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MEDICAL BOARD OF CALIFORNIA 

BOARD MEETING SCHEDULE  
 

Embassy Suites 

San Francisco Airport 

150 Anza Blvd. 

Burlingame, CA 94010  

 
 

February 2-3, 2011 
 

  

Thursday, February 2 
 

 8:00 a.m. – 11:30 a.m. Panel A – Santa Cruz Room 
(Members: Duruisseau, Bishop, Carreon, Diego, Salomonson, 

Yaroslavsky) 

 

 8:00 a.m. – 11:30 a.m.          Panel B – Mendocino / Burlingame Room 
            (Members: Chang,Gnanadev, Levine, Low, Schipske) 

  

 11:30 a.m. – 12:00 p.m. Lunch Break 
 

 12:00 p.m. – 1:45 p.m. Panel A – Santa Cruz Room 

                                                       (Members: Duruisseau, Salomonson, Diego, Carreon, Yaroslavsky) 

 

 12:00 p.m. – 1:45 p.m.          Panel B – Mendocino / Burlingame Room 
            (Members: Chang, Levine, Low, Schipske) 

 

 2:00 p.m. – 3:00 p.m. Enforcement Committee – Mendocino / Burlingame Room 

(Members: Low, Levine, Schipske) 

 

 3:00 p.m. – 4:00 p.m. Licensing Committee – Mendocino / Burlingame Room 
(Members: Salmonson, Carreon, Chang, Diego, Duruisseau, Schipske)  

 

 4:00 p.m. – 5:00 p.m. Full Board – Mendocino / Burlingame Room  

(All Members)  

 
 

Friday, February 3 
 

 8:30 a.m. – 9:00 a.m. Application Review Committee – Mendocino / Burlingame Room 
(Members: Schipske, Diego, Low) 

 

 9:00 a.m. – 3:00 p.m.          Full Board Meeting –  Mendocino / Burlingame Room 
            (All Members) 

  

 





























































































































California’s Health Care 
Workforce — Are We Ready 

for the ACA? 

Catherine Dower 
Burlingame, February 3, 2012 
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California’s Health Care Workforce:  
Readiness for the ACA Era 

Team: 
Tim Bates, MPP; Lisel Blash, MPA;  
Susan Chapman, BSN, MSN, PhD; Catherine Dower, JD; 

and Edward O’Neil, FAAN, MPA, PhD. 
 
Sponsor:  
Funded by The California Wellness Foundation 
 
Impetus: 
PPACA and Governor’s taskforce 
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http://futurehealth.ucsf.edu 

http://www.futurehealth.ucsf.edu/Public/Center-Research/Publications.aspx?pid=660
http://www.futurehealth.ucsf.edu/Public/Center-Research/Publications.aspx?pid=660
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Methodology 

• Key informant interviews 
• CA Department of Consumer Affairs 

Professional License MasterFile 
• Literature review 
• Environmental scan 
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Key Findings 

• Health workforce major part of labor sector 
• Continued growth 
• Significant maldistribution 
• Growing population, more diverse population, 

aging population, changing disease burden 
• ACA implementation will strain primary care 

providers first 
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Nursing
386,041

Total = 840,900

Other
27,740

California’s Licensed and Registered  
Health Care Workforce—February 2011 

Source: California DCA Professional License Masterfile 
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Big Questions 

1. What are the drivers that affect workforce quantity 
and quality?  

2. Can the current health care workforce meet the 
changes in demand? 

3. Are there other sources of health workers? 
4. Do we educate enough providers to meet the state’s 

growing needs? 
5. Are our health care professionals reflective of the 

state’s racial and ethnic diversity? 
6. What policy solutions can help California meet 

changing demands? 
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• Demographic shifts 
– Aging, growing population 

– Increasingly diverse, ESL population 

• Growth in health information technology (EHR) 
• New models of care 
• Patient Protection and Affordable Care Act 

– 3-4 million newly insured in California 

What drivers affect the quantity & quality 
of California’s health care workforce? 
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Can the current health care workforce meet 
the changes in demand?  

• Maldistribution is the biggest challenge  
• Lack of cultural / linguistic concordance may 

limit access 
• Incomplete or insufficient data limits workforce 

planning 
• Primary care is likely to be the most impacted 

by the increase in demand 
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Distribution of Primary Care Physicians  
and Physician Assistants 
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Distribution of Dentists and  
Dental Assistants 
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Solutions: Improving Supply, Distribution, 
and Workforce Practice Models 

• Increase training & residency opportunities in 
under-served areas 

• Expand loan repayment programs for 
practicing in underserved areas 

• Enhance telehealth  
• Expand legal scope of practice for NPs & PAs 
• Improve workforce data collection 
• Strengthen the capacity of safety net providers 
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Are there other sources of health 
professionals? 

• California relies on foreign trained 
professionals, particularly in primary care:  

– 31% of primary care physicians 

– 24% of nurses 

• Need better data on emigration of health 
professionals trained in California 
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Do we educate enough providers to 
meet the state’s growing needs?  

• Decrease in family medicine residency slots 
• Oversubscribed training programs 
• High attrition rates in many CC allied health 

training programs 
• Low graduation rates for URMs make it difficult 

to diversify some health professions 
• More HIT professionals and trainining needed 
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Solutions: Improving the Education Pipeline 

• Encourage medical students to practice in 
primary care  

• Refocus some education resources on  
NP & PA training 

• Enhance retention in CC health careers 
programs 

• Invest more equitably in primary and 
secondary (K-12) education programs  
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Expansion of nursing programs has increased 
the supply of nurses 
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Are our health care professionals reflective 
of the state’s racial and ethnic diversity? 

• 5 percent of MDs are Latino 
• 7 percent of DDSs are Latino 
• 21 percent of PAs are Latino 
• 37 percent of CA residents are Latino 

 
• Newly eligible for subsidies or Medi-Cal 

(CPEHN 2010): 
– More than half will be people of color 

– 32-51% of the adults speak English less than well 
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Solutions: Increasing Diversity  

• Invest in interpretation 
• Train CHWs, promotorás, & health educators 
• Build career ladders for the (diverse) allied 

health professions  
• Evaluate & replicate models that work to enroll 

& retain URMs in training programs 
• Including communities of color in the planning 

processes for ACA implementation 
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California’s Health Care Workforce:  
Moving Forward 

Challenge 
• Growing pressure on safety net providers 
• Geographic maldistribution of workforce 
• Diversity challenges 
Promise 
• Continued job growth despite the recession  
• New finance and delivery models may decrease 

costs --improve access and quality of care 
• HIT leveraged to facilitate new models of care 
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California’s Health Care Workforce: 
Readiness for the ACA Era 

 
Contact: Catherine Dower 
  cdower@thecenter.ucsf.edu 
               415-476-1894 

 
 
 
 
 

http://www.futurehealth.ucsf.edu 
 

http://www.futurehealth.ucsf.edu/


Licensing Chiefs Report WORKLOAD REPORT Agenda Item 188 
FISCAL YEAR 2011-2012 as of December 31,2011 

CONSUMER INFORMATION UNIT FY 11/12 
~ 

Q4Q2 Ii Q3Q1FY 11112 
36,181 20,456Total Calls Answered 1'5,725 

4,647 5,0229,669Calls Reguestin~Call Back 
4,616 8,972 4,356Calls Abandoned 

3,451 2,1335,584Address Changes Completed 

CONSUMER INFORMATION UNIT FY 10/11 
FY10111 *Q1 Q2 Q3 Q4 

ITotal Calls Answered 100,626 I 26,974 22,484 24,592 26,576 

Calls Requesting Call Back 11,751 3,792 2,463 2,576 2,920 

Calls Abandoned 13,698 5,544 2,853 2,478 2,823 

Address Changes Completed 10,732 3,120 2,277 2,822 2,513 

* 1.5 days phone outage; technical issues w/dropped calls. 

PHYSICIAN & SURGEON DATA FY 11/12 

FY 11112 Q1 Q2 Q3 Q4 
Applications -Received 3,377 1,711 1,666 I 

Initial Reviews Completed 3,180 1,491 1,689 
Total Pending NIA 4,012 4,225 

Reviewed I NIA 3,273 3,530 

Not Reviewed NIA 739 795 

(SR2s Pending) NIA 108 121 

Licenses .Issued 2,562 1,359 1,203 
Renewals Issued 30,159 16,092 14,067 

PHYSICIAN & SURGEON DATA FY 10/11 

FY10111 Q1 Q2 Q3 Q4 

Al2Qlications Received" 6,047 1,503 1,505 1,543 1,496 

Initial Reviews Completed 5,984 1,208 1,892 1,464 1,420 

Total Pending NIA 5,291 5,038 4,295 I 3,992 

Reviewed NIA 4,460 4,532 3,933 3,461 

Not Reviewed NIA 831 506 362 531 

(SR2s Pending) NIA 98 83 82 98 

Licenses Issued 5,272 1,447 1,248 I 1,277 1,300 
Renewals Issued 

.~ 

62,656 16,168 15,377 15,087 16,024 

* Applications Received Total and 04 numbers have been corrected to match the FY 10/11 Annual 
Report Previous Reported as: Total 5,914 and 04 as 1,363 in July 2011 Board Meeting Packet. 
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SPECIAL PROGRAMS FY 10/11 

Permit 

2111 
2112 
2113 
'2168 
2072 
1327 

Applications 
Received 

Applications 
Reviewed 

Permits 
Issued I 

Permits 
Renewed 

Total Pending 

01 02 03 04 01 02 03 04 01 02 03 04 01 03 04 01 02 03 04 
19 9 2 3 18 4 2 3 16 4 2 2 13 2 14 4 14 1 2 
0 1 0 1 0 0 0 1 0 0 1 0 0 0 I 0 0 1 1 1 
7 1 7 9 5 3 7 6 I 4 4 1 5 20 12 10 6 3 6 13 
0 0 0 0 0 0 0 0 0 0 0 0 3 1 3 1 0 0 1 
0 0 0 I 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
1 0 0 1 1 0 0 1 0 0 0 1 0 0 1 1 0 0 0 

