharge not to exceed one-half of 1 percent uniformly applied to a 
subscriber's intrastate telephone service, other than one-way radio paging 
service and universal telephone service, both within a servicc area and 
between service areas, to allow providers of the equipment and service 
specified in subdivisions (a), (b), and (c), to recover costs as they are incurred 
under this section. The surcharge shall be in et1'ect until January I, 2014. 
The commission shall require that the programs implcmented under this 
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section be identified on subscribers' and shall establish a fund and 
for each of programs under 

The commission 
to 

to this section, 
(g) The commission shall review the cm'f'''''''c''' 

balances in the funds established pursuant to subdivision 
I, 20 I the commission shall be authorized to 
by (d), any to the 
that the programs funded 
balances are not excessive. A which 
months' wOlth expenses at the end ofthe 

(11) The shall prepare and submit to the 
before December 31 of each year, a on the fiscal status programs 
established and funded to section and Sections 2881,1 and 
2881.2, The report shall include a statement ofthe surcharge level established 
pursuant to subdivision (d) and revenues the an 
accounting of program and an ofoptions for controlling 
those and including, but not limited 
to, all the following 

(J) The establishment means test for 
equipment or free or reduced for 
services. 

(2) If and to the extent not prohibited under Section 40 I of the federal 
Americans with Disabilities Act of 1990 (Public Law 101 the 

of limits or other restrictions on maximum usage levels for the 
which shall include the ofa program to provide 

lr.'ln1f'nt~ to all users at discounted rates, 
discounted toll-call rates, for usage in excess of those basic 

rl'llJlIrpm'f'nlts: at rates which recover the full eosts of service, 
More efficient means for and to 

subscribers, 
The establishment of 

system. 
to continue to meet the access needs of individuals with 

lUI''-'UVU,,, limitations of movement, 
of the commission shall nel,'T(ll'm """n',no 

assessment and ofthe program to 
for additional access telecommunications 
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U) The commission shall structure the programs required by this section 
so that any to promote the of universal service 
reasonably the value of the benefits of universal scrviee to 
contributing entities and their subscribers. 

o 
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the Department 

BOARD OF CALIFORNIA 
ANALYSIS 


Bill Number: 

#517 

Author 
Programs 

Board Position: Support 

This bill would 
(DCA) to order a to cease 

or diversion program. 
the board to order a 

a clinical diagnostic evaluation. 

tests positive 
prohibited under the terms 
healing arts board to adopt 
for major violations or when 

This bill was amended to remove provision that allowed a licensee to to 
return to practice after being a cease and desist order. 

do not impact the Board 
provisions that prohibited the 

''''-CO'A''' program, and 
for records peliaining to 
to exempt the Board 

external audit requirements, 
to the public that a licensee is 
provisions that prohibited waiving 
treatment services. bill was 
nursing from the bill. 

ANALYSIS: 

established the Substance 
was responsible for formulating 

healing arts board must use in 
standards are required whether or not a board 

Many of the uniform 
not' 

nCOT".-.r·", Abuse Coordination 

established under SB 1441 do not require statutes 
implementation; however, current 
practice. Therefore this authority 
uniform standards established by 

all boards the authority to 
codified in law in order to fully 

This bill would 
tests positive for alcohol or 

adopt regulations authorizing 

arts to order a licensee to cease 
l"'''-'lV'''' drugs. This bill also allows a 

lICc:nS(~e to cease 

Committee within the 
specific standards in specified areas 
substance-abusing licensees. 
chooses to have a formal diversion 



to a clinical diagnostic evaluation. a licensee 
IS of whether or not the board 

2010 amendments remove the provisions allowed a to petition to 
a cease and desist order. They the provisions 

waiving confidentiality to abuse 

required to be 
that would have been required to 

remove the provisions 
a licensee is participating in a board 

r\r'rlpr~>.., as a tcnn of probation. The 
bill. 

• 

• 
Board Staff 

guidelines regulations 

October 20, 2010 



Senate Bill No. 1172 

CHAPTER 517 

An act to amend Section 156.1 of, and to add Sections 315.2 and 315.4 
to, the Business and Professions Code, relating to regulatory boards . 

[Approved by Governor September 29,20 IO. Filed with 
Secretary of State September 29,20)0.) 

LEGISLATIVE COUNSEL'S DIGEST 

SB 1172, Negrete McLeod. Regulatory boards: diversion programs. 
(I) Existing law provides for the regulation of specified professions and 

vocations by various boards, as defined, within the Department of Consumer 
Affairs. Under existing law, individuals or entities contracting with the 
department or any board within the department for the provision of services 
relating to the treatment and rehabilitation oflicentiatcs impaired by alcohol 
or dangerous drugs are required to retain aJl records and documents 
pertaining to those services for 3 years or until they arc audited, whichever 
occurs first. Under existing law, those records and documents are required 
to be kept confidential and are not subject to discovery or subpoena. 

This bill would specify that those records and documcnts shall be kept 
for 3 years and kept confidential and are not subject to discovery or subpoena 
unless othelWise expressly provided by Ilaw. 

(2) Existing law provides for the I icensure and rcgulation of various 
healing arts by boards within the Department of Consumer Affairs. Under 
existing law, these boards are authorized to issue, deny, suspend, and revoke 
licenses based on various grounds and to take disciplinary action against 
their licensees. 

Existing law establishes diversion and recovery programs to identifY and 
rehabilitate dentists, osteopathic physicians and surgcons, physical therapists, 
physical therapy assistants, registered nurscs, physician assistants, 
pharmacists and intern phannacists, veterinarians, and registered veterinary 
technicians whose competency may be impaired due to, among othcr things, 
alcohol and drug abuse. 

The bill would require a healing atts board to ordcr a licensee to cease 
practice if the licensee tests positive for any prohibited substancc undcr the 
terms of the licensee's probation or divcrsion program. Thc bill would also 
authorize a board to adopt regulations authorizing it to order a licensee on 
probation or in a diversion program to cease practicc for major violations 
and when the board orders a licensee to undergo a clinical diagnostic 
evaluation, as specified. The bill would provide that thcsc provisions do not 
affect the Board of Registered Nursing. 
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The oflhe Siale rJU:fI)v,mrJ do enacl as follows: 

SECTION I, Section 156,1 of the Business and Professions Code is 
amended to read: 

156.1. any other of individuals or 
entities or any board within the 
for thc to the treatment and of 

retain all records 

(b) Unless expressly provided statute or all 
records and documents pertaining to services for the treatment and 
rehabilitation of licentiates impaired by alcohol 
by any contract vendor to the department or to any board 
department shall be confidential and arc not subject to r1l~.C()Vl'l·V 

subpoena, 
(c) With to all other contracts for services with the 1i"""""1",, 

board 	 the department other than those set forth in 
director or chief deputy director may request an examination and 

the intemal auditor of all under the 
contract. For all documents and of the contract vendor 

shall be retained such vendor for 
final payment under the contract. in 

section shall thc authority of the State Auditor to conduct any 
examination or audit under the terms of Section 8546,7 ofthe Government 
Code. 

SEC. 2. Section 315,2 is added to the Business and Professions 

as described in Section shall order a 
>J"'v"'vv if the licensee tests for any substance 

the terms of the "r,~,...",pp or diversion 

under this sectioll shall not be u()\[{·'nlP(l 

5 (commencing with Section 11 ofPart I 
the Government Code. 

(c) A cease order under this section shall not constitute 
disciplinary action, 

(d) This section shall have no effect on the Board 
to Article 3, I (commencing with Section 
2. 
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SEC 3. Section 315.4 is added to the Business and Professions 

A board, as described in Section 3 
board to order a licensee on or a 

program to cease praetiee for violations and 'when the board orders 
a licensee to undergo a clinical evaluation to the uniform 
and specific standards adopted authorized under 315. 

(b) An order to ccase under this section shall not bc ""'J['r1ClP{l 

by the with Section 11 ofPart I 
of 

(e) A cease practiee order under this section shall not constitute 
disciplinary action. 

(d) This section shall have no effect on the Board of Registered 
pursuant to Article 3.1 (commencing with Section 2770) of Chapter 6 
Division 2. 

o 
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MEDICAL BOARD OF CALIFORNIA 

LEGISLATIVE ANALYSIS 


Bill Number: SB 1410 
Author: Cedillo 
Chapter: VETOED (see attached veto message) 
Subject: Medicine: licensure examinations 
Sponsor: Author 
Board Position: Oppose 

DESCRIPTION OF CURRENT LEGISLATION: 

This bill would delete the limitation that an applicant for licensure may only make four 
attempts to obtain a passing score on Step III of the United States Medical Licensing 
Examination (USMLE). 

This bill has an urgency clause and would take effect immediately upon passage. This 
bill also contains provisions to make the removal of the limitation of attempts retroactive to 
January 1, 2007. 

This bill was amended to require the Medical Board of California (Board) to adopt a 
resolution at a public meeting every time it adopts a passing score, prohibits the Board from 
delegating the responsibility to adopt the passing score to any other entity, and requires the 
passing score to be a numerical score and not a percentage. The amendments state the intent of 
the Legislature that the Board complies with the court's holding in Marquez v. Medical board of 
California. The amendments also remove the urgency clause and the retroactive provision, so 
this bill will now take effect on January 1, 2011 and will no longer make the removal of 
limitation attempts retroactive to January 1,2007. 

ANALYSIS: 

Currently, applicants for licensure are required to pass Step III within four attempts in 
order to be eligible to be licensed as a physician in California. This bill would give applicants an 
unlimited number of attempts to take and ass the examination. 

The limitation was established in 2006 by AB 1796 (Bennudez, Chapter 843) which was 
sponsored by the Board. In the interests of furthering the Board's mission of consumer 
protection, this limitation was deemed necessary to allow the Board to better assess applicants' 
ability to practice medicine safely. The requirement to past Step III within four attempts was 
designed to assure that physicians who are issued full and unrestricted licenses are current in 
their medical knowledge at the time they receive their initial license. 

Subsequent legislation, SB 1048 (Chapter 588, 2007), included provisions to allow an 
applicant who obtains a passing score on Step III of the USMLE in more than four attempts to be 
considered for licensure if the applicant has been licensed in another state for at least four years. 



III 

This bill would repeal provisions as well as would be if have 
unlimited exam. 

with 
IS a 

to take the exam to obtain a passing 
found to have 

In at 
number of required exams is not disclosed to the Consumers do 

know they are by a physician had to very exam that indicates 
readiness to treat them times they were adequate for 

the interests ofpatient protection, the competency of a physician should 
evaluated questioned when that physician continues to retake of the without 
any limitation. current requirement of in state for four with a 

and this consumer 

the four attempt limit for licensing 
now require Board to a resolution at a 

The amendments also prohibit the 
other require 

score to be a numerical score and not a Board re-adopted the FSMB's 
passing score at the Board by resolution; however is contrary to FSMB's 
passing score, which is a percentage, not a numerical score. The also state 

of the that Board comply with the holding 

of California, which believes it already 


amendments remove the 
on 1,2011 

limitation to January 1, 2007. 

The Department of Affairs is also opposed to this bill, is their of 
opposition. 

None 

None 

October 20, 0 



BILL NUMBER: SB 1410 
VETOED: 0912912010 

To the of California Senate: 

I am returning Bill 1410 without my signature. 

This measure existing licensing California 
physicians potentially puts at risk by substandard physicians an 
unlimited number of attempts to final of the United States Medical 

Examination. In addition, physicians are to eventually obtain 
California' can be in another state for at four without 
'If'',,,,r,'''' licensure 

these reasons, I am unable to this bilL 

Arnold 
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Senate No. 1410 

Passed August 2010 

Secretary Senate 

Passed August 19,2010 

ChiefClerk Assembly 

This bill was received by Govemor this ____ day 

______, 2010, at o'c1ock __M, 

Private 'OF' ..O"/1 ofthe Governor 
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of, and to add Sections 21An act to 
Professions relating to and 21 

LEGISLATIVE COUNSEL'S DIGEST 

requirements III 

v. Medical 
548. 

The people ofthe State ofCalifornia enact as follows: 

SECTION 1. Legislature finds and all 
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return to 

passlllg 
score an examination once an applicant has registered for 
examination without any procedure or notification to 
applicant. 

SEC. 2. 2177 of the and Code is 
"'-"'U'-',U to read: 
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or for 
the board. 

(b) elect to thc written examinations 
conducted or by the board in separate parts. 

(c) An applicant shall have obtained a passing score on 
the Medical Examination in to 

be eligible for a physician's and certificate. 
3. 2177.5 is and 

Code, to 
2177.5. Notwithstanding (a) of Section 21 the 

board shall as a passing score on an examination or of 
an examination from an applicant thc passing score that was 
adopted board and in on the date 
registered the examination. 

SEC. 4. Busmess 
Code, to 

2177.7. (a) Pursuant to board 
shall adopt a every adopts a score 
for an examination or for part of an examination that 
is required certification this article. 

(b) The resolution required pursuant to subdivision (a) shall be 
adopted or at a ofthe board, subject 
to public and an vote of a board 

at at 
(c) The not to any other by 

contract or resolution, the responsibility to adopt the 
described in If adopts the 
passmg score another entity as its passing score 
examination or any part of an examination and 
subsequently that passing score, 

the 
scorc, 

resolution pursuant to this section. 
(d) score to be pursuant to this shall 

be stated as a numerical score and shall not be stated as a 
percentage correct answers. 

SEC. 5. 1 t is the intent in Section 
4 of this act Medical California comply with the 

96 
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court's holding in v. Medical Board ofCalifornia 
] 82 Cal.AppAth 548. 

(b) Sections 2177 21 of Business and 
unambiguously require the Medical Board of to 

establish a score for III of the States Medical 
Licensing Examination and to do so by resolution. 

(c) board shall a score by means ofa formal, 

public vote. This unambiguous statutory 


requirement is intended to keep the board accountable to the 

the medical medical license applicants, 


public, and to prevent the board delegating this 
responsibility to 

96 
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1489 
Author: Senate Professions Economic Development 

Committee 
#653 

Board Position: 

Senate 
substantive, . 

proVISIons 
Code and are as 

• to the 

02• 	 2096 

licensure. 


• 	 2184 Allows the to consider cause or reason, m 
training programs, and current and active in another state 

province, when the period validity of 
written examination scores licensure. 

• 
midwives. 

related to 

amenclea to include the ""''''''''''''', requirements midwives 
amendments to Section 2184. 

to the Board 

IMPLEMENTATION: 

Article 
• 	 Notify/Train Staff 

Reinstates ..,.",c.trrr·",rl, training for 

or 

20,2010 




Senate Bill No. 1489 


CHAPTER 653 


and to 
Division 

[Approved by Governor September 30, 2010, Filed with 
Secretary of State September 30,2010,] 

LEGISLATIVE COUNSEL'S DIGEST 

SB 1489, Committee on Professions and Economic 
arts. 

Medical Practice Act, provides for the Iieensure 
and by the Medical Board of 

for a 
in a country other 

to the 
of at least one year 

to instead complete at least 2 years 

occur in 
the Office of Statewide 
requires the offiee to report to the 

93 
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compliance with that requirement every and the aggregate information 
collected every 

This bill would those annual to be made by March 
April 30, and respectively, and would make additional to 
the infomlation to be reported a midwife with 
in California. 

to inform 
based 

that certain 

or discomfort in 
the car canal. 

for the licensure 

ofapplicants, or 
a restoration fee 
date for licenses. 

This bill would instead require the holder of the expired license to take 
the National Board of Examiners in Clinical Skills examination 
or other clinical examination and to also pay any 

nnl1pr."u fees by 

93 
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law authorizes the restoration of a license that is 
not within 3 years after its if the person 
that he or she holds an active license from another state, an aIlIJl1'_""VU 

for and pays the accrued and renewal fees and any 
the board. 
the to submit of of 

for the last 2 years take and 
examination. The bill would 

crimes or acts 

bill would authorize an license to take 
the licensure examination and the examination 4 times each. 
The bill would also authorize the to take those examinations 4 
additional times each if additional coursework is as 

a facility licensed the board's 
e-mail list within 60 days of or at the time 
of license renewal. 

bill would allow an owner of2 or more facilities to 
e~mail notification requirement the usc ofone e-mail under 

circumstances. 
law the California State Board of to 

that require, on or before 
prescription label on 
in California. 

from those prescription drug label 
dispcnsed to a patient in a health facility and 

a licensed health care professional, as specified. 
for the licensure and regulation of 

licensed clinical social educational 
professional clinical counselors the Board of 
Existing law authorizes a licensed and family 

Cll""'I,'l"'l, licensed clinical social or licensed 
whose license has been revoked, suspcnded, or 
petition the board for reinstatement or of the 

law also authorizes the board to deny an or 
those licenses due to the revocation, sllspension, or 

the board of a license to practice as a clinical social worker, 
therapist, or educational 

93 



eh.653 4 

with respect to licensed 

and family 
hours 0 f experience 

that this 
Ule'F,HV"""F, and 

be 2 
for the first 150 hours 

or marriage, or a 
a personal, 
authority or 
provision prohibiting a supervising more than 2 interns. 

law requires an associate clinical worker or an intern to receive 
of at least one hour of direct supervisor contact for every I () 

client contact in each and authorizes an associate clinical 
entity, a school, college, or 

institution to obtain up to 30 hours 
contract via two-way, real time 

that 30·hour limit and would require an assoeiate 
clinical worker or an intern to receive at least one additional hour of direct 

for wcek which more than 10 hours of 
np,·tf"·I11~,11 in each in which 

93 
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with respect to 
as specified, who 

to applying with 

law authorizes the board to refuse to issuc or suspend or revoke 
clinical counselor license or intern registration ifthe licensee 

has becn conduct, as specified. 
bill would conduct includes (I) engaging 

in conduct that subverts a examination, (2) revocation, suspension, 
or restriction the board of a license to as a clinical social worker, 
educational psychologist, or marriage and family therapist, (3) conduct in 
the supervision of an associate clinical social workcr that violates the 
profession's clinical counseling or regulations of 
the with required procedures when 
delivering health care via tpl,,,,,,,rI 

The bill would make other nonsubstantivc changes in various 
provisions the arts and would delete certain obsolete and 
duplicative l<HI)', ","')','-'. 

(6) This would additional in Section 2177 of 
the Business and Professions Code proposed by SB 1410, to be operative 
if SB 1410 and this bill become effective on or before January J, 2011, and 
this bill is enacted last. 

(7) This bill would additional in Section 2570.19 of 
the Business and Professions Code by 294 and SB to be 

if SB 294 and SB of them. and this bill become 
on or before and this bill is enacted last. 

(8) This bill would in Section 4980.43 of 
the Business and Professions Code by to be operative 
ifAB 2435 and this bill become effective on or before January 1,2011, and 
this bill is enacted last. 

This bill would additional in Section 4996.17 of 
the Business and Professions Code nrr,n"opti 2167, to be operative 
ifAB 2167 and this bill become effective on or January 1,2011, and 
this bill is enacted last. 

The State do enact 

SECTION I. Section 2026 of the Business and Professions Code is 

2. Section 2065 of the Business and Professions Code is amended 
to read: 

2065. 
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of medicine unless he or she holds a valid, unrevoked, and ul1suspendcd 
physician's and surgeon's certificate issued the board. However, a 
graduate of an approved medical school, who is with the board 
and who is enrolled in a postgraduate training approved the 
board, may engage in the practice of medicine and wherever 
required as a part of thc program under the following conditions: 

(a) A graduate enrolled in an approved first-year postgraduate 
program may so engage in the practice ofmedicine for a period not to 
one ycar whenever and wherever required as a part of the training program, 
and may receive compensation for that practice. 

(b) A graduate who has completed the first year ofpostgraduate training 
may, in an approvcd rcsidency or fellowship, engage in the practice of 
mcdicinc whenevcr and wherever required as part of that residency or 
fellowship, and may receive compensation for that The resident 
or fcllow shall qualify for, take, and pass the next '''''''''"'''-''Ul'. 
examination for licensure, or shall qualify for and receive a 
surgeon's certificate by one of the other methods chapter. 
If the rcsident or fellow fails to receive a license to practice medicine under 
this chaptcr within one year from the commeneement of the or 
fellowship or if thc board denies his or her application for licensure, all 
privileges and exemptions under this section shall automatically ceasc. 

SEC.3. Section 2096 of the Business and Profcssions Code is amended 
to read: 

2096. (a) In addition to other requirements of this chapter, before a 
physician's and surgeon's license may be issued, each applicant, including 
an applicant applying pursuant to Article 5 (commencing with Section 2100), 
except as provided in subdivision (b), shall show by evidence satisfactory 
to the board that he or she has satisfactorily completed at least one year of 
postgraduate training. 

(b) An applicant applying pursuant to Section 2102 shall show by 
evidence satisfactory to the board that he or she has satisfactorily completed 
at least two years of postgraduate training. 

(c) The postgraduate training requircd by this scction shall includc at 
least four months ofgcneral medicine and shall be obtained in a postgraduate 
training program approved by the Accreditation Council for Graduate 
Medical Education (ACGME) or the Royal College of Physicians and 
Surgeons of Canada (RCPSC). 

(d) The amendments made to this section at the 1987 portion of the 
1987-88 session of the Legislature shall not apply to applicants who 
completed their one year of postgraduate training on or before July I, 1990. 

SEC. 4. Section 2102 of the Business and Professions Code is amended 
to read: 

2102. An applicant whose professional instruction was acquired in a 
country other than the United States or Canada shall provide evidence 
satisfactory to the board of compliance with the following requircments to 
be issued a physician's and surgeon's certificate: 
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in a medical school or schools of a resident course of 
pf()tesslon,al instruction equivalent to Section 2089 and 

to the of a document board that shows 
final and of the course. in this 
section shall be to require the board to evaluate for 
any coursework obtained at a medical school 

to this section. 
Certification by the Educational Commission for Medical 

or its equivalent, as determined the board. This subdivision 
to all who are to this section and who have 

the written examination in subdivision (d) 

completion of the pOiHglraoualte 
Section 2096. An 

the subdivision 
,'prmi,r"rl to make application to the board and have passed 

written examination to biomedical and clinical 
to commencing any in this state. In its 

the board may authorize an who deficient in any 
education or clinical instruction 2089 and 2089.5 to 
make any deficiencies as a part of 

that remedial training shall be 
for licensure. 

f>ll~"af:'e of the written examination 9 
with Section 2170). An 

,rf>,Mf>nr" ""p'r,1",f>rI in subdivision 
written examination required by this 

in this section prohibits the board from disapproving a 
school or from denying an if, in the opinion of 

the the professional instruction the medical school or 
the instruction received by the applicant is not to that required 
in Article 4 {commencing with Section 

SEC. 5. Section 2103 of the Business Professions Code is amended 
to read: 

2103. who is a citizen of the United Slates shall be 
and surgeon'5 certificate if he or she has 

official evidence to the board of 
a resident course or professional instruction to that required 

in Section 2089 in a medical school located the United States or 
Canada, nothing in this section shall be construed to require the 
board to evaluate equivalency any coursework obtained at a medical 
school by the board pursuant to Article 4 (commencing with 
Section 

official evidence to the board of completion 
formal requirements of the medical school for graduation, except the 

applicant shall not be required to have an internship or social 

93 
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service or be admitted or licensed to practice medicine in the country in 
which the instruction was 

to an approved medical school on a 
"''''"''''f''<'"v,,,, to the board. 

('f1111nIP!f'11 one academic year of clinical 
the board pursuant to 2104. The 

vv~'5H'''''' as with this subdivision the successful 
of a one-year clinical medical 

by a medical school to Chapter 85 of the Statutes of I and as 
amended by Chaptcr 888 of the Statutes of 1973 as the equivalent of the 
year of supervised clinical by this section. 

(I) Training received in the ycar ofsupervised clinical training 
''''''1'mJI''I1 pursuant to Section 2104 shall be considered as part of the total 

curriculum for purposes of the of Sections 
2089 and 2089.5. 

An has the basic science and 
for certification by the Educational 

Graduates evidence of thosc 
with a certificate of of one academic year of 

training in a by the board pursuant to 
2104 in satisfaction certification requirements of subdivision 

of Section 2102. 
Satisfactorily the postgraduate under 

2096. 
Passcd the \'vTittcn examination required for certifieation as a physician 

~~.",~~n under this 
Section 2177 Business and Professions Code is amended 

to read: 
2177. (a) A for an entire examination or for 

each part of an as resolution of the board. 
(b) Applicants may elect to take the written examinations con due ted or 

accepted by the board in parts. 
(c) (I) An applicant have obtained a passing score on 

United States Medical Examination within not more four 
a physician'S and certificate. 
(I), an applicant who obtains a passing 

score on Step J ofthe Medical Licensing Examination in more 
than four attempts and who meets the requirements of Section 2135.5 sha! I 
be to be considered for issuance of a and 

SEC. 6.5. Section 2177 of the Business and Professions Code is amended 
to read: 

2177. (a) A passing score is required for un entire examination or for 
each part of an examination, as established by resolution of the board. 

(b) Applicants may elect to take the written examinations conducted or 
accepted by the board in separate parts. 
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score on Step 1II of the 
in order to be eligible for a 

~~l""(HH shall obtain on the written examination a 
by the board to Section 2177. 

scores on each step of the United States Medical 
Examination shall \;Je valid for a of 10 years from the montll 

of the examination for purposes of qualification for licensure in California. 
The of validity provided for in (I) may be extended 

for any of the following: 
For 
For spent in a postgraduate including, but not 

to, residency training, fellowship remedial or refresher 
or other training that is intended to maintain or medical 

skills. 
and surgeon in another state or 

and medicine in 

Boards or a 
the board to be """an"",.'H. 