Licensing Chiefs Report WORKLOAD REPORT Agenda Item 188 
FISCAL YEAR 2011-2012 as of December 31, 2011 

SR 2 - CATEGORIES 
FY 11112 Q1 Q2 Q3 Q4 

Alcohol/Drugs 42 30 12 
PG/Medical Knowledge 99 59 40 

- -
Convictions 61 43 I18 
Other 136 92 44 

SPECIAL PROGRAMS FY 11/12 

Permit 

2111 

2112 
2113 
2168 ~ 

2072 
1327 

Applications 
Received 

Applications 
Reviewed 

Permits 
Issued 

Permits 
Renewed 

Total Pending 

01 02 03 04 01 02 03 04 01 02 03 04 01 02 03 04 01 02 03 04 
8 2 5 2 5 5 8 4 3 2 
0 0 0 0 0 0 o i 0 0 0 
5 5 2 5 I 2 3 10 12 2 2 
3 3 j 2 2 0 2 I 2 ' 0 3 1 
0 0 I 0 0 0 0 1 0 0 0 
0 0 0 0 0 0 0 1 0 0 

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 Permit - Correctional Facility 


1327 - Medical Student Rotations - Non-ACGME Hospital Rotation 
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Licensing Chiefs Report WORKLOAD REPORT Agenda Item 188 
FISCAL YEAR 2011-2012 as of December 31, 2011 

INTERNATIONAL MEDICAL SCHOOL APPLICATIONS FY 11/12 

FY 11112 Q2 Q3 Q4Q1 
I 22 0 

Pending Self-Assessment Report 

New Self-Assessment Report Received 

NIA 3 5 

New Applications Received wlo Recognized Schools 14 

Pending Application Received wlo Recognized Schools 

2236 
35NIA 56 

School Recognized Pursuant to CCR 1314(a)(1) 4 2 

School Recognized Pursuant to CCR 1314(a)(2) 

6 

1 1 0 

TOTAL Pending Applications wlo Recognized Schools 75NIA 62 

INTERNATIONAL MEDICAL SCHOOL APPLICATIONS FY 10/11 

FY10111 Q1 Q2 Q3 Q4 

New Applications Received 9 0 1 1 I 7 

Total Pending Applications NIA 0 6 5 7 

School Recognized Pursuant to CCR 1314(a)(1) 16 3 3 10 

School Recognized Pursuant to CCR 1314(a)(2) 2 2 

LICENSED MIDWIVES FY 11/12 

FY 11112 Q1 Q2 Q3 Q4 

Applications Received 14 9 5 
Applications Pending NIA 6 I 3 

Licenses Issued 12 4 8 
Licenses Renewed 55 24 31 

LICENSED MIDWIVES FY 10/11 

FY10111 Q1 Q2 Q3 Q4 

Applications Received 41 12 11 6 12 

Applications Pending NIA 4 1 2 2 

Licenses Issued 40 9 13 5 13 
Licenses Renewed 98 30 17 20 31 

RESEARCH PSYCHOANALYST FY 11112 
FY11112 Q1 Q2 Q3 Q4 

RP Applications Received 1 1 0 
RP Licenses Issued 3 3 0 

RESEARCH PSYCHOANALYST FY 10/11 
FY10111 Q1 Q2 Q3 Q4 

RP Applications Received 7 3 3 1 0 
RP Licenses Issued 8 2 4 1 1 
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Licensing Chiefs Report WORKLOAD REPORT Agenda Item 188 
FISCAL YEAR 2011-2012as of December 31, 2011 

FICTITIOUS NAME PERMITS FY 11/12 

P&S - FNP Issued 
-

FY 11/12 
764 

Q1 
384 

Q2 Q3 Q4 
380 

P&S - FNP Pending N/A 59 63 
Podiatric FNP Issued 12 3 9 
Podiatric FNP Pending N/A 0 0 

FI·CTITIOUS NAME PERMITS FY 10/11 
FY10/11 Q1 Q2 Q3 Q4 

P&S - FNP Issued**1,288 1,288 310 317 291 370 
P&S - FNP Pending N/A 66 62 129 89 
Podiatric FNP Issued 22 7 2 5 8 
Podiatric FNP Pending N/A 1 0 1 0 

** P&S - FNP Issued Total and Q4 have been corrected to match the FY1 0/11 Annual Report. Reported 
as: Total 1 ,266 and Q4 248 in July 2011 Board Meeting Packet 

SPECIALTY BOARD APPLICATIONS FY 11112 
FY11112 Q1 Q2 Q3 Q4 

I Appl'ications Received 0 0 0 
Applications Pending N/A 1 1 

I SPECIAL TY BOARD APPLICATIONS FY 10/11 
--­

FY10/11 Q1 Q2 Q3 Q4 
AQPlications Received 0 0 I 0 0 0 
Applications Pending N/A 1 1 1 1 

OPTICAL REGISTRATIONS FY 11/12 
FY 11/12 Q1 Q2 Q3 Q4 

Business Registrations Issued 19 10 9 
Pending Applications Business N/A 30 30 
Out-of-State Business Registrations Issued 0 0 0 
Pending Applications Out of State Bus. N/A 0 0 
Spectacle Lens Registrations Issued 76 47 29 
Pending Applications-Spectacle Lens N/A 78 107 
Contact Lens Registrations Issued 24 13 11 
Pending Applications-Contact Lens N/A 22 33 
Spectacle Lens Registrations Renewed 433 216 217 I 

Contact Lens Registrations Renewed 174 95 79 

OPTICAL REGISTRATIONS FY 10/11 
FY 10/11 Q1 Q2 Q3 Q4 

Business Registrations Issued 69 16 21 17 15 
Pending Applications Business N/A 25 21 22 17 
Out-of-State Business Registrations Issued 0 0 0 0 0 
Pending Applications Out of State Bus. N/A 0 0 0 0 
Spectacle Lens Registrations Issued 196 42 55 53 46 
Pending Applications-Spectacle Lens N/A 62 37 49 64 
Contact Lens Registrations Issued 73 19 17 23 I 14 
Pending Applications-Contact Lens N/A 20 11 14 22 
Spectacle Lens Registrations Renewed 870 200 238 201 231 
Contact Lens Registrations Renewed 384 81 116 106 81 
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Licensing Chiefs Report WORKLOAD REPORT Agenda Item 188 
FISCAL YEAR 2011-2012 as of December 31, 2011 

PHYSICIAN'S AND SURGEON'S LICENSES ISSUED 
Five Fiscal Year History 

Fiscal Year QTR 1 QTR2 
I 

QTRJ QTR4 TOTAL 
I 

FY 11/12 1,359 1,203 2,562 

FY 10/11 
-
1,447 1,248 1,277 1,300 5,272 

FY 09/10 1,107 1,132 1,424 1,447 5,110 

FY 08/09 1,192 912 849 1,735 4,688 

FY 07/08 1,271 904 1,014 1,598 4,787 
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• FY 11/12 
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Licenses Issued 

A - FY07/08 
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Licensing Chiefs Report WORKLOAD REPORT Agenda Item 188 
FISCAL YEAR 2011-2012 as of December 31, 2011 

*PHYSICIAN'S AND SURGEON'S LICENSE AND PTAL APPLICATIONS RECEIVED 
Five Fiscal Year History 

Fiscal Year QTR 1 QTR2 QTR3 QTR4 TOTAL 

FY 11/12 1,711 1,666 3,377 

FY 10/11* 1,503 1,505 1,543 1496 4,551 

FY 09/10 1,658 1,573 1,211 1,203 4,442 

FY 08/09 1,420 1,568 1,794 1,325 4,782 

FY 07/08 1,341 1,478 1,751 1,506 4,570 

* Applications Received Total and Q4 numbers have been corrected to match the FY 10/11 Annual 
Report. Previous Reported as: Total 5,914 and Q4 as 1,363 in July 2011 Board Meeting Packet. 
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Licensing Chief's Report Agenda Item 18B Licensing Program 
Weekly Application Production 

· Note: Live data numbers are subject to change depending on the date that they are ran . All data on the report is ran weekly reflecting a Sunday through Saturday reporting period with the 

::::!exception of the Applications Awaiting Initial Review section . The data in the Applications Awaiting Initial Review section reflects current data when the report is ran on the following Tuesday. 



































































EG SI.A. IV 

PAC T 


MEDICAL BOA D 
ETING 

FEBRUARY 3, 20 12 

SAN FRANCISCO, CA 




MEDICAL BOARD OF CALIFORNIA 

TRACKER - LEGISLATIVE BILL FILE 


January 25, 2012 


Medical School Scholarships 

Professional Corporations: Sen. B&P Support 04/07/11 
Licensed PTs 

Assemblv Sponsor 

Chiropractors Sen. Floor Reco: Support 01/04/12 
If Amended 

Pink - Sponsored Bill, Blue - For Discussion 



2012 TENTATIVE LEGISLATIVE CALENDAR 
COMPILED BY THE OFFICE Of THE SECRETARY OF TIiE SENATE & Hili OFFICE OF THE ASSEMBLY CHIEF CLERK 

JANUARY 

S M T W TH F S 

2 3 4 5 6 7 

8 9 10 II 12 13 14 

DEADLINES 
Jan. I Statutes take effect (Ar!. IV. Sec. 8(e», 

Jan. 4 Legislature reconvenes (J.R. 51(a}(4)}, 

Jan. 10 Budgel must be submiued by Governor (Art IV, Sec. 12 (al). 