('!'(}le:';sJ()ns Code is amended 
to read: 

2516. (a) Each licensed midwife who or 
midwife in «O"'O""/'>, in childbirth that occurs in an 
shall report to the Office of Statewide Health 

report shall be submitted no later than March 
the first report due in March 2008, for the calendar year, in a form 

by the board and shall contain all following: 
The midwife's name and license number. 
The calendar year being r",r,,.,.rb,,, 

The following information with to cases in California in which 
or the student midwife the midwife, assisted 

the year when the of birth at thc onset of 
an out-of-hospital 

The total number of clients served as at the onset 
of care. 

The total number of clients served with collaborative care available 
or given by, a licensed and surgeon. 

total number ofclients served under the supervision ofa licensed 
and surgeon. 

The number by county oflive births attended as primary caregiver. 

93 
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The 
maternal deaths ",,,,_u,,,,",,u 
or death. 

The number 0 f women whose care was transferred to anot her 
care the antepartum and the reason for 

each transfer. 
transfer 

Of emergency 

93 
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Notwithstanding any other provision of law, a violation of this section 
not be a crime. 

SEC. 9. Section 2530.2 ofthe Business and Professions Code amended 
to read: 

2530.2. As used in this chapter, unless the context otherwise requires: 
"Board" means the Speech-Language Pathology and Audiology and 

lJl:spe:nsers Board. As used in this other provision 
Pathology and Audiology shall be deemed 

to to the Pathology and Audiology and HearingAid 
Dispensers 

(b) "Person" means any individual, partnership, corporation, limited 
liability company, or other or combination except that 

individuals can be licensed under this chapter. 
A is a person who practices 

on 
(e) Instrumental 

of rigid and flexible en(josCOIJeS 
areas of the throat in order to observe, collect 
parameters of communication and swallowing as well as to guide 
communication and swallowing assessment and therapy, 

(2) Nothing in this subdivision shall be construed as a diagnosis. Any 
observation of an shall be referred to a and surgeon. 

A licensed pathologist not a flcxible 
unless he or she has received written 

certified the American Board of 
has a 

and is 
competent to pathologist 

inspection 
shall pass a 

flexible fiberoptic nasendoscopie instrument only the direct 
authorization of an otolaryngologist certified by thc Amcrican Board of 
Otolaryngology and the supervision of a physician and surgeon, 