Jan, 13 last day for policy commil1ees to hear and repon to Fiscal Committees 
fiscal bills introduced in Iheir house in 20 II (JR. 61(b)( I », 

Jan, 16 Martin lulher King. Jr. Day. 

Jan. 20 committee to hear and to Ihe Floor bills 
In house in 20 II (J,R. 

Jan.l7 Last day to submit bill requesls to the Office of Legislative Counsel. 

Jan.31 Las! day for each house to 
(Art. IV, Sec, lO(e». (JR. 

S 

S 

4 

II 

18 

25 

S 

8 

FEBRUARY 

M T W TH 

2 

MARCH 

APRIL 

M T W TH 

2 3 4 5 

9 10 11 12 

F S 

3 4 

F S 

6 7 

13 14 

Feb. 20 President's Birthday. 


Feb. 24 Last day for bills to be introduced (JR. 61(b)(4}), (JR 54 (a», 


Mar, 29 Spring Recess begins at end oflhis day's session (JR, 51 (0)( I)), 

Mar, 30 Cesar Chavez Day observed 

Apr. <} 	 Legislature reconvenes from Spring Recess (J.R. 51(0)( J), 

for policy commillees to hear and report to Fiscal 
,-UllIIll.llI"'" fiscal bills introduced in uleir house (l.R. 61(0)(5». 

May II 	 Last day for policy committees to hear and report to Ihe Floor non-fiscal 
bills introduced in Iheir house (JR. 6J(b)(6». 

May 18 	 LaSI day for policy committees 10 meet priono June 4 (J.R 6J(b)(7», 

May 25 	 Last day for fiscal commil1ees hear and 
bills introduced in Iheir house (J R 61 
committees 10 meet prior to June 4 

May 28 	 Memorial Day, 

May 29 - June I Floor Session ollly, No comminee may meet for any purpose 
(lR 61(b)(IO) 

*Holiday schedule subject to final approval by the Rules Committee 



20ll TENTATIVE LEGISLATIVE CALENDAR 
COMPILED BY THE OffiCE OF THE SECRETARY Of THE SENATE & THE OFfICE Of THE ASSEMBLY CHIEF CLERK 

Last day for bills to be passed out of the house of origin (l.R. 6 !(b)(ll». 


Commi"ee meetings may resume (J.R 61(b)(12». 


Budget must be passed by midnight (Art. IV, Sec. 12 (e)(3)). 


for a mC>lSllfe 10 qualilY for the Nov. 6 
(Elec. Code Sec. 9040). 

atlhe end of01is day's session 

been passed (J.R. 51(bJ(2)). 


Legislature reconvenes from Summer Recess(1.R 51(b)(2»). 

fiscal committees to meet and repon the Floor 
(lR 

Aug. 20 - 31 Floor Session only. No committees, other than conference committees 
and Rules Commi"ee. may meet for any purpose (l.R. 61(bXIS). 

Aug. 24 Last day to amend bills on the Floor (l.R. 61(b)(16)). 

Aug. 31 	 Last for each bouse to pass bills (Art IV, Sec. IO(e)), (JR. 6 I (b)( 17»). 
Final begins at end of this day's session (J.R. SI{b)(3 )). 

S M 

3 4 

II 

18 

25 

S M 

2 

8 9 

15 16 

22 23 

29 30 

T 

3 

10 

17 

24 

31 

JULY 

W TH F S 

4 5 6 7 

II 12 13 14 

18 19 20 21 

25 26 27 28 

5 6 7 8 9 10 II 

12 13 14 15 16 17 18 

19 20 21 22 23 24 25 

26 27 

T 

5 

12 

19 

26 

28 

JUNE 

W TH F S 

I 2 June I 

6 7 8 9 June 4 

13 14 15 16 June f5 

20 21 22 23 June 28 Last 

27 28 29 30 

July 4 I ndependence Day. 

July 6 Last day 
Summer Recess 

Aug. 6 

4 
Aug. 17 Las! 

2 3 

29 30 31 

IMPORTANT DATES OCCURRING DURING FINAL RECESS 

20ll 
Sept 30 Last for Governor to sign or veto bills by the Legislature before 

and in the Governor's possession on or after 1 (Art. IV, Sec. 10(b)(2)). 

Nov. 6 General Election, 

Nov. 30 Adjournment "'-'-'-"'-'= at (Art. IV, Sec. 3(a)). 

Dec. 3 12 m. convening of the 20\3-14 Session (Art. IV, Sec. 3(a)). 

2013 
Jan. I Statutes take effect (Art. Sec. 







MEDICAL BOARD OF CALIFORNIA 

LEGISLATIVE ANALYSIS 


Bill Number: AB 1533 
Author: Mitchell 
Bill Date: January 23, 2012, introduced 
Subject: UCLA IMG Pilot Program 
Sponsor: Medical Board of California and University of California 
Position: Sponsor/Support 

STATUS OF BILL: 

This bill is in the Assembly. 

DESCRIPTION OF CURRENT LEGISLATION: 

AB 1533 would authorize a pilot for the University of California at Los Angeles 
(UCLA) international medical graduate (IMG) program. The pilot would allow program 
participants to engage in supervised patient care activities (i.e., similar to participation at the 
level of a UC medical student on a health care team) for a typical assignment lasting 16 weeks 
(but not to exceed 24 weeks), as part of an approved and supervised clinical clerkship/rotation at 
UCLA health care facilities, or with other approved UCLA affiliates. All such training will 
occur with supervision provided by licensed physicians. 

This bill would also request the UC to prepare a report for the Board and Legislature 
after the pilot program has been operative for five years, which would include the number of 
participants in the pilot program; the number of participants issued a license by the Board; and 
the potential for retention or expansion of the pilot program. This bill would sunset the pilot 
program on January 1,2019. 

ANALYSIS: 

In 2006, the UCLA Department ofFamily Medicine developed an innovative program 
to prepare bilingual (English-Spanish speaking), bi-cultural IMGs to enter accredited family 
medicine programs in California and to pursue licensure and board-certification as family 
physicians. This program functions as a pre-residency training program. The program recruits 
proficient bilingual IMGs from international medical schools with curricula that meet the 
educational requirements set forth by the Medical Board of California (the Board) for purposes 
of physician licensure. To be eligible for the UCLA IMG program, participants must have U.S. 
citizenship or Permanent Resident or Refugee Status. 

1 
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UCLA IMG graduates to 24-36 months of employment in a California 
health care facility located in a designated medically area. As of 11, 

IMG program a total of 42 graduates in 15 urban and rural family medicine 
V"'A~VA"","_"' in California. additional 10-12 are expected to enter aC{:re<ll 

in July 2012. 

Since its inception, IMG l''''')fTr<>rn 


preparing participants to residency 

participants complete a Observership 


(but not to exceed weeks). In no instance do 

VVB"'''' .... in California of patient care or other program activities. 

trainees are neither "medical students" enrolled in the School of Medicine 
already graduated from medical school in their country), nor "medical residents" enrolled 

residency training, individuals are not by state law to V"I.,"!",,,, 

on" clinical The result is that 
to function as " even when who are 

.........IUll"" in accredited training programs. 

AB 1533 would a pilot for the program. The pilot would allow 
participants to in supervised patient care activities for a typical assignment 

lasting 16 weeks (but not to exceed 24 weeks), as an approved and clinical 
clerkship/rotation at health care facilities, or with other approved UCLA (e.g., 
participating California medicine programs). All such training will occur with 
supervision provided by physicians. 

the UC to prepare a 
pilot program has for five include the 
in the pilot program; the number of participants a by the Board; 
for retention or expansion pilot program. bill would sunset the pilot on 
January 1,2019. 

believe this pilot IMG program, its 
participants, and family medicine seeking to recruitment of 
bilingual physicians to programs. Although UCLA IMG program could continue to 

with no programs the state to their 
and support a through trainees 

training activities as they and prepare to enter a residency program. 
improve the preparation readiness of participants. IMG graduates 
commit to 24-36 of post-residency employment in a California health care facility 
located in a designated medically underserved area, the continued success the UCLA 
program offers longer term benefits for communities throughout the state. The 

of this pilot on added importance as provisions of health care take effect in 

2 



2014, and as California prepares to provide health services to substantial numbers of new 
Spanish-speaking patients 

FISCAL: 

SUPPORT: 

OPPOSITION: 

POSITION: 

No cost to the Board. The UCLA IMG program is funded by private 

sources. Funding sponsors include Kaiser Perrnanente Community 

Benefit, UniHealth Foundation, The California Endowment, Molina 

Family Foundation, New America Alliance, Kaplan educational 

programs and, private individuals. 


MBC (Co-Sponsor) 

University of California (Co-Sponsor) 


None on file 


Sponsor/Support 


January 24, 2012 
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AB 1533 (Mitchell) 

University of California at Los Angeles, David Geffen School of Medicine's 


International Medical Graduate (IMG) Pilot Program 


BACKGROUND 
Sponsors: University of California and the Medical Board of California 

ISSUE 
All states, including California, physicians to 

licensed to practice rnedicine, including resident 
physicians who are training and working in California 
residency or fellowship programs. Specifically, U.S. 
medical school graduates are eligible to 
licensure in California following completion of one-

of approved residency training, international 
Cluu,al"''' are to in 

California following completion of two-years of 
approved residency training. UC programs, 
most residents must seek and obtain a license prior to 

completion of their second of residency 
training. 

California law allows for regularly matriculated 
students (including foreign medical students) 

in the practice of medicine whenever and 
,,,,,,,m:m,or prescribed as of 
required/approved course of study 

and Professions Code 2064). is a 
group of medical trainees, however, that does not fall 
within the provisions of existing 

In 2006, faculty in the UCLA Department of Family 
Medicine developed an innovative program to prepare 
bilingual (English-Spanish speaking), bi-cultural 
Intemational Medical Graduates (IMGs) to enter 

family medicine programs in California and 
licensure and as family 

program 

The program recruits proficient bilinguallMGs from 
international medical schools with curricula that meet 

educational requirements forth by the Medical 
Board of California (MBC) for purposes of physician 
licensure. To be eligible for the UCLA IMG program, 
participants MUST have U.S. or 
Permanent Resident or Refugee 

ovt":>",,rI 

n~rtll'lnl:lnf<t for entry to residency training in 

inception, the UCLA IMG r'll"n/'1i~m 
record of success in " ..t:>t'\o..h'.... 

part of the program, participants 
l"f'ln'l"Ilofo a Clinical Observership program. 
are in approved clinical environments 
that provide ensure supervision by 
nllv<tII"I!:;.n faculty. Typically, this 

to exceed 24 weeks). 
to in 

is that UCLA IMGs are 
as " even when supervised by 11,..."",,,,,,,1'1 
physicians who are teaching in accredited California 
training programs. 

While law is intended to protect the public 
from individuals practicing medicine who not have 
a to practice (or who are not in a 

program), the of 
group of medical 

an to entry to Ol"l"'otiit,:>ti 

California family medicine programs and the path to 
medical In recent years, this 
nl'r~H:a<W'flhl been recognized and experienced as 

opportunities for UCLA IMG program 
partiCipants who are not able to benefit from the 

on" training that UCLA medical students and 
residents receive. 

UCLA IMG Pilot 
1 



Blll SUMMARY 

AB 1533 would authorize a five-year pilot for the 
UCLA IMG program. pilot would allow program 
participants to engage in supervised patient care 
activities (Le., similar to participation at the level of a 

medical student on a care team) for a 
typical assignment lasting 16 (but not to 

24 weeks), as of an approved and 
supervised clinical at UCLA health 
care facilities, or with other approved UCLA affiliates 

participating California family medicine 
programs). 

All such training will occur with supervision provided 
by licensed physicians. With this change, UCLA 
IMGs would receive valuable clinical learning 
opportunities and not be at risk for disciplinary action 
by MBC. 

FREQUENTLY ASKED QUESTIONS (FAQs) 
Q: In this challenging climate, will the IMG pilot 
require state resources to implement? 

A: No, the pilot will require funding from the state. 
The UCLA IMG program is funded by private sources 
(no state funds are used and no change is 
anticipated). Funding sponsors include Kaiser 
Permanente Community UniHealth 
Foundation, The California Molina 

Foundation, Kaplan 
educational programs private individuals. 

Q: Does California need more primary care doctors? 
How do IMGs 'fit'into the picture? 

A: Yes, California needs more primary care, and 
particularly Spanish-speaking, doctors. Each year, 
there are approximately 19,500 graduates of U.S. 
medical schools who in National 
Residency Match Program (NRMP) or "Match" 
proc:ess for one of the 25,000 graduate 

education (GME) The U.S. has 
more GME positions than medical school 
graduates. As a result, an 5,500 IMGs (or 
25% of the total) enter U.S. residency training each 
year. 

According to the NRMP in 2011, not all famlly 
ft:><:::lnj:lnr.v positions were filled, so there is capacity 
within existing programs to more IMG 
'OCIi1j:ln,TC in family provided that these 
individuals are eligible well-prepared. 

Q: Are these UCLA IMG program participants in the 
U.S. legally? 

A: Yes. To be selected as a program participant, the 
individual MUST have U.S. or Permanent 
Resident or Refugee Status. The program cannot 
assist the individual in obtaining required 
immigration visa. 

Q: How does Califomia providing 
training to IMG program partiCipants? 

A: UCLA IMG graduates commit to 24-36 months of 
post-residency employment in a California health care 
facility located in a designated medically underserved 
area. The continued success of the UCLA program 

longer term benefits for 
communities throughout the It offers a much 

resource for nf'fC'lOl<:::1I1n the number of 
bilingual physicians in at cost to the 

General Fund. 

value of this pilot on added importance as 
provisions of health care reform take effect in 2014, 
and as California prepares to provide health services 
to substantial numbers of new Spanish-speaking 
patients. 

Q: 	Where can I find more information about the 
IMG program? 

A: http://fm.mednet.ucla.edu/IMG/img_program.asp 

Medical Board of California (Sponsor) 
University of California (Sponsor) 

None on file 

January 23, 2012 

UC contact: MBC contact: 
Angela Gilliard, JD Jennifer Simoes 
Legislative Director of Legislation 
(916) 445-9924 (916) 274-6251 
Angela.Gilliard@ucop.edu Jennifer.simoes@mbc.ca.goY 

UCLA IMG Pilot Program 
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CALIFORNIA LEGISLATURE-2011-12 REGULAR SESSION 

BILL No.lS33 

Introduced by Assembly Member 

January 23, 2012 

repeal Section 2066.5 and 
to medicine. 

LEGISLATIVE COUNSEL'S DIGEST 

international 

of 
and imposes 

,.""'''".-'''''' an applicant 
complete a 

program, and a 
the Medical 

99 
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in the pilot The bill would require UCLA to provide 
board with the names participants and information. The 

bill would authorize the board to consider the clinical 
instruction pilot as remediation medical education 
deficiencies in a subsequent application licensure as a 
physician and surgeon. bill would request to report to the 

and the the pilot program operative for 
5 years. The bill related findings and 

Vote: majority. no. yes. 
State-mandated local program: no. 

The people ofthe State ofCalifornia do enact as follows: 

1 SECTION 1. Legislature all of the 
2 following: 
3 (a) California more Spanish-speaking 
4 Although nearly 
5 population, only of the workforce is 
6 Hispanic. to 2010 federal census, an estimated 35 
7 percent of California's almost 15 million Hispanics reside in 
8 medically areas, compared to of the total 
9 population. 

1 0 (b) California more primary care year, there 
11 are approximately 19,500 graduates of schools in the 
12 United States who compete in the National Residency Match 
13 Program (NRMP) or "Match" process one of the 25,000 
14 first-year education (residency 
15 training United States has more positions 
16 than United school graduates. As a result, an 
17 estimated 5,500 Medical (IMGs) or 20 
18 percent of the enter United States training each 
19 year. According to NRMP data for 2011, percent offamily 
20 medicine residency were filled. not aU positions 

were filled, this within existing 
22 programs to medicine, 

provided prepared. 
24 (c) IMGs in the can be part 

solution for shortage ofHispanic physicians. Kpn",~pn 
400 to 1,000 Hispanic legally 

99 
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I 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 

in Southern California. Because 
medical license, they cannot in 
Many work in a variety of roles such as ultrasound 

health educators, or interpreters, have 
as nurses. 

is an existing California training resource that is 
Since 2006, the David Geffen School Medicine 

ofCalifornia at Los Angeles (UCLA) operated 
and highly successful to 

bilingual, bicultural individuals 
an accredited medical school ""'''",r',,, 

to enter accredited family medicine programs in '-'UIHVl 

functions as a preresidency 
IMG trainees are 

the school of medicine 
medical 

24 

26 
27 

31 
32 
33 
34 

37 
38 (a) pilot program 

and may be cited as the University 

99 
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1 Angeles David School ofMedicine's International Medical 
2 Graduate Pilot Program. 
3 (b) Nothing in this chapter shall be construed to prohibit a 
4 graduate In ofmedicine 
5 as part of the by this 
6 section. 
7 (c) There is currently a preresidency training nrr"..r"", 

8 University of California, Los Angeles Geffen 
9 Department Medicine, hereafter referred to 

10 selected medical (IMGs). 
11 pilot program authorized by section shall 
12 at the option UCLA. This authorizes IMGs, 
13 through the new pilot program authorized by this to 
14 through the existing program, hands-on clinical instruction 
15 in the courses specified in subdivision (c) 2089.5. 
16 pilot as administered by UCLA, include all of 
17 following "!,,UI...,·!!'" 

18 (I) Each pilot participant the 
19 following: 
20 Graduated a medical school 
21 Board California at the time selection. 
22 (B) and passed United States !Y~"'''''''''''l Licensing 

Examination 1 and 2 Knowledge Clinical 
Science). 

25 (C) Submitted an application and 
26 Commission for Foreign Medical U1<'uu,,,,,,,,,,. 
27 (2) A pilot program all clinical 

instruction at health care University of 
California, Angeles, or approved designated 

30 teaching shall be hospitals or clinics with 
31 fonnal agreement UCLA or a 
32 
33 (3) in clinical 
34 the pilot shall not exceed 16 

at the discretion UCLA, an additional eight 
instruction may be granted. In no event shall a participant 
more 24 ofclinical instruction under the pilot nr(\OT"t'Yl 

38 (4) clinical shall supervised by H...,'-'U"",'" 

39 physicians on faculty at or affiliated with 

99 
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1 "".u",... between UCLA 
2 
3 PUJl,,"U<UH to written 
4 established 
5 
6 supervising faculty shall participant on a 
7 and shall document ofeach aspect of 
8 clinical instruction portion ofthe each participant. 
9 (d) UCLA shall provide the board with the names of the 

10 participants in the pilot program on an annual basis, or more 
11 frequently if necessary to maintain accuracy. Upon a reasonable 

board, UCLA shall additional infonnation 
13 as the courses successfully completed 
14 instruction, and other 
15 in this 

licensure set forth 2089.5. 
17 instruction 
18 medical education 
19 UfJIJll\_<UJ:Vll for licensure 
20 or authorization for post graduate "~A"U;'E> should such a deficiency 
21 apply to that applicant. 
22 (f) the pilot program for five years, 

is requested to prepare a the board and the 
24 Topics to be addressed in shall include the 
25 number of participants in the pilot the number of 

the pilot program who were physician's and 
certificates by the board, and potential for retention 