Medical Board of California 
Tracker II - Legislative Bills 

10/12/2010 

BILL AUTHOR TITLE 

AB 159 

AB417 

AB445 

AB452 

AB456 

AB497 

AB 520 

AB 542 

AB 718 

AB 721 

AB 832 

AB 834 

Nava 

Beall 

Salas 

Yamada 

Emmerson 

Block 

Carter 

Feuer 

Emmerson 

Nava 

Jones 

Solorio 

AB 877 Emmerson 

AB950 Hernandez 

AB 1162 Carter 

AB 1168 Carter 

AB 1194 Strickland 

AB 1235 Hayashi 

AB 1458 Davis 

Perinatal Mood and Anxiety Disorders: task force 

Medi-Cal Drug Treatment Program: buprenorphine 

Use of X-ray Equipment: prohibition: exemptions 

In-home Supportive Services: CA Independence Act of 2009 

Dentristry Diversion Program 

Vehicles: HOV lanes: used by physicians 

Public Records: limiting requests 

Adverse Medical Events: expanding reporting 

Health Care Coverage 

Physical Therapists: scope of practice 

Ambulatory surgical clinics: workgroup 

Health Care Practitioners: peer review 

~~~~tl¥ee'"."'-.~'~''' '" ~.' - .... -'.- .....; .... ~ ,:-",'.' 

Healing Arts: DCA Director to appoint committee 

Hospice Providers: licensed hospice facilities 

Health Facilities: licensure 

Professions and Vocations (spot) 

State Agency Internet Web Sites: information 

Healing Arts: peer review 

Drugs: adverse effects: reporting 

STATUS 


Dead 


Dead 


Dead 


Dead 


Dead 


Dead 


Dead 


Vetoed 


Dead 


Dead 


Dead 


Dead 


~iili@1I41~ 
Dead 


Dead 


Dead 


Dead 


Dead 


Vetoed 


Dead 


AMENDED 

03/25/09 

03/15/10 

05/28/09 

05/14109 

08/17/10 

05/20/10 

04/13/0 9 

05/05/09 

04/14/09 
-_to 

. - - - - . 

04/14/09 

07/15/10 

02/16/10 

05/05/09 

. Green - Chaptered Bill ; Peach - Vetoed Bill; Grey - Dead Bill 
1 



Medical Board of California 
Tracker II - Legislative Bills 

10/12/2010 

BILL AUTHOR TITLE STATUS AMENDED 

Ammiano Written Acknowledgmen!: medica~ nutrition thera:o....py~_______ Dead 
r---...,....---.".--

AB 1518 Anderson State Government: Boards, Commissions, Committees, repeal Dead 04/08/10 


AB 1542 Jones Medical Homes Dead 08/27/10
---	

04/08/ 10 

AB 1938 Fletcher Dentistry 	 Dead 

AB 1940 Fletcher Physician Assistants Dead 	 04/05/10 

03/23/10AB 1994 Skinner 

AB 2093 V. Manual Perez Immunizations for Children: reimbursement of physicians 	 Vetoed 08/20/10 

AB 2292 Lownethal Phannacy: clinics 	 Dead 

AB 2548 Bloc,k CURES: Prescription Drug Monitoring Program Dead 

AB 2551 Hernandez Pharmacy Technicians: scholarship and loan repayment Dead 08/02/10 

AB 2707 Berryhill Department of Consumer Affairs: regulatory boards Dead 

Green - Chaptered Bill; Peach - Vetoed Bill ; Grey - Dead Bill 
2 



BILL AUTHOR 

SB 58 Aanestad 

SB 92 Aanestad 

SB 238 Calderon 

SB 341 DeSaulnier 

SB 389 Negrete McLeod 

Medical Board of California 
Tracker II - Legislative Bills 

10/12/2010 

TITLE 

Physicians and Surgeons: peer review 

Health care reform 

Prescription drugs 

Pharmaceuticals: adverse drug reactions 

Professions and Vocations 

STATUS AMENDED 

Dead 05/19109 

Dead 03/11109 

Dead 04/23/09 

Dead 05114/09 

Dead 06/01/09 

SB 484 Wright 

SB 502 Walters 

SB 638 Negrete McLeod 

SB 719 Huff 

SB 761 Aanestad 

Ephedrine and Pseudoephedrine: classification as Schedule V 

State Agency Web Sites: information posting: expenditures 

Regulatory boards: operations 

State Agency Internet Web Sites: information searchability 

Health Manpower Pilot Projects 

Dead 05/12/09 

Dead 

Dead 

Dead 

Dead 05/06/09 

SB 81 0 Leno Single-Payer Health Care Coverage Dead 0111311 0 

SB 1051 Huff Emergency Medical Assistance: administration of disasters Dead 05 /12/10 

SB 1083 Correa Health Facilities: licensure Dead 04/28/1 0 

SB 1094 Aanestad Healing Arts: peer review Dead 

SB 1106 Vee Prescribers: dispensing of samples Dead? 04/05/10 

SB 1132 Negrete McLeod Healing Arts Dead 

SB 1171 Negrete McLeod Regulatory boards: operations Dead 04/05/10 

Green - Chaptered Bill ; Peach - Vetoed Bill ; Grey - Dead Bill 
3 



.. 


Medical Board of California 

Tracker II - Legislative Bills 


10/12/2010 

BILL AUTHOR TITLE STATUS AMENDED 

SB 1281 Padilla Emergency Medical Services: defibrillators Dead 

labels 

SBX8 53 Calderon Medical Marijuana Act Dead 

SJR 14 Leno Medical Dead 

Green - Chaptered Bill; Peach - Vetoed Bill; Grey - Dead Bill 
4 
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The following are legislative proposals staff would like to develop for 2011 Legislation. 

Medical Board Staff Proposals 

1. Authorize staff to seek legislation to require physicians to cooperate/attend physician 
conferences with the Board and to consider non-compliance unprofessional conduct. 

Reason: Similar and consistent with the State Bar of California requirements for 
attorneys, this proposal would require physicians to cooperate with the Medical 
Board, which will expedite the closure of cases. 
Pro: 

• 	 Will help to expedite the closure of cases and no longer require the 
Medical Board to subpoena physicians who do not cooperate, which adds 
time to the cases. 

Con: 
• Will impose a new legal requirement on physicians. 

2. 	 Authorize staff to seek legislation to automatically temporarily suspend a physician and 
surgeon's certificate when a physician is incarcerated after a misdemeanor conviction 
during the period of incarceration. 

Reason: Incarcerated physicians should not be treating or prescribing to patients, 

including other inmates. 

Pro: 


• 	 This proposal would prohibit incarcerated physicians from treating and 
prescribing to patients, including other inmates. There is a similar 
provision for felony incarceration (B&P Code Section 2236.1). 

Con: 
• 	 Incarcerated physicians would not be allowed to prescribe to patients, even 

those that were patients before the time of incarceration. 

3. 	 Omnibus - Authorize staff to develop proposed technica~ "fixes" to the Licensing laws 
(including midwifery) and place as many as possible in an omnibus bill. This will 
include some midwifery clean up language on reporting requirements and adding clinical 
training to be listed as one of the ways the period of validity for passing scores may be 
extended. 

Board Evaluation Report Recommendations 

1. 	 Per the Board Evaluation (Ben Frank) Report, authorize staff to seek legislation to amend 
the statutes governing Vertical Enforcement (VE) to clarify the Medical Board's sole 
authority to detennine whether to continue an investigation. 

1 



Pro: 

• 	 Per will 

clarifying the Medical 


the report. 

Con: 


• 	 most likely not 
lHUUU"U will 

VE. 

2. 	 the Board Evaluation ,,'''''',.VH to amend current law 
to no longer Medical nr..-nP'.TC' to 

• 	 repealing law 

Con: 

• 

3. 
to no require 
(CAS) to make it more compatible 

Pro: 

• 	 Repealing no longer the Board to 
mvest funds 

• 	 With approval of system, 
change is no longer needed. 	 will completely 

Application 

2 






AGENDA ITEM 26 C. 


2011 Legislation - Other 


This will be a verbal report 




* - DCA is allowed 30 calendar days for review 
** - OAL is allowed 30 working days for review 

*** take effect 30 after filina with Sec. of State 

'''''c:>tinnc:> 

Kevin A. 
October 11,2010 

call (916) 263-2368 



AGENDA ITEM 28 

Suite 1200 

State California 
Medical Board of r""liifnrrl;"" 

2005 Evergreen 
Sacramento, Ca 95815 

Mernoran urn 

Date: October 16, 2010 

Members of Board 

From: Reginald M.D. 

Subject: Status Update of Intemational Medical School Recognition 

Intemational Medical Schools are subject to review pursuant to Title 16, Section 
1 1 (a){2), of the California of Regulations (CCR). 

Attached your information is the list the six International Medical Schools that 
have submitted applications for recognition by the Board. This list provides both the 
tlm,olir'o", and the current status application. 

Currently, we have four medical consultants reviewing applications. consultant 
serves as trainer for new consultants, one is an experienced consultant; and 
two are still fairly new to our review process. However, one of the medical 
consultants appointment term at the end of October 2010. The Board is still 
seeking to expand staff of part-time Medical Consultants and is looking for two to 
four additional consultants to review new applications that are arriving. 
However, is currently a hiring which prevents us from hiring new 
consultants or extending current appointment terms this time. We are antiCipating 
meeting with the Department of Consumer Examination Unit soon to put 
Tnrlon,\OI" the examination for medical consultants. Although, there is no timeline at 

point as to when the examination will given we are hopeful it will done by 
the end of the year. 

We have one school on our agenda for review and consideration. 

224 
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Agenda Item International Medical School Update: 
Per 13 1 

Received 
Staff transm Consultant 

1 



Agenda Item 28A International Medical School Review Last Update: 10/14/2010 

Per CCR Section 1314.1(a)(2) 


DATE 
8/22/2008 
1/4/2010 
4/5/2010 

4/21/2010 
8/18/2010 
9/7/2010 

UNIVERSIDAD IBEROAMERICANA (UNIBE), DOMINICAN REPUBLIC 

DISCRIPTION/COM M ENT 
Staff received application 
Staff transmitted application to Medical Consultant 
Medical Consultant requested additional information 
Staff mailed Medical Consultant deficiency letter to school 
Staff received information from school 
Staff transmitted information to Medical Consultant 

N 
N 
0\ 

1 



Item International Medical School 
Per 13 

M ), POLAND 


DISCRIPTION/COMM 


I school 

1 



Agenda Item 28A International Review Update: 
CCR 1314.1(a)(2) 

ence. 

1 




10 Agenda Item 

CCR 14.1(a)(2) 

4/1 10 
6/30/2010 
6/30/2010 
9/17/2010 
10/1/20 

UNIVERSITY WARSAW 

DISCRIPTION/COM MENT 

update on 

PROGRAM), POLAND 

status 

N 
N 

1 
1.0 



Agenda Item 28A International 
Last Update: 10/14/2010Medical School Review 


Per CCR Section 1314.1(a)(2) 


TECHNION-ISRAEL INSTITUTE OF TECHNOLOGY (US/CAN PROGRAM), ISRAEL 

DATE DISCRIPTION/COMMENT 
6/10/2010 Staff received application 
9/16/2010 Staff mailed staff deficiency letter to medical school 
10/1/2010 Staff transmitted application to Medical Consultant 
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AGENDA ITEM 28C 


16 CCR § 1314.1(f) 

Cal. Admin. Code tit. 16, § 1314.1(f) 

Barclays Official California Code of Regulations 
Title 16. Professional and Vocational Regulations 
Division 13 . Medical Board of California 
Chapter 1. Division of Licensing 
'\'jArticie 4. Schools and Colleges of Medicine 
For disposition of former Sections 1370-1375.45, see Table of Parallel Reference, Chapter 13.2, Title 
16, California Code of Regulations. 

§ 1314.1 (f). International Medical Schools. 

(f) If an institution wishes to retain the board's determination that its resident course of instruction 
leading to an M.D. degree is equivalent to that required by Sections 2089 and 2089.5 of the code, or if 
it is currently being evaluated for such equivalency, it shall do the following: 

(1) It shall notify the board in writing no later than 30 days after making any change in the following: 

(A) Location including addition or termination of any branch campus; 

(B) Mission, purposes or objectives; 

(C) Change of name; 

(D) Any major change in curriculum, including but not limited to, a change that would affect its focus, 
design, requirements for completion, or mode of delivery, or other circumstance that would affect the 
institution's compliance with subsections (a) and (b). 

(E) Shift or change in control. A "shift or change in control" means any change in the power or 
authority to manage, direct or influence the conduct, policies, and affairs of the institution from one 
person or group of people to another person or group of people, but does not include the replacement 
of an individual administrator with another natural person if the owner does not transfer any interest 
in, or relinquish any control of, the institution to that person. 

(F) An increase in its entering enrollment above 10% of the current enrollment or 15 students in one 
year, whichever is less, or 20% or more in three years. 

(2) Every seven years, it shall submit documentation sufficient to establish that it remains in 
compliance with the requirements of this section and of Sections 2089 and 2089.5 of the code. 

(g) The documentation submitted pursuant to subsection (f)(2) shall be reviewed by the board or its 
designee to determine whether the institution remains in compliance with the reqUirements of these 
regulations and of Sections 2089 and 2089.5 of the code. The board may require a site visit as part of 
this review. It may also require a site visit at any other time during the seven-year period if it 
becomes aware of circumstances that warrant a site visit, including any change described in 
subsection Cf). 

(h) The board may at any time withdraw its determination of equivalence when any of the following 
occur: 

(1) An institution is no longer in compliance with this section; 

(2) The institution submits false or misleading information or documentation regarding its compliance 
with this section; 

(3) Institution officials submit fraudulent documentation concerning a former student's medical 
curriculum; or 
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(4) The institution permits students to engage in clinical training in California facilities that do not 
satisfy the requirements of section 2089.5(c) and (d) of the code and, where applicable, section 1327 
of Title 16 of the California Code of Regulations. 

Prior to withdrawing its determination of equivalence, the board shall send the institution a written 
notice of its intent to withdraw its determination of equivalence, identifying those deficiencies upon 
which it is proposing to base the withdrawal and giving the institution 120 days from the date of the 
notice within which to respond to the notice. The board shall have the sole discretion to determine 
whether a site visit is necessary in order to ascertain the institution's compliance with this section. The 
board shall notify the institution in writing of its decision and the basis for that decision . 

(i) The board may evaluate any institution described in subsection (a)(l) to determine its continued 
compliance with Sections 2089 and 2089.5 of the code if, in its sole discretion, the board has reason 
to believe that the institution may no longer be in compliance. 

Note: Authority cited: Section 2018, Business and Professions Code. Reference: Sections 2018, 
2089, 2089.5, 2102 and 2103, Business and Professions Code. 

HISTORY 

1. New section filed 11-13-2003; operative 12-13-2003 (Register 2003, No. 46). 

2. Amendment filed 12-9-2009; operative 1-8-2010 (Register 2009, No. 50). 

16 CCR § 1314.1, " 16 CA ADC § 1314 . . .. 1 • 

This database is current through 10/1/10 Register 2010, No. 40 

END OF DOCUMENT 
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Agenda Item 28C 

DATE REPORT ISSUED: October 27,2010 
ATTENTION: Medical Board of California 
SUBJECT: Periodic Compliance Requirements for Previously 

Recognized International Medical Schools per 
California Code of Regulations Section 1314.1 

STAFF CONTACT: Curtis J. Worden, Chief of Licensing 

RECOMMENDED ACTION: 

.. 	 Determine if Board should delegate duties to the Task Force on International 