"''''IJ<UJ.',,'-'U of the pilot program. 
"''''''''.JVU shall January 1,2019, 

date is repealed, emlcn~o statute, that 
31 January 1,2019, u"'''~.'''''' v£uvu".., that date. 

o 
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MBC OMNIBUS"-'U'JL'''-' 

Non-Practice Status - Authority to Impose Discipline 
The Medical recently lost a court appeal case to taking disciplinary 
against a licensee that held a retired The respondent's attorney alleged the lacked 
jurisdiction to discipline because, as the holder of a license status, the respondent 
was not permitted to in the medicine. and legal believe 
that Board jurisdiction to on any that 
licensee can opt to their status by meeting 
lacked jurisdiction to impose discipline, it may create a rp't.,.pr! 

insulate any from discipline by transferring his or to a retired or 
status. However, court ruled that holder of a retired status license is not a 
the Board's jurisdiction and that the Board's disciplinary authority is relevant to 
retired license, if and when the licensee seeks to return to the practice of medicine 
and files and with the for restoration of or license. IS 

proposing Board jurisdiction over all 
regardless 

Renewal Notices Ability to Send via E-Mail 
The Board will moving to a new information technology system that will 

to receive notifications via email. Currently physician surgeons can 
online; however, they receive their renewal notice via postal service. 

will allow opportunity to the best 

the electronic method, this will 
determined 

....rr.f'p'~" as currently written. The 
it must be sent 

to save mailing Board is 
proposing to existing allow to sent via e-
mail if the physician v~~ ........ a 
requirement 
who choose to their correspondence via e-mail. 

Licensed Midwives - Retired Licensed Status 
The Board would to add a new provision that will a retired status for 
licensed similar to the license status for physicians. This to have been 

out due to an oversight. For most practitioners, there is a status that allows for retirement 
fees are not required, but can still use initials of a his or her 

name. 

1 
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Omnibus Requested Last Year: 

Section 2064 
In 2005, the Medical Board requested a change in the omnibus bill (SB 1111, Figueroa) to 
change Section 2064 from " .. .in an approved medical school or clinical training program ... ", to 
" .. .in an approved medical school ef and training program". This amendment was asked for in 
error and the board should have not asked for this change. We are requesting to go back to the 
original language, this is a technical amendment. 

Section 2184 
The purpose of this amendment is to clarify that clinical training should be included as a wayan 
applicant may have spent time in a postgraduate training program, in order to qualify an 
applicant to have the period of validity for USMLE test scores extended. This is a technical 
change. 

Section 2516 
According to the Midwifery Advisory Council, "neonate" is a more appropriate term to use than 
"infant", as it describes a newborn in the first 4 weeks of life. This is a technical change. 

Possible Omnibus being proposed by Senate Business Professions, and Economic 
Development Committee: 

Extend the sunset date of the Vertical Enforcement Program (VEP) to the same dates as the 
Board's sunset, from 111113, to 111114, and have the full evaluation ofVEP as part of the Board's 
2013 sunset review process. 
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MEDICAL BOARD OF CALIFORNIA 

LEGISLATIVE 


Bill Number: AB 589 
Perea 
August 17,2011, amended 
Medical School Scholarships 
California Medical Association 
Support 

STATUS OF BILL: 


bill is currently in the Senate Appropriations 


This bill would create the Steven M. 
Program (STMSSP) within the Health Professions Education 

would be funded by private or federal funds and would only 
implemented if HPEF determines that sufficient funds are 

This bill was amended to specify that funds supporting the Steven M. 
Thompson Loan Repayment Program (STLRP) shall not be to support the 
STMSSP. This bill was also amended to specify that participants 
must agree in writing to the program requirements prior to 
accredited medical or osteopathic school based in the United 
specifies that the cost of administering the program shall not ten of 
the total appropriation of the program. 

The STLRP was created in 2002 via ''''F,''}U.4C''''U 

Medical Board of California (the Board). The 
physicians to practice in underserved locations 

student loans (up to $105,000) in '""~"'U"'A 
In 2006, the administration of STLRP was 

1990, HPEF has administered statewide 
for a range health professions students and recent 

and contributions from public and 
foundations, corporations, as well as through a on 

health professionals, including a $25 fee paid by physicians 

AB 589 would create the STMSSP in HPEF. STMSSP participants must ,","''',UBI 

in writing to three years of full-time professional practice in direct patient care an 
The maximum amount per total scholarship is $105,000 to be distributed 

over the course of medical school. 



scholarship recipients must use guidelines 
that to applicants who are best suited to meet the cultural 
and patients from medically underserved populations 

following criteria: 
41 

41 background. 
41 n,U'r"'?'''''!f'r! areas or with medically 

who have committed to 
practicing in a serve in a practice setting a 
medically committee must also include a factor 
geographic 

originally funded by funds transferred from the 
Managed and Penalties Fund that are in excess of the 
$1,000,000, Mr"",""'''T as the first $1,000,000 funds the STLRP (this bill 
would not to the current STLRP) . 

....U;'VHYU,'VU • .., remove all references to the STMSSP being funded by 
the Fines and Penalties Fund. As amended, the STMSSP 
would be funded by or private funds and the bill shall only be implemented if 
HPEF determines that are sufficient funds available in order to implement 
STMSSP. 

The July amendments specify that funds supporting the STLRP shall not 
be used to support the 

This by Senate Health Committee. The Senate Health 
this amendment to clarify that the STLRP and 

P"""'·.."TP and the STLRP funds should not be used to fund the 

"".""SA." specify that STMSSP program participants 
program requirements prior to completing an 

school, and require the school to be based in the 
mandate that the costs of administering the 

eX4I:ee'(1 ten percent of the total appropriation of 
make other technical and clarifying ",."",up,"'''. 

program requirements, in order to 
implemented. These amendments ensure 

""r..,C'C ..",,...., costs stay within the program's budget. 

this bill will address shortages of 
services in over 200 in California identified as 
areas. of this bill is to make medical school more financially 
students are willing to pursue careers in primary care. According to author's 
office, this bill will to address the geographical disparity of physician supply 
California, as cost of medical education, which is a to 
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students from ",,,r.nn'rrI believes 
this bill will grt)aH~r access to 

of promoting access to care. 

SUPPORT: (Sponsor) 
Association of Healthcare Districts 
California Primary 
Children's Hospital 

of Kernan 
Clinic l>.","V,",lau of Los 

Medical Board 

on file 

FISCAL: 

January 23,2012 
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AMENDED 17,2011 

JULY 12,2011 

II 

APRIL 11, 11 

CALIFORNIA LEGISLATURE-2011-12 REGULAR SESSION 

ASSEMBLY BILL No. 589 

Member Perea 
Alquist and Rubio) 

An act to add Article 6 with Section] 28560) to Chapter 
5 of Part 3 of Division 107 of and Safety Code, relating to 
health 

AB as 
Existing law 

Physicians 
managed by 
of Statewide 

LEGISLATIVE COUNSEL'S DIGEST 

scholarshi ps. 
Underserved Account for 

Fund that is 
..... " ..<n.'vu and the Office 

School Scholarship 
foundation and the Office of 

95 



AB 589 2 

to promote the education 
osteopathy, as specified. This bill 

to selected participants 
r(H~~~ c,omDlf;~lln'2" an accredited medical 

to serve in an 

HV....."JV.. Medical 
Professions Education Fund to 

This bill would provide 
npllerrlented only to the extent that the account 

contains by the foundation. 
Vote: maJonty. no. Fiscal committee: yes. 

S ta te-mandated 

ofCalifornia do enact as follows: 

I 6 (commencing with Section 128560) is 
2 Part 3 of Division ] 07 of the Health and 
3 
4 
5 6. M. Thompson Medical School Scholarship 
6 Program 
7 
8 is hereby established within the Health 
9 the Steven M. Thompson 

10 
11 
12 
13 
]4 
15 Thompson Medical School 
16 Health Professions 
17 
18 
19 
20 
21 
22 
23 

95 
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1 
2 
3 

4 

5 

6 

7 

8 

9 

10 
11 
12 
13 
14 
15 
16 1) A clinic as defined in 
17 and subdivision (c) of Section 1206, a clinic owned or 
18 a public hospital and health system, or a owned 
19 and operated by a hospital that maintains the contract with 
20 government to fulfill the county's role to 
21 Welfare and Institutions Code, which is 
22 a medically underserved area and at of 

are from a medically underserved 
24 (2) A medical practice located in a medically 

at 50 of whose 
26 

30 
31 

34 underserved area" means an area 
as underserved pursuant to (d) that also 

36 meets a heightened criteria of as determined 
by foundation. 

38 1 (a) Persons participating in shall be 
39 who agree in writing prior r()-~IT':'/"H'Hil' 
40 medical or osteopathic school 
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21 
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23 
24 
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27 
28 
29 
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31 
32 
33 
34 
35 
36 
37 
38 
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to serve in an eligible practice setting, pursuant to subdivision (g) 
of Section 128565, for at least three years. The program shall be 
used only for the purpose of promoting the education of medical 
doctors and doctors of osteopathy and related administrative costs. 

(b) A program participant shall commit to three years of 
full-time professional practice once the participant has achieved 
full licensure pursuant to Article 4 (commencing with Section 
2080) of Chapter 5 or Section 2099.5 of the Business and 
Professions Code and after completing an accredited residency 
program. The obligated professional service shall be in direct 
patient care in an eligible practice setting pursuant to subdivision 
(g) of Section 128565 . 

(1) Leaves of absence either during medical school or service 
obligation shall be permitted for serious illness, pregnancy, or 
other natural causes. The selection committee shall develop the 
process for determining the maximum permissible length of an 
absence, the maximum permissible leaves of absences, and the 
process for reinstatement. Awarding of scholarship funds shall be 
deferred until the participant is back to full-time status. 

(2) Full-time status shall be defined by the selection committee. 
The selection committee may establish exemptions from this 
requirement on a case-by-case basis. 

(c) The maximum allowable amount per total scholarship shall 
be one hundred five thousand dollars ($105,000). These moneys 
shall be distributed over the course of a standard medical school 
curriculum. The distribution of funds shall increase over the course 
of medical school, increasing to ensure that at least 45 percent of 
the total scholarship award is distributed upon matriculation in the 
final year of school. 

(d) In the event the program participant does not complete 
medical school and the minimum three years of professional 
service pursuant to the contractual agreement between the 
foundation and the participant, the office shall recover the funds 
awarded plus the maximum allowable interest for failure to begin 
or complete the service obligation. 

128575. (a) The selection committee shall use guidelines that 
meet all of the following criteria to select scholarship recipients: 

(I) Provide priority consideration to applicants who are best 
suited to meet the cultural and linguistic needs and demands of 

95 
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1 and meet 

2 one or more criteria: 

3 (A) Speak a threshold language. 

4 (B) Come from an economically disadvantaged background. 

5 (C) Have working in underserved areas 

6 or with medically underserved populations. 

7 (2) Give to applicants who committed to 

8 practicing in a specialty. 

9 (3) Give to applicants who will serve in a practice 


10 setting in a area. 

11 (4) Include distribution 

12 placements. 

13 (b) The selection committee may award up to 20 percent of 

14 available scholarships to program applicants who will practice 

15 specialties outside a primary specialty. 

16 (c) The foundation, in consultation with selection committee, 

17 shall develop a outreach to potentially eligible 

18 applicants. 

19 128580. (a) M. 


Scholarship Account is 
21 Professions 

or private funds. 
(b) Funds in to fund scholarships 

pursuant to made with as follows: 
25 	 (1) Scholarships shall not exceed one hundred five thousand 

dollars ($105,000) recipient. 
(2) Scholarships 	 not exceed the amount of the educational 

recipient. 
account 

30 Legislature, 
31 the Steven M. Physician 
32 Corps Loan Program established pursuant to Article 
33 5 (commencing Section 128550) not be used for the 
34 purposes of this 
35 (d) The account shall be used to pay for cost ofadministering 
36 the program, not to exceed 5 perCet1t ofthe total appropliation for 
37 tbe program •. the and for any purpose authorized 

by this 
promoting 

40 osteopathy in an ar:{~rp'1Iu'a 
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1 eligible setting and related administrative costs, shall not exceed 
2 10 o/the total appropriation/or the program. 
3 (e) office and foundation the account 
4 established by this prudently in accordance with 
5 provisions of law. 
6 (f) This shall be implemented to the extent that the 
7 account contains sufficient funds as determined by the foundation. 

o 
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MEDICAL BOARD OF CALIFORNIA 

LEGISLA TIVE ANALYSIS 


Bill Number: AB 783 
Author: Hayashi 
Bill Date: April 7, 2011, amended 
Subiect: Professional Corporations: Licensed Physical Therapists 
Sponsor: California Medical Association, California Orthopaedic Association, and 

the Podiatric Medical Association 
Position: Support 

STATUS OF BILL: 

This bill is in Senate Business, Professions and Economic Development Committee. 

DESCRIPTION OF CURRENT LEGISLATION: 

This bill would add licensed physical therapists and occupational therapists to the list of 
healing arts practitioners who may be shareholders, officers, directors, or professional 
employees of a medical corporation. 

ANALYSIS: 

Since 1990, the Physical Therapy Board has allowed physical therapist's to be 
employed by medical corporations. On September 29,2010, the California Legislative Counsel 
issued a legal opinion that concluded a physical therapist may not be employed by a 
professional medical corporation and stated that only professional physical therapy 
corporations or naturopathic corporations may employ physical therapists. This issue came to 
the Legislature's attention when existing law was amended to add naturopathic doctor 
corporations and physical therapists were listed as professionals allowed to be employed by 
these corporations. Because the medical corporation section of law did not specifically list 
physical therapists, the issue was brought to the forefront and to the California Legislative 
Counsel for an opinion. On November 3, 2010, the Physical Therapy Board voted to rescind 
the 1990 resolution that authorized the forming of a general corporation employing physical 
therapists. 

Currently, many physical therapists are employed by medical corporations. According 
to the author's office, this bilI was introduced to "prevent the unnecessary loss of employment 
during this economic recession by allowing medical and podiatric medical corporations to 
continue to employ physical therapists, as they have done for over 21 years". 
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Occupational Therapy of California requested that 
to occupational are to employed 
,-,,,,'-,<41.._',,, they work in numerous health care .,"' ...u,,,.., throughout the 

to employed by medical this amendment was 

The Medical Board has received regarding physicians who are employing 
nn'J<:!I{'l'l therapists. Neither the Medical nor the Physical Therapy Board taken 

licensees as of yet. bill will codifY the practice that has allowed for 
years and allow physicians in corporations to employ physical therapists. 

543 (Steinberg, Chapter 448, of 20 11) was signed into law is now 
as of January 1,201 provisions, this bill that no physical 

be subject to Therapy Board for physical 
as a professional a professional medical this 

sunsets on January 1, 2013. SB 543 was Physical 
Board was attempting to by a medical 

543 puts this a pattern, until will 
time for it to be fixed through a statute change. 

None to the 

SUPPORT: CMA (Co~sponsor), California Orthopaedic Association (Co~sponsor); 
California Medical Association (co-sponsor); California 

California Hospital California 
Society of Anesthesiologists; California 
and Rehabilitation; Teamsters 

Pennanente; Occupational 
Western States 

Individual Physical 

California 
Individual 

January 23, 20 
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7,2011AMENDED IN ASSEMBLY 

CALIFORNIA LEGISLATURE-2011-12 REGULAR SESSION 

ASSEMBLY...,.........LL.iI No. 783 


Introduced by Assembly Member Hayashi 


February 17, II 


An act to amend ;:se(;nOln 

LEGISLATIVE COUNSEL'S DIGEST 

AB 783, as Hayashi. corporations: u","'u,"'u 

physical therapists occupational 
'-'''I'H',111". law regulating professional provides that 

healing arts practitioners may be shareholders, officers, directors, or 
professional ofa medical podiatric 
corporation, or a to certain limitations. 

This bill would 

shareholders, directors, or 
corporations. The bill would also make ",...,+rv"""" 

provision. 

no. Fiscal committee: no. 
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The people a/the State a/California do enact as/allows: 

1 SECTION 1. Business Professions 
2 
3 or 
4 corporation that is authorized to render services, as 

defined in 13401 and 13401.5 Corporations 
6 so long as that corporation and shareholders, directors, 
7 and employees professional services who are physicians 
8 psychologists, nurses, optometrists, 
9 podiatrists, chiropractors, acupuncturists, naturopathic doctors, 

physical case of a corporation only, 
11 physician marriage family 
12 social workers are in compliance with 
13 t'rc,reS:Slonal Corporation Act, the 
14 other statutes and now or hereafter enacted or adopted 

pertaining to the and the of its affairs. 
16 With to a medical corporation or IJV,",>LUU 

17 the governmental agency to in 
18 Corporation Act is board. 
19 Section 13401.5 of the Corporations is amended 

21 Notwithstanding subdivision (d) of Section 
22 and any law, the following licensed U"'"Vl''' 

may be or professional 
24 professional corporations in this so long 

sum of all owned by licensed does not 
26 exceed 49 percent total number professional 

corporation so designated herein, and so long as the number of 
those persons shares in 
corporation so designated does not exc:eea 

licensed by the agency 
31 designated professional corporation: 
32 (a) Medical corporation. 

(1) doctors podiatric 
(2) psychologists. 
(3) Registered nurses. 

36 (4) Licensed optometrists. 
37 Licensed and family therapists. 
38 (6) Licensed social workers. 
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1 Licensed 
2 (8) Licensed 
3 (9) acupuncturists. 
4 (10) Naturopathic doctors. 
5 (11) physical 
6 (12) Licensed occupational InprE/n'I.' 

7 (b) Podiatric corporation. 
8 Licensed and 
9 (2) 

10 (3) 
11 (4) 
12 (5) Licensed chiropractors. 
13 (6) Licensed acupuncturists. 
14 N aturopa thic rlA,~t{;1r" 
15 (8) Licensed 
16 (9) occupational 
17 (c) Psychological corporation. 
18 (1) Licensed physicians and 
19 (2) Licensed doctors of podiatric 
20 (3) Registered nurses. 
21 (4) Licensed oot()metn 
22 (5) ...... l"''"'U'' ... U 

23 (6) clinical social u'n,...,.p,..~ 
24 (7) Licensed chiropractors. 
25 (8) Licensed acupuncturists. 
26 (9) Naturopathic doctors. 
27 (d) Speech-language pathology corporation. 
28 (1) Licensed audiologists. 

(e) Audiology corporation. 
30 (I) Licensed speech-language pathologists. 
31 (f) Nursing corporation. 
32 (1) physicians and surgeons. 
33 (2) doctors of podiatric 

(3) psychologists. 
(4) Licensed optometrists. 

36 (5) Licensed and 
37 (6) Licensed social 
38 (7) Licensed physician assistants. 
39 (8) chiropractors. 
40 (9) acupuncturists. 
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1 (l0) Naturopathic 
2 (g) and family therapy ,v\tTlr\:r"t. 

3 (1) physicians and surgeons. 
4 Licensed psychologists. 
5 (3) Licensed social 
6 (4) Registered nurses. 
7 (5) 
8 (6) acupuncturists. 
9 (7) Naturopathic doctors. 