Medical Schools with a final recommendation on the reevaluations coming to the 
full Board. 

If the Board opts for this recommendation from staff, then the Task Force will need to 
consider the following as its task assignments: 

.. 	 Evaluate the current workload of the Board and current staffing, including the 
number of and availability of medical consultants. 

.. 	 Review and evaluate the current Self-Assessment Report for possible changes. 
This will require several meetings with the medical consultants to provide 
recommendations and evaluations of the changes. 

.. 	 Determine if there is a need for two different Self-Assessment Reports: one for 
initial evaluations and on for reevaluations. 

.. 	 Recognize and consider the difficulty in obtaining out of country and/or out state 
travel for site visits. 

.. 	 Recognize and consider the costs to the Board for the site visits for reevaluations 
of currently recognized medical schools. 

.. 	 Determine the order of which medical schools are to be revaluated and 
development of a new timeline for the reevaluations. Ross and AUC may need to 
update the 2008 self-assessments. 

BACKGROUND AND ANALYSIS: 

Currently there are 14 international medical schools that are recognized by the Board 
within the jurisdiction of California Code of Regulations (CCR) Section 1314.1. All of 
these medical schools and any future medical schools that receive recognition per CCR 
Section 1314.1 are to be reevaluated every seven years and the Board may require a 
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Periodic Compliance Requirements for Previously Recognized International Medical Schools per 
California Code of Regulations Section 1314.1 

visit at any other time during the seven-year period if it becomes aware of 

that a 


On February 3,2006, the of Licensing (Division) adopted the following 
schedule for conducting reevaluations of these Division selected 
American University Caribbean (AUC), Ross, and Saba 

be reevaluated in the group: 

Reevaluation due 
AUC 1985, 1998 2010 

University 1985 2010 
George's University 1985 2010 

University 2004 2011 

Name of school 

University and submitted their Assessment 
October and December 2008, respectively. Subsequent events and workload 
prevented staff and the Medical Consultants from following the adopted timeline for 

these medical schools. 

Division previously reached consensus on some, but not all, aspects of the 
reevaluation process that should be followed when reevaluating medical 

the members that their reevaluation should be modeled 
Liaison Committee on Medical Education's (LCME) that they should the 

authority to recover full costs of and site visit av~,an 


However, the for a legislative 

of the survey instrument that the Division should use reevaluate previously-

recognized medical the members agreed that either the existing 


Report or a modified document could for data-collection 

However, no decision was reached. As late as February 2,2007 meeting, 

the members planned to the Medical Consultants review the schools' 

Assessment Reports and their opinions as to whether site inspections should 


conducted. The leaves the requirement site inspections to Board's 
discretionary. 

with schools:for reevaluating 

LCME reviews medical schools every eight years. 

regulations mandate rg""\1 ",,, every seven 


With the opening of University's new medical school in 
new U.S. medical school in 20 years, the LCME developed a process for accrediting 
new medical schools involves two site inspections, two years apart during the 
first accreditation California's regulations allow for one site inspection during 
the review process. 

, 



Periodic 
California Code of 
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r"'m,"'nt~ for Previously Recognized International Medical Schools per 
Section 1314.1 

existing medical schools is just as rigorous 
new medical schools. Both groups of schools receive 

inspection for a new medical school lasts one 
no experience yet with its reevaluation 

this memorandum, please telephone me (91 



Agenda Item 28C 
Reevaluations of Previously 

Reviewed International Medical 

Mandated pursuant to CCR ~eClClon ... ,;,t ...,....... (f)(2) 

Name of School Recognition Date'" 7-Vear Reevaluation Date 

American Univ. of Caribbean 

(St. Maarten, NA) 
9/15/1989 December 2010** 

~ 
I,.., ,.. 

~ ~ 

6/30/1990 

9/15/1989 

5/30/2002 

December 2010** 

December 2010** 

December 2010** 

Szeged University (Hungary) 9/22/2003 December 2010** 

Charles University (Czech. Republic) 12/29/2003 December 2010 

Saba University (Saba, N.A.) 11/5/2004*** November 2011 

Debrecen University (Hungary) 4/28/2005 April 2012 

Pecs Univ. (Hungary) 5/3/2005 May 2012 

Jagiellonian Univ. (Hungary) 7/27/2007 July 2014 

Med. Univ. of Poznan (Poland) 7/27/2007 July 2014 

ELAM (Cuba) 7/27/2007 July 2014 

Med. Univ. of Lublin (Poland) 7/25/2008 July 2015 

St. George's UK campus 7/24/2009 July 2016 

is the date used to calculate the seven-year reevaluation period. 

date of these schools predated December 13, 2003, 


Section 1314.1. Therefore, their reevaluation date is as seven years 


December 13, 2003. 


*** 
 only to those students at on or 1,2002. 
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Medical Board of California 
lnternational Medical School 
Self-Assessment Report 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

The purpose of this institution self-assessment report is to assess institutions, in the 

recognition and update phases, in the areas of institution function, structure, and performance. 

Included are detailed and objective analysis questions that are required for institutional 

recognition by the Medical Board of California. 

If an institution meets the requirements set forth in Title 16 California Code of 

Regulations section 1314.1 (a)(l), then that institution is exempt from this process. Those 

requirements of Title 16 California Code of Regulations section 1314.1 (a)(l) are as follows: 

=> The institution is owned and operated by the government of the country in which it is 

located. 

The country is a member of the Organization for Economic Cooperation and 

Development. 

The institution's primary purpose is to educate its own citizens to practice medicine in 

that country. 

All other institutions seeking recognition from the Medical Board of California that do 

not fulfill the requirements of Title 16 California Code of Regulations section 1314.1 (a)(1), will 

be evaluated based upon this self-assessment report. A site inspection may be required by the 

Medical Board of California. If a site visit is requested of an institution seeking recognition 

from the Medical Board of California, the school must pay all site visit fees. See Title 16, 

California Code of Regulations, section 1314.1 (e). 
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Medical Board of California 
International Medical School 
Self-Assessment 

II. Instructions: 

All and information In self-assessment must be accurate 

In infom1ation included by 

medical that which is ..""r.," ..<>r' by this 

assessment report is incomplete or inaccurate at the time it is submitted, it will be returned 

to the institution without any further review by the Medical Board of California. 

Each """'.IVU this self-assessment shall be completed by person( s) most 

knowledgeable Care shall to ensure consistency 

data across sec;t]e)flS of the self-assessment (for example, by a consistent base 

for data). The institution shall ensure that completed self-assessment report undergoes a 

comprehensive review to identify any missing items or inconsistencies in reported information. 

report include a statement institutional strengths and 

issues that either to assure with or to 

institutional 

The report shall participation of all constituent components 

the institution: of the institution, department chairs of sections, junior 

If this 

and senior faculty medical of clinical and trustees 

of the 

The dean of the institution shall submit self-assessment report shall certify 

to the truth of contents. 
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Medieal Board of California 
International Medical Sehool 
Self-Assessment Report 

1. 

care, and service to community. 

2. 	 Describe how institutional objectives are consistent with preparing to 
provide competent medical care. 

3. 	 Describe how learn how medical is conducted. 

4. 	 Provide an assessment how students apply to 
their 

5. 	 Describe how participate in research projects. 

6. 	 Describe the breadth of the research involvement of basic science and clinical 
departments. 

7. 	 Describe the supporting departmental or research 

8. 	 Describe objectives for all courses; how the 
part of program and evaluation; 
these 

9. 	 Complete the attached Student Status Infonnation Chart (page 6). (Please not submit any 
additional infonnation other than what is by this chart.) 

5 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

Student Status Information Chart 
(Last 5 Years) 

Academic Number Number Of Number Of Number Of Number Of Number Of Number Of 
Year' Of Students Students Students On Students U.S. Students In 

Students Dropped Out' Dismissed' Leave Of Graduated) Citizens In Non U.S. 
Admitted Absence' U.S. Post- Post-

Graduate Graduate 
Training Training' 

, Information should be provided for every entering class by identifying both year and term 
2 Information will be used to determine the institution's attrition rate 
J If you have not graduated any students, please enter "Not Applicable" in this column. 
, If not in post-graduate training, please provide status of graduate 

Attach a list of the names of all students in postgraduate training programs in the United States, 
locations of their postgraduate training programs within the United States, and the specialty of 
the individual postgraduate training programs. Limit the information for the last five years. 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

IV. Organization: 

1. 	 Describe the manner in which the institution is organized and provide appropriate 
documentation to support the description. Please include a listing of the owners and the 
percentage of interest of each owner. 

2. 	 If applicable, provide a list of the names of the board of directors, their qualifications, their 
financial interests in the institution, and their curricula vitae. 

3. 	 Attach a list of the names of all officials, other than faculty members and board of directors, 
along with the titles of their positions. Please do not provide any further information other 
than the names and titles of positions. 

4. 	 Attach a graphic representation of the organizational structure of the medical institution 
(e.g. organizational charts etc.) Please limit the attachments to three pages. 

5. 	 Attach a copy of the charter from the jurisdiction in which the institution is domiciled. 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

v. Curriculum: 

I. 	 Can students receive a certificate of completion without passing either step 1 or step 2 of 
the USMLE? 

2. 	 Describe how the structure and content of the educational program provides an adequate 
foundation in the basic and clinical sciences and enables students to learn the 
fundamental principles of medicine, to acquire critical judgment skills, and to use those 
principles and skills to provide competent medical care. 

3. 	 Describe how the institution is fostering the ability of students to learn through self
directed independent study. 

4. 	 Describe the mechanisms used for curriculum planning, implementation, evaluation, 
management, and oversight, including the roles of faculty committees, the departments, 
and the central institution administration. 

5. 	 How many academic years or months of actual instruction is your program? 

6. 	 What is the total number of hours of all courses required to obtain a medical degree? 

7. 	 What is the percent of actual attendance that is required? 

8. 	 Describe how attendance is monitored. 

9. 	 Describe the formal processes for making changes to the curriculum. 

10. 	 Describe how the curriculum for all applicants provides for adequate instruction in each 
of the following subjects. Please limit yourself to approximately one page per subject. 
alcoholism and other chemical substance dependency (detection and treatment) 
anatomy (including embryology, histology and neuroanatomy) 
anesthesia 
bacteriology 
biochemistry 
child abuse detection and treatment 
dermatology 
family medicine 
geriatric medicine 
human sexuality 
immunology 
medicine (including all sub-specialties) 
neurology 
obstetrics and gynecology 
ophthalmology 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

• 	 otolaryngology 
• management and care 
• 	 pathology 
• 	 pharmacology 
• 	 medicine 

physiology 
medicine (including 


psychiatry 

• 	 radiology (including 
• 	 spousal or partner abuse treatment 
• 	 surgery (including orthopedic 

therapeutics 
tropical medicine 
urology 

11. 	 Discuss where all the subjects can be found in the curriculum. 

Complete the following only the one main principle course 
objective where required. for any additional years 

institution. 

13. 	 the following on the USMLE. If data is not 
please explain why. 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

Year One 

Course Length In 
Weeks 

Number Of 
Lecture 
Hours 

Number Of 
Lab Hours 

Number Of 
Small Group 
Discussion 
Hours* 

Number 
Of Patient 
Contact 
Hours 

Total 
Hours 

Principle Course 
Objective 

Total 

>I< Includes case-based or problem solving sessions 

Year Two 

Course Length in 
weeks 

Number Of 
Lecture 
Hours 

Number Of 
Lab Hours 

Number Of 
Small Group 
Discussion 
Hours* 

Number 
Of Patient 
Contact 
Hours 

Total 
Hours 

Principle Course 
Objective 

Total 

>I< Includes case-based or problem solving sessions 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

Year 

Clerkship Total 
Weeks 

% Number 
Of Sites 
Used" 

Of Time 
For Formal 
Instruction 

Average 
Number Of 
New Patients 
Per Week 

Number Of 

Patients Per 
Week 

*Include the number of sites used for inpatient teaching and the number of sites used for outpatient teaching in the 
clerkship in the following format: #inpatienti #outpatient 

Year 

Total 
Weeks 

% Number 
Of Sites 
Used* 

Of Time 
For Formal 
Instruction 

Average 
Number Of 
New Patients 
Per Week 

Number Of 

Patients Per 
Week 

*Includc the number of sites used for inpatient teaching and the number of sites used for outpatient teaching in the 
clerkship in the following format: #inpatienti #outpatient 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

USMLE Step 1 

Year Number Of Number Of Number Of Number Of Number Of Students 
Students Who Students Who Students Who Students Who Who Never Passed 
TookUSMLE Passed On First Passed On Second Passed On Or 
Step 1 Attempt Attempt After Third 

Attempt 

USMLE Step 2 

Year Number Of Number Of Number Of Number Of Students Number Of Students 
Students Who Students Who Students Who Who Passed On Or Who N ever Passed 
TookUSMLE Passed On First Passed On Second After Third Attempt 
Step 2 Attempt Attempt 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

VI. Governance: 