1 0 (h) Licensed social 
11 (1) Licensed physicians and 

(2) psychologists. 
13 (3) family 
14 (4) nurses. 
15 (5) Licensed chiropractors. 
16 (6) Licensed acupuncturists. 
17 (7) Naturopathic doctors. 
18 (i) corporation. 
19 (1) Licensed physicians and surgeons. 
20 (2) nurses. 
21 (3) Licensed acupuncturists. 
22 (4) Naturopathic doctors. 

(j) Optometric corporation. 
24 (1) Licensed physicians and surgeons. 

(2) doctors podiatric Hll.,"'I",1>1\" 

(3) psychologists. 
27 (4) Registered nurses. 

(5) Licensed chiropractors. 
29 (6) Licensed acupuncturists. 

(7) Naturopathic 
31 (k) Chiropractic corporation. 
32 (1) physicians and surgeons. 
33 (2) Licensed doctors of UVIJIHHI 

34 (3) Licensed psychologists. 
35 (4) 

(6) marriage and family therapists. 
38 (7) Licensed clinical social workers. 

(8) Licensed 
40 (9) Naturopathic doctors. 
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1 (10) Licensed physical therapists. 
2 (11) Licensed occupational therapists. 
3 (I) corporation. 
4 (l) physicians and ~~.,~~~. 
5 (2) doctors of podiatric medicine. 
6 (3) Licensed 
7 (4) Registered nurses. 
8 (5) Licensed onU)me 
9 (6) .....1.'-'''11'''"'U 

1 0 (7) .....1.'-''"'u"".... 

11 (8) physician a"",,,,,,,, 
12 (9) Licensed chiropractors. 
13 (10) Naturopathic 
14 (m) Naturopathic corporation. 
15 (I) Licensed physicians and surgeons. 
16 (2) psychologists. 
17 (3) Registered nurses. 
18 (4) Licensed 
19 (5) Licensed 
20 (6) Licensed acupuncturists. 
21 (7) physical 
22 (8) doctors of medicine. 

(9) family, and counselors. 
(10) Licensed social workers. 

25 (11) Licensed ontometn 
26 (n) Dental corporation. 
27 (l) Licensed physicians and surgeons. 

(2) Dental assistants. 
(3) 
(4) 

31 
32 
33 

36 
37 
38 
39 
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BOARD OF CALIFORNIA 
ANALYSIS 

Huff 
January 11, amended 
Chiropractors: Allergies 
Author 

This bill is on the 

bill would prohibit chiropractors from treating including hypersensitivity 
medications, allergens, or venoms, use of laser 

bill would also prohibit from advertising to provide above listed 

The Board of Chiropractic relating to the use 
by chiropractors to use the 
uses chiropractors from 

specified reasons, as 

"Nothing in this u,,","""''''£ use a laser by a 
chiropractor outside the of practice. but is not limited to, 

ablation, surgical procedures and the laser treatment of in cases where IS a 
known risk of anaphylactic to the individual being rI"P!>tp'f1 

Medical Board staff requested that the BCE add cosmetic procedures to this 
regulation, which would prohibit chiropractors from lasers for cosmetic 

as cosmetic are outside the scope of practice. 

Senator Huff 
involvement treatment of allergies, use of 

chiropractic scope of for serious 1""I"(1rl""'" that may result in _ ..- .....J 

The author is ,.."",..,n""" that the regulations bogged down by the 
of the use of cold has introduced this bill to the measure moving. 



Senator agreed that 
he will drop this bilL 

regulations get finalized of the legislative 

the 
chiropra

procedures 

believes it 
ctic practice, and if 

regulations are outside scope of 
procedures and cosmetic could be to this 

help to ensure consumer protection. Board staff recommends 
that the Board support this bill, if it is amended to specifically list procedures that 
chiropractors should not be authorized to perform using therapy, laser 

procedures, 

FISCAL: None to Board 

Former Senator Dennis Hollingsworth 
Medical Association (CMA) 

Sublett, M.D. on behalf of the Council of Asthma 
& Immunology 

Travis M.D. on behalf of Capital & Respiratory 
Center 

Chipps, on behalf of Capital Allergy & Respiratory 
Center 

M.D. on behalf of North Allergy & Medical 
Associates 

Warner Carr, M.D. on behalf Associates of 
Southern California 

Schwindt, M.D. on behalf & Associates 
California 

M.D. on of Allergy Asthma f"lc''''UvJlaU;; 

Board Chiropractic 
California Chiropractic Association 
Southern University Health Sciences 

if Amended 

2 

2012 



or V~'''V'''''~ 

IN 11,2012 

AMENDED IN JANUARY 2012 

SENATE BILL No. 352 

Introduced by Senator Huff 

15,2011 

An act to add 
Code, 

to the and t'nne:SSH)nS 

LEGISLATIVE COUNSEL'S DIGEST 

law, the Chiropractic 
as amended, Huff. Chiropractors. 


enacted by 

and regulation chiropractors 

Chiropractic Examiners. Under the act, a license authorizes 
to practice chiropractic as taught in chiropractic 
does not authorize its holder to practice medicine, surgery, osteopathy, 

a chiropractor, among other arts 
practitioners, from disseminating any form of public communications 
containing a false, fraudulent, or deceptive statement for 
the purpose of inducing the rendering of professional services, as 
specified. 

This would chiropractic not 
include the treatment Of diagnosis hypersensitivity to foods, 
medications, environmental allergens, or venoms, and would prohibit 
a chiropractor from advertising that he or she provides or is able to 

as The bill would that a those 
of these provisions a cause discipline by the 

of Chiropractic ~~U""U"~A 
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maJOrIty. Appropriation: no. committee: 
"'''rl,;,t,,·/i local no. 

ofthe State ofCalifornia do enact as follows: 

1 SECTION I. The Legislature hereby finds and the 
2 following: 
3 The law practitIOners chiropractic is an 
4 statute known as the Chiropractic Act that was originally 
5 approved by the electorate on November 7, I 
6 (b) of practice by the Act 
7 does not beyond the the term "chiropractic" as it 
8 was understood in 1 addition, the 
9 Act prohibits a chiropractor from in the 

10 
II ( c) it was understood in 1922, the term "chiropractic" did 
12 not include of hypersensitivity to foods, 
13 medications, environmental or venoms. Furthermore, 
14 those services the of medicine. the 
15 Act not authorize to provide 
16 
17 Section 1006 is added to the and Professions 
18 
19 practice of chiropractic does not include the 

tmlent-or--(ftj~I:6:ft:s of hypersensitivity to foods, lU\,;,\.U\,a",vu;,. 

21 environmental or venoms, including, but not limited to, 
22 the use laser therapy 

(b) A violation of 
24 discipline by the State Board of Chiropractic 

purposes of this subdivision, the shall have same powers 
26 of suspension, revocation, and discipline as authorized by the 
27 measure to in 1000. 
28 Section 1 007 is u.:o,Uv"" and Professions 
29 Code, to 

I 007. A person 
31 Examiners under the Chiropractic Act shaH not 
32 provides or is able to provide 
33 1006, person license 
34 that authorizes the person to provide those services. 
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I (b) For purposes of this "advertise" but is not 
2 limited to, the issuance of any card, sign, or device to any person, 
3 or the pennitting, or allowing of sign or marking on, 
4 or in, any building or structure, or any newspaper or magazine 
5 or in any directory, or any printed matter whatsoever, with or 
6 without any limiting qualification. It also includes 
7 solicitations by radio or television broadcasting. 
8 ( c) A violation this section shall constitute a cause for 
9 discipline by the Board Chiropractic For 

10 purposes subdivision, shall the same powers 
11 of suspension, revocation, and discipline as authorized the 
12 initiative measure referred to in 1000. 
13 4. provisions of this act are If any 
14 provlslOn act or its is held invalid, invalidity 
15 shall not affect other or applications that can be given 
16 effect the provision or application. 

o 
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MBC TRACKER II BILLS 
1125/2012 
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Skinner 1 

714 Atkins Health Benefit LI"'-"""" 11 

778 Atkins Health Plans: Vision Care 06/21111 

916 Perez, M. Underserved Communities: Senate 08115/11 

Butler Facilities Approps 08/15111 

1217 Fuentes Parentage Judiciary 06/20/11 
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143 1 Comm_ on AccI_ & Admin Review Floor 01124112 
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Vargas 1 
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411 Price 2011 1 
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SB 961 Hernandez Service Plans 
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AGENDA ITEM 

MEDICAL BOARD STAFF REPORT 

DATE ISSUED: January 25, 2012 
ATTENTION: Medical Board of California 

Discussion and Consideration Co-Sponsoring Pain 
Summit with Pharmacy Board 

STAFF CONTACT: Whitney, Executive Director 

Direct staff to work with the Pharmacy Board staff to develop the content for and convene a Pain 
Management Summit jointly sponsored with the California State Board of Pharmacy 
California health care 

California State Board Pharmacy (BOP) joined with Medical Board and 
Consumer Affairs (DCA) to convene a pain management summit. The current 

president of BOP is interested in, jointly with Medical Board, updating information and 
work product from that summit and making it current. would entail working on a project to 
discuss the appropriate pain treatment and how pharmacists and prescribers can work together to 
provide better patient care. 

The members of the BOP are discussing concept at its January 31 - February 1 board 
meeting. attached agenda item that board meeting and the outcomes of the 1994 
summit as provided in attached Pain Management Health Notes. 

If approved the would likely take place the fall of2012 and all 
would invited to 
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DCalifornia State Board Pharmacy STATE AND CONSUMER SERVICES AGENCY 

1625 N. Market Blvd, Suite N 219. Sacramento, CA 95834 DEPARTMENT OF CONSUMER AFFAIRS 

Phone 574-7900 GOVERNOR EDMUND G, BROWN JR. 