1. governance systems allow the 

2. In 11I;>'''"-U''5 process 

3. 	 in the program permitted to serve as 
the institution? yes, explain. 

that for periodic review of departments and of 
departments. 

4. H1..,,",U,,"U',,,11.,, 

5. rtw.pnt", experiencing significant problems? If 
the nature ofthe problem(s), and any potential solutions 

6. Provide a list the deans' names, responsibilities, credentials, date and 
relationship to officials. 

7. 	 Attach a the institution's contingency plan for addressing disasters (hurricanes, 
earthquakes, floods, military conflict, etc.). 
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Medical Board of California 
International Medical School 
Self-Assessment 

1. 	 and their length of employment at the institution. 

2. 	 how the faculty is qualified and sufficient in number to 
institution. (A "qualified" faculty member is a person who 

recognized in the field of instruction or a 
at least equivalent to the level of instruction 

3. and explain the institution's formal ongoing faculty development nrr"-'Ploc 

Attach the institution's written policy. 

4. process by which faculty participate and document their 

""'.... "1', medical education. 

in 

5. the role of faculty the admissions process. 

6. decrease in the number of faculty in 
number of retirements)? If yes, 

7. course and clerkship review include a 
describe how and who does 

8. 	 clinical participates in 

9. 	 clinical faculty are involved in curriculmn development. 

10. 	 the faculty have aside from ........"uu.,'"' 
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Medical Board of California 
International Medical School 
Self-Assessment 

1. 	 institution's standards governing ~~',"h>0 
to the next semester or ,,'-'''''"''-''''' 

's mission and 

2. 	 admissions process, including the 
committee. 

3. 	 Who initial and then the ultimate decision 

4. 	 students experiencing academic or other difficulties, describe how a is made 
whether to permit a student to remediate or to repeat a course. 

5. 	 the educational prerequisites for admission, including courses or 
are recommended but not required. 

6. the academic advisory system, including any programs --'''t''>''

potentially 	 students in the entering class or students who pv,,,,pr,pn 

throughout the curriculum. 

7. 	 for counseling students on career choice and 

8. 	 background screening process that the institution performs on 
':"'UU'-""CI, including any factors that might result in a potential 

criminal convictions, history of disciplinary 

",vQ,llV,ll. physical or mental disabilities, etc.). 


9. 	 policies for evaluating 
schools. Do you accept medical 

are not or recognized by 
the schools from which you will grant transfer a 

amount placement credit that you will grant? Do you accept 
vH..".."." coursework completed in schools other than medical schools? Do you accept 

that student completed over the Internet or in schools that require little or 
in classrooms and laboratories? How is the student's previous course work 

equivalence with your curriculum? How is student's medical 
to determine placement in the appropriate academic year? 

the following evaluation charts. 
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Medical Board of California 
International Medical School 
Self-Assessment 

Year One 

Grading Formula (percent contribution to final grade) 

Course Number Of 
Exams 

Written 
Exams 

Lab! 
Practical 
Exams 

USMLE 

Exams 

OSCE! 
SP* 
Exams 

Oral Pres. 
Or Paper 

Faculty! 
Resident 
Evals** 

Other*"* 

* Objecti' Structured Clinical Examination/Standardized Patient 
** Include evaluations by faculty members or residents in clinical pYf'p'n,pn,cP~ and also in small group sessions (for 

a facilitator evaluation in small group or case-based 
*** Describe the in the report narrative 

Year Two 

Formula Contribution To Final Grade) 

Course Number Of 
Exams 

Written 
Exams 

Lab! 
Practical 
Exams 

USMLE 

Exams 

OSCE/ 
SP* 
Exams 

Oral Pres. 
Or Paper 

Faculty! 
Resident 
Evals** 

Other*** 

* Objecti' Structured Clinical Examination/Standardized Patient 
** Include evaluations by faculty members or residents in clinical experiences and also in small group sessions (for 

a facilitator evaluation in small group or case-based 
*** Describe the specifics in the report narrative 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

Year 

Grading Formula (Percent Contribution To Final Grade) I I 
Clerkship Who Contributes Written USMLE OSCE/ Oral Faculty/ Other** Clinical 

To Clinical Exams Subject SP Pres. Resident Skills 
Evaluation* Exams Exams Or Evals Observed*** 

Paper 

* Use the following key to indicate who contnbutes to the final evaluatIOn of the clerk: F (full-time faculty), V 

(volunteer or community clinical faculty), R (residents), 0 (other [describe in report narrative] ) 

** Describe the specifics in the report narrative 

*** Are all students observed performing core clinical skills? (Yes or No) 


Year 

Grading Formula (percent Contribution To Final Grade) I I 
Clerkship Who Contributes 

To Clinical 
Evaluation* 

Written 
Exams 

USMLE 
Subject 
Exams 

OSCE/ 
SP 
Exams 

Oral 
Pres. 
Or 
Paper 

Faculty/ 
Resident 
Evals 

Other** Clinical 
Skills 
Observed*** 

I 

* Use the following key to indicate who contnbutes to the final evaluatIOn of the clerk: F (full-time faculty), V 

(volunteer or community clinical faculty), R (residents), 0 (other [describe in report narrative] ) 

** Describe the specifics in the report narrative 

*** Are all students observed perfOlming core clinical skills? (Yes or No) 
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Medical Board of California 
International Medical School 
ScI f-Assessment 

IX. Financial Resources: 

to all institutions except those that are and operated by the 
in which the institution is 

that the institution financial resources to accomplish1. 

2. current 

allocations allotted to 3. 

or projects, or 4. 'H~'HV'H planning or engaged 
that require substantial how will capital needs 

amount of tuition and fees, and the overall cost this institution. 5. 

6. Is anything pending that might negatively the institution's financial resources 
existing litigation, lawsuits, etc.)? 

7. 
International Accounting 
report issued. The reports must 

self-assessment report is submitted. 

in accordance with 
and the independent auditor's 

within one year from 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

X. Facilities: 

1. 	 Describe the institution's facilities, laboratories, equipment and library resources and 
how they are sufficient to support the educational programs offered by the institution and 
how they enable the institution to fulfill its mission and objectives. 

2. 	 Indicate whether the insti tution owns, leases or has other arrangements for use of the 
property and buildings. Describe any other arrangements aside from ownership. 

3. 	 If an institution utilizes affiliated institutions to provide clinical instruction, describe how 
the institution is fully responsible for the conduct and quality of the educational program 
at those affiliated institutions. 

4. 	 Excluding anatomy, describe the amount and nature of student performance in actual lab 
experience (i.e. actual specimens). 

5. 	 Explain how the institution is using computer-assisted instruction in required or optional 
learning experiences and/or in the evaluation of students. 

6. 	 Explain how the library's hours, services, holdings, staff, and facilities meet the needs of 
the faculty, residents, students, and the institution's mission and objectives. 

7. 	 Describe the library's automated databases and bibliographic search, computer and 
audiovisual capabilities. 

19 
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Medical Board of California 
International Medical School 
Self-Assessment 

1. 	 the acceptance of transfer 'HUUvlH", 

hospitals (including affiliates) affect the program of regular students in 
the context of competition with the institution's own students for available resources, 
patients, educational venues, etc.)? explain. 

2. curriculum and student training medical students to provide sound 
care or is it focused upon fJ~~''-'H'F., the USMLE (or some other 

Provide 

3. 	 provides care, formal system of quality assurance 

4. how students have access to and/or Intranet uaILaua""" 

5. 	 What is the general student opinion of institution and the educational 
provides as reflected in student evaluations, polls or other sources of 
provided by students? 

6. 	 Describe how all students are observed performing core 
behaviors, and attitudes. 

7. 	 students believe that they have 
directly affect their education? 

8. the housing arrangement at locations provided by if any. 
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Medical Board of California 
International Medical School 
Self-Assessment 

1. 

2. 

3. 

4. 

5. 	 Describe how 
them. 

6. 

7. 
ceases to 

maintain and make available for inspection any 
with requirements for 

rPf'Arrlc are Where are the records 

both paper and electronic records. 


are made accessible to students who wish to review 


maintain for each student a permanent, complete, 
of student achievement including clinical and 

plans to store and make available records if the institution 

21 
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Medical Board of California 
International Medical School 
Self-Assessment 

1. 	 If the institution has more than one campus, describe written policies and nrr\{'p,(11 

the division and of administrative and teaching responsibilities 
central administration and faculty, and administration and at the 

other locations. 

2. 	 the policies are with mISSIon 

3. 	 how the institution is responsible for conduct and quality 
educational program at these 

4. 	 processes that are in to ensure standardization of course content and 
PT\ll!p~'n the campuses. 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

XIV. Affiliation Agreements: 

1. 	 The following applies to the teaching hospitals where the institution's medical school 
students receive their clinical training. Describe how affiliation agreements between a 
hospital and the institution meet the standard set forth by California's Business and 
Professions Code Section 2089.5: 

A) formal affiliation documented by a written contract detailing the relationship 
between the institution and hospital and the responsibilities of each 

B) institution and hospital provide to the division a description of the clinical 
program sufficient to evaluate the adequacy of the medical education 

C) is accredited in accordance with the law of resident country 
D) clinical instruction is supervised by a full-time director of medical education, and 

the head of the department for each core clinical course shall hold a full-time 
faculty appointment of the institution or institution of osteopathic medicine and 
shall be board certified or eligible, or have an equivalent credential in that 
specialty area appropriate to the country in which the hospital is located 

E) clinical instruction is conducted pursuant to a written program of instruction 
provided by the institution 

F) institution supervises the implementation of the program on a regular basis, 
documenting the level and extent of its supervision 

G) the hospital based faculty evaluates each student on a regular basis and documents 
the completion of each aspect of the program for each student 

H) 	 the hospital ensures a minimum daily census adequate to meet the instructional 
needs of the number of students enrolled in each course area of clinical 
instruction, but no less than 15 patients in each course area of clinical instruction 

2. 	 Attach a brief explanation of any areas of noncompliance with the above affiliation 
requirements. 

3. 	 Provide proof that the affiliation agreements are up to date and explicit on the role of and 
expectations for medical students. 

4. 	 Provide the standardized course and clerkship evaluation forms. 

5. 	 Describe the internal structure of the clerkship, including the amount of time spent in 
various rotations, and the consistency of instruction across sites. 

6. 	 Provide evidence that there is an appropriate balance among the methods of instruction 
used, between inpatient and outpatient clinical experiences, and between clinical 
experiences in primary care and specialties. 

23 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

7. 	 how the 
designed and implemented a 
student 

8. 	 the major hospitals 
education 

9. 	 students permitted to 
above list? If so, describe 
at alternate sites. 

10. 	 Describe the 
,VU'-'W'HI". hospitals. 

11. clinical faculty cornp,ens 

What percent of 
part-time? 

and directors of all courses 
evaluation of the and course work 

""'T"_I'~"-'" facilities utilized 

clinical instruction at sites that are not included on the 
of permitting students to obtain clinical instruction 

that have been made np''''F'P institution and 

by institution? 

are working full-time 	 are working 

13. What percent of clinicaltnc.tn'I'tt-wc are hospital based and are private 
practice based? 

24 
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Medical Board of California 
International Medical School 
Self-Assessment Report 

What are the areas of strength of the institution or 

2. 	 areas of partial or substantial "vaV'.nap"'''' or 
,-,u.~,-,a.UVUa.1 program? 

3. are the areas in transition of institution or educational 

An area of strength is an aspect of the institution or 
valuable for the successful achievement of one or more 

It is a truly distinctive activity or worthy 
institutions or educational programs. Areas of partial or 

are those that do not fully comply with the set 
assessment tool. Provide specific information as to the areas of 
reasons for deficiency. The process of listing areas in transition is 

,,"U1U,",Uln events or activities taking place which, depending on 
in noncompliance with one or more standards. Transition 

the time of completion, as well as, construction or operational 

25 
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ITEM 29 


DATE REPORT 
ATrENTION: 

CONTACT: 

MEDICAL BOARD STAFF REPORT 

uc{{)Oer 27, 2010 
Board of California 

Recognition of International Medical School 
Ross University Freeport, Grand Bahama Campus 
Request to Approve Bahamas Campus for Medical 
Education for Semesters Three and Four Only 
Curtis J. Worden, Chief of Licensing 

Approve Ross University's Freeport, Bahama to provide medical school 
education for three and four only this time. In addition, recommend 
visits to University's campus, Bahamas campus and several 
representative teaching in the United where students clinical 
training, as part of Ross University's reevaluation by the Board. 

The Board recognizes Ross University's main campus located in Dominica, West 
Indies. In January 2009, Ross a branch in the Bahamas provide 
medical education' for the t~ird and semesters school. As a medical 
school whose primary purpose is to non-citizens to practice medicine of 
Dominica and the Ross meets the criteria for the review pursuant to 
Section 1314.1 (a)(2) of 1 California Regulations. 

In November 2009, Ross University officials submitted a Assessment to 
commence the review process of their Bahamas Medical Consultant 
Mark M.D., has reviewing school's application. and Dr. 

additional information on two occasions and medical school 
officials provided the requested information. 

requests that Board members Dr. Servis' report and determine whether to 
the medical education provide to students for third and fourth 

Bahamas campus. 

further information regarding the educational 
resources before you a decision, staff will officials submit the 
information for your review during a meeting. If determines 
inspections are necessary prior to making a determination, will prepare the 
necessary documents. 



Ross University - Bahamas 
Page 2 

and Professions Code Section 2089 costs of 
are borne by the school applying for the Board's 

all team members' air and ground travel within 
State, the daily per diem expense, and the 

from where the team presents 
1314.1 the regulations the medical 
team's estimated travel expenses in advance of 

The informed that representatives from University will 
available during the meeting to answer any questions you may have concerning 
school's medical education program. 

If you have any questions concerning memorandum, please telephone me at (91 



October 26, 2010 	 Agenda Item 29 

To: 	 Linda Whitney 
Executive Director 
Medical Board of California 

From: 	 Mark Servis, MD / #rk ~7 
Professor and Associate Dean of Curriculum and Competency Development 
UC Davis School of Medicine 
2230 Stockton Blvd. 
Sacramento, CA 95817 

Re: 	 Evaluation of the Ross University School of Medicine Branch Campus in 
Freeport, Grand Bahama Self-Assessment Report; Application for Recognition in 
California. 

BACKGROUND 

The Medical Board of California (Board) requested a review of materials provided by the 
Ross University School of Medicine for their branch campus in Freeport, Grand Bahama. 
These were submitted in a request for recognition for the Freeport branch campus from 
the Board. Ross University provided an initial Self Assessment Report in January 2009 
and several clarifications and additional materials in response to subsequent questions. 

Ross University's main campus is in Dominica, West Indies and was founded in 1978. 
The new branch campus in Freeport opened in January 2009. Ross University's main 
administrative offices are in North Brunswick, New Jersey. Freeport is 1,356 miles 
northwest of Dominica. The Dominica campus and the Freeport campus are located 
1,902 miles and 989 miles, respectively, from Ross University'S administrative offices in 
New Jersey. 

The Dominica campus has been recognized by the Board, but is in the process of being 
scheduled to be reviewed as part of the regular re-evaluation process for previously 
recognized medical schools. The Freeport branch campus offers only the 3rd and 4th 
semesters of a 10 semester Ross University curriculum, or approximately one fifth of the 
Ross University educational program for medical students. The stated reason for the 
creation of the Freeport branch campus is its proximity to the mainland United States 
compared to the Dominica campus and the opportunity for greater clinical exposure 
during the 2nd year curriculum at the affiliated Grand Bahamas Health Services (GBHS) 
hospital facility. 

This report is based on my review of the documents submitted by Ross University, as 
well as unsolicited documents and materials submitted by a student at Ross University. 
The goal of the review was to determine if the medical education received at the Freeport 
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branch campus meets the of current statutes and regulations for 
recognition by the 

RECO~ENDATIONS 

Ross Freeport, Bahama 

2089 and 


provided documentation criteria 
and Code. Freeport branch campus provides 

monitored with spatial ..."J' ..... 'vv learning 
2036 criteria for: "classroom, laboratory, practical clinical 

instruction, received the person physically present. .. II 

REVIEW 

was a umque 

I. As a branch campus examined the 2 semesters or 30 are 
taught at Freeport campus of a curriculum out of 
Dominica campus. Therefore in considering the program met the California 
requirements and it was assumed that these 2 semesters needed to be equivalent 
to already curriculum provided at the 2 
"P'YlP"1-P,",, the 3rd and 4th semesters in the University consist 30 
weeks Microbiology, 30 of Pathology, weeks of Pharmacology, 15 of 
Behavioral and 15 Introduction to Clinical Medicine. Ross University 
did provide of measures to ensure equivalent experiences between these 
two for example regular of faculty sites and sharing of 
content through distance learning. Indeed, the course syllabi provided for the Freeport 
Branch courses IS to the Dominica campus. primary method 

delivering content at the campus, Education 
(PACE), is used by a small proportion campus. 

University was to demonstrate that they have monitoring and 
documentation of learning in program, particularly hours of 
weekly that are typically expected to in as part of PACE 
curriculum, to assure that students at the Dominica and campuses are having 
equivalent 

2. learning, both spatial and part of the 
curriculum and is the primary method of iP!H"nln used student self-study process. 
The program typically includes 2 hours Problem-Based Learning (PBL) small 
groups, 3 simulation, and 2 hours (TBL) small 

week, in addition to the 20 of student self-directed Ross University's 
of and PBL teaching, and associated development, is consistent 

'-''-,H,"LJ accredited medical school standards. Ross use of 
to US schools. 
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The following is a detailed assessment 
semesters on the 

responses to 

third and 

Business and Professions Code Section 2089 

instruction 
total of 810 

campus are 
an evaluation """'''''U'"",U,,,UH 

curriculum. Consequently it apJ)ears 
minimum requirement 

there is a 

to extend over years or 
the same courses that are 

Therefore the Hr~'......nrt 

months of 
of 

being met. 

statute. 

Most of the applicable portions 1314.1 are encompassed by prior approval 
Dominica as Freeport is 

the curriculum. The have a ('.",,,r.,, 
a pre-clinical portion of 

ALl""""'" statement with 

required in 1314.1, the administration governance allows the 
institution to accomplish its objectives and the faculty have a formal role in 

and evaluation student There is an number of 
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the k,.".onr.l'"t Cff~C1entlals indicate they 
are 
Admissions after 
admission for campus. 

student ,.."'''1"\1'.1(' 

Summary 

there is to the application for 
recognition Campus as a branch campus ofRoss University's Dominica 
campus. Specifically, portions curriculum reproduced at Freeport campus 
are equivalent to the program used for a portion of Dominica 
students. The school provides adequate measures to monitor student participation and 

The PBL and learning used at the campus IS In 

('"".nT,>" LCME accreditation standards. 

Unsolicited materials by a University were reviewed 
The alleges that Freeport campus, because it uses distance learning, 

was developed so that Ross University could more thereby a 
also that the quality of education at 
and that the clinical education is below average because of 

allegations are relevant only to the campus. 
the student's allegations and documentation 

1'pP'1'\{YrT Campus review. materials do not indicate that 
student was ever a at the Freeport and it student completed 
five semesters at the Dominica campus. 

recommendation is on the already established content PACE at 
Dominica therefore I would recommend that Dominica campus 

be visited in near future that the program carefully 
allegations from the including the statement that is "no one-to-one 
professor-student at Ross University," can also be the 
Dominica the focus a site visit, it would be advantageous to 

the Freeport campus to what is documented. 

Thank you for the opportunity to the materials from University concerning 
the Branch Campus Bahama. 



LICENSING PROGRAM WORKLOAD REPORT AGENDA ITEM 30A 

CHIEF'S REPORT FISCAL YEAR 2010-2011 
as of September 30,2010 

CONSUMER INFORMATION UNIT FY 10/11 
FY09110 Q1 Q2 Q3 Q4 

Total Calls Answered 97,450 *26,974 
Calls Requesting Call Back 16,318 *3,792 
Calls Abandoned 17,248 *5,544 
Address Changes Completed 9,700 *3120 

* 1.5 days phone outage; technical Issues w/dropped calls. 

PHYSICIAN & SURGEONI DATA FY 10/11 

FY09110 Q1 Q2 Q3 Q4 
Applications Received 5,822 1,568 
Initial Reviews Completed 3,530 1,208 
Total Pending 5,291 

Reviewed 4,460 

Not Reviewed 831 

(SR2s Pending) 98 

Licenses Issued 5,111 1,447 

Renewals Issued 60,814 16,168 

SPECIAL PROGRAMS FY 10/11 

Permit 

2111 

2112 
2113 
2168 
2072 
1327 

Applications 
Received 

Applications 

I Reviewed 
Permits 
Issued 

Permits 
I Total Pending 

Renewed 

01 02 03 04 01 02 03 04 01 02 03 04 01 I 02 03 I 04 01 02 03 04 

19 18 16 13 4 

0 I 0 0 0 I 0 
7 5 4 20 6 
0 0 I 0 3 I 1 
0 0 0 0 0 
1 I l' 0 0 1 

2111 - Visiting Fellow (doesn't satisfy postgraduate training required for licensure) 
2112 - Hospital Fellowship Program Non-Citizen (does not satisfy postgraduate training required for 

licensure) 

2113 - Medical School Faculty Member (may satisfy postgraduate training required for licensure) 

2168 - Special Faculty Permit (academically eminent; unrestricted practice within sponsoring medical 

school - not eligible for licensure) 

2072 - Special Faculty Permit - Correctional Facility 

1327 - Special Faculty Permit - Hospital 
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LICENSING PROGRAM WORKLOAD REPORT AGENDA ITEM 30A 

CHIEF'S REPORT as of September 30,2010 FISCAL YEAR 2010-2011 


INTERNATIONAL MEDICAL SCHOOL APPLICATIONS FY 10/11 
FY09/10 01 02 03 04 

New Applications Received 3 0 
Total Pending Applications 6 6 

LICENSED MIDWIVES FY 10/11 
FY09/10 01 02 Q3 Q4 

Applications Received 16 12 
Applications Pending 4 
Licenses Issued 19 9 
Licenses Renewed 74 30 

OPTICAL REGISTRATIONS FY 10/11 
FY09/10 01 02 03 04 

Business Registrations Issued 142 16 
Pending Applications Business 25 
Out-of-State Business Registrations Issued 1 0 I 

Pending Applications Out of State Bus. 0 0 
Spectacle Lens Registrations Issued 221 42 
Pending Applications-Spectacle Lens 62 
Contact Lens Registrations Issued 98 19 
Pending Applications-Contact Lens 20 
Spectacle Lens Registrations Renewed 906 200 
Contact Lens Registrations Renewed 366 81 

RESEARCH PSYCHOANAL YST (RP) FY 10/11 
FY09/10 01 02 03 04 

RP Applications Received 4 3 
RP Licenses Issued 3 2 

FICTITIOUS NAME PERMITS (FNP) FY 10/11 
FY09/10 Q1 02 03 Q4 

P&S - FNP Issued 1,100 310 
P&S - FNP Pending - 66 
Podiatric FNP Issued 18 7 I 
Podiatric FNP Pending 1 1 

SPECIAL TV BOARD APPLICATIONS FY 10/11 
FY09/10 01 02 Q3 Q4 

Applications Received 1 0 
Applications Pending 1 

I 
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*Note: Live data numbers are subject to change depending on the date that they are ran, All data on the report ran reflecting a Sunday through Saturday reporting period the exception 

of Inventory Awaiting Initial Review section, The data in the Inventory Awaiting Initial Review section reflects current data when the report ran on the following Tuesday, 



AGENDA ITEM 32B 

Medical Board of California 

Expert Reviewer Program Report 


CASES BY SPECIALTY SENT FOR REVIEW 

USE OF EXPERTS BY SPECIALTY 


ACTIVE LIST EXPERTS BY SPECIALTY 

October 1,2010 


SPECIALTY Number of cases Number of Experts used and Active List 
reviewed/sent to how often utilized Experts 
Experts Y-T-D 1,207j 

ADDICTION 5 
2 LIST EXPERTS REVIEWED I CASE 
1 LIST EXPERT REVIEWED 3 CASES 15 

ALLERGY & IMMUNOLOGY (A&I) 2 2 LIST EXPERTS REVIEWED I CASE 10 

ANESTHESIOLOGY (Anes) 8 7 LIST EXPERTS REVIEWED 1 CASE 

I OFF LIST EXPERT REVIEWED I CASE 
98 

Critical Care Medicine (CCM) -

Hospice & Palliative Medicine (HPM) -

Pain Medicine (PM) 16 

COLON & RECTAL SURGERY (CRS) 1 I LIST EXPERT REVIEWED 2 CASES 5j 

COMPLEMENTARY/ALTERNATIVE MEDICINE 5 
2 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 3 CASES 20j 

CORRECTIONAL MEDICINE 11 
6 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 
I LIST EXPERT REVIEWED 3 CASES 

33j 

DERMATOLOGY (D) 6 
I OFF LIST EXPERT REVIEWED I CASE 
2 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVlEWED 3 CASES 

16j 

Clinical & Laboratory Dermatological Immunology (CLD) -

Dermatopathology (DP) 5 

Pediatric Dermatology (PedD) -

EMERGENCY (EM) 12 
7 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 
I LIST EXPERT REVIEWED 3 CASES 

62 

Hospice & Palliative Medicine (HPM) -

Medical Toxicology (MT) 2 

Pediatric Emergency Medicine (PEM) 4 

Sports Medicine (SM) -

Undersea & Hyperbaric Medicine (UHM) -

ETHICS 3 
I LIST EXPERT REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 6 

Pagelof8 
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AGENDA ITEM 32B 

Medical Board of California 

Expert Reviewer Program Report 


CASES BY SPECIALTY SENT FOR REVIEW 

USE OF EXPERTS BY SPECIALTY 


ACTIVE LIST EXPERTS BY SPECIALTY 

October 1, 2010 


SPECIALTY Number of cases 
reviewed/sent to 
Experts 

Number of Experts used and 
how often utilized 

Active List 
Experts 

Y-T-D 1,2071' 

FAMILY (FM) 63 
24 LIST EXPERTS REVIEWED I CASE 
I OFF LIST EXPERT REVIEWED I CASE 
6 LIST EXPERTS REVIEWED 2 CASES 
4 LIST EXPERTS REVIEWED 3 CASES 

100 

Adolescent Medicine (AM) -

Geriatric Medicine (Ger) 59 

Hospice & Palliative Medicine (HPM) 2 

Sleep Medicine (SLP) -

Sports Medicine (SM) 44 

HAND SURGERY 24 

HOSPICE & PALLIATIVE MEDICINE 1 LIST EXPERT 9 

INTERNAL (General Internal Med) 65 
23 LIST EXPERTS REVIEWED I CASE 
5 LIST EXPERTS REVIEWED 2 CASES 
4 LIST EXPERTS REVIEWED 3 CASES 
2 LIST EXPERTS REVIEWED 4 CASES 
I LIST EXPERT REVIEWED 5 CASES 
I LIST EXPERT REVIEWED 7 CASES 

2301' 

Adolescent Medicine (AM) -
Cardiovascular Disease (Cv) 22 3 LIST EXPERTS REVIEWED I CASE 

3 LIST EXPERTS REVIEWED 2 CASES 
I LIST EXPERT REVIEWED 3 CASES 
2 LIST EXPERTS REVIEWED 5 CASES 

371' 

[Interventional Cardiology (Intv Cd)] 17 5 LIST EXPERTS REVIEWED I CASE 
2 LIST EXPERTS REVIEWED 2 CASES 
I LIST EXPERT REVIEWED 3 CASES 
I LIST EXPERT REVIEWED 5 CASES 

241' 

[Non-Interventional Cardiology] 5 
2 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 3 CASES 231' 

Clinical Cardiac Electrophysiology (CCEP) 3 

Critical Care Medicine (CCM) 1 LIST EXPERT 18 

Endocrinology, Diabetes and Metabolism (EDM) 3 3 LIST EXPERTS REVIEWED I CASE 81' 

Gastroenterology (Ge) 6 
4 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 231' 

Page 2 of8 
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AGENDA ITEM 32B 

Medical Board of California 

Expert Reviewer Program Report 


CASES BY SPECIALTY SENT FOR REVIEW 

USE OF EXPERTS BY SPECIALTY 


ACTIVE LIST EXPERTS BY SPECIALTY 

October 1,2010 


SPECIALTY Number of cases 
reviewed/sent to 
Experts 

Number of Experts used and 
how often utilized 

Active List 
Experts 

Y-T-D 1,2071 

Geriatric Medicine (Ger) 2 2 LIST EXPERTS REVIEWED I CASE 41 

Hematology (Hem) 1 LIST EXPERT 7 

Hospice & Palliative Medicine (HPM) 2 2 LIST EXPERTS REVIEWED I CASE 9 

Infectious Disease (Int) 12 

Medical Oncology (Onc) 6 
I LIST EXPERT REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 
I LIST EXPERT REVIEWED 3 CASES 

15 

Nephrology (Nep) 9 

Pulmonary Disease (Pul) 4 4 LIST EXPERTS REVIEWED I CASE 22 

Rheumatology (Rhu) 9 

Sleep Medicine (SLP) 4 

Sports Medicine (SM) 1 

Transplant Hepatology (TH) -

MIDWIFE REVIEWER 2 2 LIST EXPERTS 10 

MEDICAL GENETICS (MG) 1 

Clinical Biochemical Genetics (MG CBCGn) -

Clinical Cytogenetics (MG CCytG) -

Clinical Genetics (MD) (MG CGen) -

Clinical Molecular Genetics (MG CMGn) -

PhD Medical Genetics (MG PhDMG) -

Medical Biochemical Genetics (MG MBGn) -

Molecular Genetic Pathology (MGP) -
NEUROLOGICAL SURGERY (NS) 6 

3 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 3 CASES 15J 

NEUROLOGY (N) 7 
5 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 30j 

Page 3 of8 
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AGENDA ITEM 32B 

M.edical Board of California 

Reviewer Program Report 


10 

SENT FOR REVIEW 
BY SPECIALTY 

BY SPECIALTY 

SPECIALTY Number of cases 
reviewed/sent to 
Experts 

Number of "''''''n~~'' used and 
bow often utilized 

Active List 

rw 
I 

1 fJ<;;TFXPFRT 

• Y , -
'" -

~ 2 

Sleep Medicine (SLP 

~ 2 

NEUROLOGY with :fil.;i:lLIUWS in Child 5 

NUCLEAR MEDICINE (NuM) 

OBSTETRlCS & GYNECOLOGY (ObG) 57 
13 LIST EXPERTS REVlEWED 1 CASE 
3 OFF LIST EXPERTS REVlEWED 1 CASE 
I OFF LIST EXPERT REVIEWED 2 CASES 
8 LIST EXPERTS REVIEWED 2 CASES 
2 LIST EXPERTS REVIEWED 3 CASES 
2 LIST EXPERTS REVIEWED 4 CASES 
I LIST EXPERT REVIEWED 9 CASES 

6 

i 

Critical Care Medicine (CCM) -
Gynecologic Oncology (GO) 

Maternal & Fetal Medicine (MF) 

1 

8 

LIST EXPERT 
4 LIST EXPERTS REVIEWED I CASE 
2 LIST EXPERTS REVIEWED 2 CASES 

6 

10 

Reproductive Endocrinology/ Infertility (RE) 

OPHTHALMOLOGY (Oph) 

1 

24 

OFF LIST EXPERT 
5 LIST EXPERT REVIEWED I CASE 
2 LIST EXPERTS REVIEWED 2 CASES 
2 LIST EXPERTS REVIEWED 3 CASES 
I LIST EXPERT REVIEWED 4 CASES 
I LIST EXPERT REVIEWED 5 CASES 

9 

41 

ORAL & MAXILLOFACIAL SURGERY 

ORTHOPAEDIC SURGERY 13 
8 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 
I LIST EXPERT REVIEWED 3 CASES 

1 

"+01 

Surgery of the Hand (HS) 

n ., ' , 

22 

OTOLARYNGOLOGY (Oto) 4 4 LIST EXPERTS I 31 
"y logy (ON) 6 

Page 4 of8 



Medical Board of California 

Expert Reviewer Program Report 


BY SPECIALTY SENT FOR REVIEW 
OF EXPERTS BY SPECIALTY 

ACTIVE LIST EXPERTS BY SPECIALTY 
October 1, 201 0 

Pediatric Otolar .) ,,(PO) 3 

Plastic Surgery within the Head and Neck (PSHN) 2 

PAIN MEDICINE (PM) 

Sleep Medicine (SLP) 

19 
I LIST EXPERT REVIEWED I CASE 
4 LIST EXPERTS REVIEWED 2 CASES 
2 LIST EXPERTS REVIEWED 3 CASES 
I LIST EXPERT REVIEWED 4 CASES 

-
28 

PATHOLOGY (Path) 2 I LIST EXPERT REVrE 12t 

Blood R~nk-in" Transfusion Medicine (BBTM) 6 

Chemical Pathology (ChemP) -
Cytopathology (CytoP) 3 

Dermatopathology (DP) 1 

Forensic Pathology (FPath) 1 

Hematolol!v (Hem) 2 

Medical Microbiology (MMB) -
Molecular Genetic Path..::!..::g, (MGP) -

Neuropathology (NPath) 2 

PEDIATRICS (Ped) 

Pediatric Pathology (PdP) 

6 
4 LIST EXPERTS REVrEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 

1 

61 

Adolescent Medicine (AM) 

Clinical & Laboratory Immnnology (CLI) -
Dey ntal-Behavioral Pediatrics (DBP) 6 

Medical Toxkology (MT) -
.... , n 

7 

Neurodevel Ital Disabilities (ND) 1 

Pediatric Cardiology (Cd) 7 

Pediatric Cardiothoracic Surgery 2 

Page 5 of8 
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32BAGENDA 

Report 
California 

Pediatric Critical Care Medicine (CCM) 2 

Pediatric Emergency Medicine (PEM) 2 

Pediatric Endocrinology (En) -

5 

Pediatric Hematology-O 3 

Pediatric Infectious Diseases (Inf) 6 

Pediatric Nephrology (Ne) 1 

Pediatric Pulmonology (Pul) -

Pediatric Rheumatology (Rhu) -

Pediatric Transplant Hepatology (TH) -
Sleep Medicine (SLP) -
Sports Medicine (SM) -

PHYSICAL MEDICINE & REHABILITATION (PMR) 9 

Neuromuscular Medicine (NeuroMed) -

Pa 
, , 

1 

-

'" ,-, 

PLASTIC SURGERY (PIS) 

T ' '.n'-'T " 

I OFF LIST EXPERT REVIEWED I CASE 
13 LIST EXPERTS REVIEWED I CASE 
I LIST EXPERT REVIEWED 2 CASES 
2 LIST EXPERTS REVIEWED 4 CASES 
2 LIST EXPERTS REVIEWED 5 CASES 

1 

58i 

Plastic Surgery within the Head and Neck (PSHN) 2 

Surgery of the Hand (HS) 9 

PUBLIC HEALTH and GENERAL PREVENTIVE MED. 2 I LIST EXPERT REVIEWED 2 CASES 6 

AEROSP ACE MEDICINE 1 

OCCUPATIONAL MEDICINE 2 I LIST EXPERT REVIEWED 2 CASES 8 

6 8 
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AGENDA ITEM 32B 

Medical Board of California 

Expert Reviewer Program Report 


CASES BY SPECIALTY SENT FOR REVIEW 

USE OF EXPERTS BY SPECIALTY 


ACTIVE LIST EXPERTS BY SPECIALTY 

October 1,2010 


SPECIALTY Number of cases 
reviewed/sent to 
Experts 

Number of Experts used and 
how often utilized 

Active List 
Experts 

Y-T-D 1,2071' 

Medical Toxicology (MT) -

Undersea & Hyperbaric Medicine (UM; UHM) -

PSYCHIATRY (Psyc) 
63 

22 LIST EXPERTS REVIEWED 1 CASE 
1 OFF LIST EXPERT REVIEWED I CASE 
5 LIST EXPERTS REVIEWED 2 CASES 
4 LIST EXPERTS REVIEWED 3 CASES 
2 LIST EXPERTS REVIEWED 5 CASES 
I LIST EXPERT REVIEWED 7 CASES 

110 

Addiction Psychiatry (AdP) 6 2 LIST EXPERTS REVIEWED 1 CASE 
2 LIST EXPERTS REVIEWED 2 CASES 

27 

Child & Adolescent Psychiatry (ChAP) 24 

Clinical Neurophysiology (ClNPh) -

Forensic Psychiatry (FPsy) 55 

Geriatric Psychiatry (GPsyc) 28 

Pain Medicine (PM) 13 

Psychosomatic Medicine (PsychoMed) ]8 

Sleep Medicine (SLP) 1 

RADIOLOGY (Rad) 

Diagnostic Radiology (Rad DR) 10 
4 LIST EXPERTS REVIEWED I CASE 
3 LIST EXPERTS REVIEWED 2 CASES 38 

Radiation Oncology (Rad RO) 2 2 LIST EXPERTS REVIEWED I CASE 5 

Radiologic Physics (RP) -
Neuroradiology (NRad) 17 

Nuclear Radiology (NR) 2 

Pediatric Radiology (PR) 8 
Vascular/Interventional Radiology (VIR) 4 

SLEEP MEDICINE (S) 1 LIST EXPERT 8 
SPINE SURGERY (SS) 1 

SURGERY (S) 18 
7 LIST EXPERTS REVIEWED I CASE 
2 LIST EXPERTS REVIEWED 2 CASES 
I LIST EXPERT REVIEWED 3 CASES 
I LIST EXPERT REVIEWED 4 CASES 

601 
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AGENDA ITEM 32B 

Medical Board of California 

Expert Reviewer Program Report 


CASES BY SPECIALTY SENT FOR REVIEW 

USE OF EXPERTS BY SPECIALTY 


ACTIVE LIST EXPERTS BY SPECIALTY 

October 1, 2010 


SPECIALTY Number of cases 
reviewed/sent to 
Experts 

Number of Experts used and 
how often utilized 

Active List 
Experts 

Y-T-D 1,2071 

Pediatric Surgery (PdS) 5 

Surgery of the Hand (HS) -

Surgical Critical Care (SCC) 3 

Vascular Surgery (VaseS) 1 LIST EXPERT 16 

THORACIC SURGERY (TS) 1 LIST EXPERT 19 

(MEDICAL) TOXICOLOGY 4 

UROLOGY (ll) 14 
4 LIST EXPERTS REVIEWED I CASE 
I OFF LIST EXPERT REVIEWED I CASE 
1 LIST EXPERT REVIEWED 3 CASES 
1 LIST EXPERT REVIEWED 4 CASES 

16i 

WORKERS", COMPIQMEIIME 27 

/susan (1011110) 
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Medical Board of California 

InvI9sti,gal,ion & Prosecution Timeframes' 


'Excludes Out of State and Headquarters Cases 

"Excludes Outcomes where no Accusation Filed 



AGENDA ITEM 34A 

Relevant Statutory and Decisional Law 

1. Case Law on License Discipline 

"The purpose of such a [ administrative disciplinary] proceeding is not to punish but to 

afford protection to the public upon the rationale that respect and confidence of the public 
is merited by eliminating from the ranks of practitioners those who are dishonest, 

immoral, disreputable, or incompetent." (Fahmy v.Medical Board o/California (1995) 45 

Cal.Rptr.2d 486, citing Borror v. Department oUnvestment (I 971) 15 Cal.App.3d 531, 

540, 92 Cal.Rptr. 525; Lam v. Bureau ofSecurity & investigative Services, supra, 34 

Cal.App.4th at p. 38,40 Cal.Rptr.2d 137.) 

2. Statutes Relating to the Medical Board 

Section 2001.1 of the Business and Professions Code provides: 

"Protection of the public shall be the highest priority for the Medical Board of California 
in exercising its licensing, regulatory, and disciplinary functions. Whenever the 
protection of the public is inconsistent with other interests sought to be 
promoted, the protection of the public shall be paramount." 

Section 2229 of the Business and Professions Code provides: 

(a) Protection of the public shall be the highest priority 
for the Division of Medical Quality, the California Board of 
Podiatric Medicine, and administrative law judges of the Medical 
Quality Hearing Panel in exercising their disciplinary authority. 

(b) In exercising his or her disciplinary authority an 
administrative law judge of the Medical Quality Hearing Panel, the 
division, or the California Board of Podiatric Medicine, shall, 
wherever possible, take action that is calculated to aid in the 
rehabilitation ofthe licensee, or where, due to a lack of continuing 
education or other reasons, restriction on scope of practice is 
indicated, to order restrictions as are indicated by the evidence. 

(c) It is the intent of the Legislature that the division, the 
California Board of Podiatric Medicine, and the enforcement program 
seek out those licensees who have demonstrated deficiencies in 
competency and then take those actions as are indicated, with 
priority given to those measures, including further education, 
restrictions from practice, or other means, that will remove those 
deficiencies. Where rehabilitation and protection are inconsistent, 
protection shall be paramount. 
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AGENDA ITEM 3SC 


STATE OF CALIPCFlNJA STATE ANO CONSUMER seRVices AGENCY • ARNOLD aCHWAAZENEOOE:A, GOVEF1ND~ 

CI 
 DIVISION OF LEGAL AFFAIRS 

1625 N. Market Blvd., Suite S 309, ~"'I"'n:'m,"ntn CA 95834 

DEPAATMENTOF CONSUMER AFFAIRS P (916) 574-8220 F (916) 574-86231 

M MORA"" UM 

DATE: 	 October 2010 

TO: 	 Executive Officers 
Board Presidents/Chairs 

([)~~d~ 
FROM: 	 DOREATHEA JotINSON 

Deputy Director 
Legal Affairs 

SUB"IECT: 	 Board Meeting Protocols 

1. Give adequate notice of meetings that will held agenda items. 

Conduct' meetings in ~E.!J..2E2.2!!::!.!...!.' 

3. Provide the public an ==="-"-'-.:::.;:;;....;=:..::...:..!.=..:.:,. 

1. Timely - Law requires 1 0 on a mailing and posting 
and on your welOSlte. 


Speci'fic Notice Detailed, itemized 
 identifying all items.of business 
to be conducted the meeting. 


Items not on agenda be 
 nor can they be acted on. 

Can't items under heading of "New or Old unless 
they are specifically identified. 

an item specific enough for a member of the - Test for Specific Notice 
reasonably ascertain the nature of the business to occur at the 

http:items.of


Meetings must be conducted in Open 
",,,,,,,i+.,.,,.,,11\ to 

Conduct Meetings 

) 

General rule: 
and actions must take place 
go into closed session, with rl'>rtQrl'i 

in public must be publically taken. votes or votes by proxy 
are not permitted. 

Business statutorily authorized to conducted in closed session: 

~ 	 Disciplinary matters; 

Preparing, approving or grading examinations; 

Pending litigation; 

- Matters affecting personal privacy; 

officer appointment, employment or dismissal. 

Once in closed session, you can only discuss those matters that were identified 
as closed session on your agenda. 

Must allow public comment on open session agenda 

The Board Chair will allow public comment on agenda as those items are 
up by the Board, during Under the Open Act, 

Board may not take any action on Items by public that are not on 
the Agenda) other than to item for a future 
meeting. 

If any person desires 
stand or come forward and 
organization, the name 
those who appear. Please note 

aOI'JreClarea if he or she will 
name; and or represents an 

lIZB[Jon so we will a record of all 
a person wishing to provide is not 

10/20102 
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required to identify him or herself when making public comment, but it is 
appreciated. 

In order to allow the Board sufficient time conduct its scheduled business, 
public comment will be limited to _ minutes. make your comments 
focused and relevant to the duties of the Board. It not necessary to repeat 
statements or views a previous speaker, it sufficient to that you . 
Written statements should be summarized and submitted to the Board. They 
should not be read. 

If as chairperson/president, I forget to ask for public comment on an 
it is not because I intend to limit comment but just because I forgot. 
situation, please raise your hand and I will recognize you. 

the Agenda 
Committee Presents the agenda item 

Ask a motion 


4. 	 Ask for a second, the motion is made by the committee (second 
is not neE~aE,a 

5. 	 Ask for board discussion. 
6. 	Ask if there 1s public comment. [You may reverse order of these 2.] 
7. 	 Ask if there is further board discussion 
8. 	 Repeat the Motion 
9. 	 Take the vote 

board values input from public as part its consumer protection 
mission. It invites and welcomes public comment during this section of the 
agenda. However, board members cannot in dialogue with those who 
testify during this section of the agenda due to constraints imposed on the board 
and members by law. The law prohibits the board from substantively 
discussing or voting on any matter brought up during public comment. A 
member the public who would like board to discuss a topic not 
related to a specific case involving one of its licensees can ask board to 
consider placing the issue on the board's agenda for a future meeting. 

If you have an application or disciplinary charges pending before the board, we 
that you not discuss the of your case or pending complaint since 

board members will be "judges" and by law are not permitted to receive 
evidence or information that is not part of the administrative record in the case. 

public has right its disapproval, and may sometimes make 
emotional presentations. It is the board's duty and obligation to allow that public 
comment. Since the purpose of the meeting is for agency to conduct its 
business, commenters shouldn't be permitted to thwart that purpose and be 

. 10/20103 



removed from meeting if disruptive behavior continues a request that it 
. stop. 

Under the Open Meetings Act (Government Code Section 11126.5), if you 
continue in this manner, I will ask you to leave the meeting and if you do not 

meeting, you will removed. Accordingly, I am asking you to 
discontinue your disruptive conduct so that all participants can be heard in an 
orderly fashion. 

Miscellaneous 

Motions must be clearly worded. 

test: Could a reasonable person reading the motion understand what the 
board meant to accomplish? 

Chair should restate the motion before the discussion and just before the vote 
is taken 

Improper for infmmation rar'''''Hl::ln 

disclosed without 

The attorney's role during board its 
obligations and authority law it that agency may be 
deviating from it, e.g. Open Meetings Act, quorum requirements, practice acts, 
regulations. In some it may for the attorney to the 
agency in identifying an framing a motion that reflects the 
agency's deliberations and or from a or board 
member. 

When a problem is identified, attorney is to the board in 
developing a lawful alternative method accomplishing the board's goal. 

ltis not the attorney's responsibmty or role chair the or direct the 
discussion. And attorney should refrain from doing so even if to 

on that role. 
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