Fax (916) 8 
www.pharmacy.ca.gov 

Date: January 22, 2012 

To: Board Members 

Subject: 	 Agenda Item XI: Proposal to Develop and Convene a Pain 
Management Summit Jointly with the Medical Board of California for 
California Health Providers 

ATTACHMENT XI 
fOR DISCUSSION AND POSSIBLE ACTION: 

Over 10 years ago, the Board of Pharmacy joined with the Medical Board of 
California and DCA to convene a pain management summit. One of the 
outcomes of this conference was a Pain Management Health Notes that was 
developed and published by this board. A copy is provided as Attachment XI. 

In the last few years, as you are aware, the board has been struggling to deal with 
an enormous volume of drug diversion from pharmacies and wholesalers. During 
the board's enforcement discussions and when taking formal discipline, the board 
has witnessed that h quantities of prescription medication are being lost. 
Today prescription drug abuse kills more people than automobile accidents. The 
DEA hosted four national drug ke back days for the public to dispose of 
unwanted medication in consumers' homes as one solution. Meanwhile 
consumers purchase medication from internet websites, without medical 
supervision. And until a few rs ago with enactment of federal Ryan Haight 
Act, many of websites sold controlled pain medications. 

And yet simultaneously last year, AB (Hayashi) was introduced and sponsored 
by American Cancer Society. The rationale behind this bill was existing 
laws prevent patients from getti adequate pain management and relief. An 
early version of this bill was opposed by this board for provisions it contained that 
would have iminated provisions that are referenced in case law involving 
excessive dispensing and a pharmacist's corresponding responsibility. Assembly 

115.1 
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mber Hayashi agreed remove this provision once our opposition was 
exp and board's executive agreed work with the Ame n 
Cancer Society on pain management issues. 

In last few months, executive officers of this board and the Medical Board 
of lifornia have discussed hosting another pain summit to d appropriate 
pain nt and how pharmacists and prescribers can work together 
provide patient ca re. 

President Weisser is interested in working on such a project. this meeting, the 
board will have opportunity discuss developi such a conference. 

lowing our meeting later in the week, Medical Board will also discuss 
joining with board in hosting such a later in the year. 



r: . CALIFORNIA STATE BOARD OF PHARMACY r-l 
.. 

~ ~ '. 
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HEALTII NOTES is a senes of monographs 

published by the California State Board of 

Pharmacy's Comumer Education, IrtJunnation 

and Communication Committee to hefp 

California phannacim and other healthcare 

providers become better inJonned on subjects of 

importance to their patients. 

Toddy, more than ever in the history ofmed­

icine, healthcare professionals are addressing the 

goals ofintegrated healthcare. They are providing 

patient care that Jocuses on physical wellness, ser­

vice-satisfaction. and cost e/fectiveness. 

Phannacists, by virtue of their close relationship with patients, can quickly respond to a 

patient's medication needs and can satisfj a patient's desire to be inJonned about their treatment 

and the medications they are taking. 

Access to inJonnation is an important component in attaining weffness. Phannacists who 

develop programs that assist patients to better manage their medications and to meet their treat­

ment objectives wiff help Californians reach higher levels ofwellness. 

As healthcare evolves into a system Jocused on integrated patient care, one fact becomes very 

clear: healthcare professionals who provide disease management programs and prescription inJor­

mation that increases medication compliance wi!! help reduce hospital admissions and the need 

Jor follow-up care. 

HEALTH NOTES is designed to be a reference source for pharmacists and other health care 

providers to use in helping patients better understand their ilfness. comply with prescribed treat­

ment regimem and take greater responsibility for their health. 

This first HEALTH NOTES monograph addresses the area ofpain management. We hope it wi!! 

be a valuable tool to help health professionals communicate infonnation about the treatment ofpain. 
M , Standifer Shreve 

Editor, H EA LTH NOTES 

Chair. Comumer Education. Information 

and Communication Committee 

C ALIFORNIA STATE Bo.~RD OF PHARMACY 

H EA l; rH NOTES Pain Management 1996 3 
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PART ONE - BETTER TREATMENT OF PATIENTS WITH PAIN 

DISPENSING CONTR 


SUBSTANCES FOR 

A STATEMENT OF THE CALIFORNIA STATE BOARD 

INTRODUCTION 
leaders and parienr advocares from rhroughout California 

mer ar rhe Summit on IiffoCtiVf Pain Managmlmt: Rfmoving fmpedimmts to 
Appropnat! Pmcribing in Los Angeles in 1994 ro &,cuss the effecrive manage­

ment of pain. Summit panicipams concurred [hal effeclive pain l11anagemcllI, 
including rhe use of conrrolled subsrance medicarions, is essenrial ro rhe healrh 
and welfare ofCalifornians experiencing pain. Ir was also concluded rhat inap­

propriate or undertreatmenr of pain is ~erious and wide spread. 

In response ro these findings, [he California Stare Board of Pharmacy is 

taking a leadellihip role in promoring rhe effective management of pain for 
rhe state's citizens. The Board's objcctives include educating pharmacisrs on 
advances in appropriate pain 'management and raking active roles in pro­

viding this therapy. The Board is working to compurerize the rriplicate pre­
scription program; is encouraging the rimely availability of opioids in dif­
ferent healthcare settings such as hospirals, parienr's homes and pharmacies; 

and is encouraging be((er knowledge and a((irudes of patients, rhe public 
and other licemed heahhcare professionals in the use of pain medications­
all with the goal of positively influencing rhe -care of parients in pain. 

The Board of Pharmacy must ensure that laws, regular ions, policies, and 
pracrices promote rhe availability and use of controlled substance drugs to 

parients for legitimate pain managemenr. The Board encourages programs to 

help educate patienrs, the punlic, and Iicen~d healrhcare probsionals ahoU! 
the effective usc of medications in rhe treatmenr of various types of pain. The 

Board also recognizes that, with proper assessmenr, therapeutic planning, and 
follow lip, mcdic:1rions shoLl'ld be avai lable and used when needed. 

The pharmacist's role (as educaror and manager) in providing drug ther­
apy for patients in pain is extensive. If pharmacists are ro provide complete 
pain managemenl services, lhey mUSl ruifoillitcir respollsibililies LO: 

1. Facilitate rhe dispensing oflegitimatc prescriptions: 

2. Und~rsrand and learn about rhe effeCtive uses of all pain medications, espe­
cially opioids and other controlled substances, in the managemenr of pain; 

3. Carefully explain dosage regimens, and discuss potential side effec[s of 
pain medications; 

4. Moniror and assess the patienr for effective pain therapy outcomes, 
evaluate compliance, assess for tolerance ro opioids, and ensure subsequenr 
dosage adjustments as needed; 

5. Obtain, retain , and updare appropriare information documenring the 
course of, and need for, on-going opioid therapy; 

4 HE LTH Non:s Pain Management 1996 

6. Encourag1: patients to talk with their pharmacist abour rheir medica­
tions, the benefits and problems; , 

7. Discuss and allay patienrs' possible fear of addiction with rhe usc of nar­
cotics where rh is is a fac(Or; 

8. Walch fOf palients who misuse their prescriptions and be especially 

aware of a patienr or family history of substance abuse that might compli­
care pain management and acr accordingly; 

9: Assess the patient for adverse drug reactions from the pain therapy reg­
imen and take acrion ro minimize or eliminate them; 

10. Be aware of and recommend non-medication treatments for pain or 
refer pat ien ts for such wnen appropriate; 

II. Evaluatt OTC, prescription drugs, and alcohol taken with pain med­
ications for potential drug inreractions; 

12. Recognize that patienrs and caregivers are important sources of infor­
mation in assessing the paticnt's pain therapy; 

I.3. Ac[ as a liaison between patients and other healthcare providers, enSllr­
ing that there is opcn communication and understanding abour thc drugs 
patients are taking to reduce pain; and 

14. Optimize pain management so patients can reach rheir highest level of 
functioning and quality of ,}ife. 

ROLE OF OPIOIDS IN PAIN MANAGEMENT 
Many patients with cancer or chronic medical conditions ~xperience 

InuJerale lU ,evere pain lhal is oflell illapproprialdy lrealed ur ,ulldnllled­
icated. Pain can have a negative cHect on the parienr's health and quality of 
life resulting in needless suffering, emotional distress, loss of productiviry 

and possihly slower recovery from illness, injury, and disease. 

Alrhough there have been significant advances in knowledge abour pain 

and the usc of opioids and other medications in pain managemenr, many 
licensed healthcare professionals prescribe, dispense, or administer these 
medications suboptima.lly. There is a misconceprion by patients, the public, 
and some licensed healthcarc providers that opioids are "bad" drugs because 

opioids arc oflen as.,ociat<~d with drug abuse, addiction, and criminal activ­

iry. Srudies have shown thar opioids used appropriarely for pain manage­
ment have an extremely low potential for abuse. 
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OLLED 


PAIN 

OF 	 PHARMACY 

The Board understands that the ongoing 
usc of opioids for cancer. post-surgical. and 
chronic pain is not what causes addiction or a 
patient's desire for higher doses of pain medica­
tion. Patients suffering from extreme pain or 
progression of disease may require increased 
doses of medication; the appropriate dose is 
that which is required to adequately treat the 
pain. even if the dose is higher than usually 
expected. In addition, with long-term treat­
ment of pain with opioids . patients may devel­
op a tolerance to the drug or a dependence on 
the drug. T hese occurrences are considered 
"normal" and " to be expected" -they should 

not be confused by the licensed healrhcare pro­
fessional with drug add iction or be mislabeled 
as "drug seeking: 

The Board understands thar an imporranr 
parr of effective pain management is ensuring 
that parienrs do not have difficulry obtaining 
adequate medicarion for pain reli ef. The 
Board recognizes rhat it i, the professional 
responsibiliry of the pharmacist LO reCom­
mend thaI pariems in pain receive appropri· 
ate. timely. and adequare drug therapy to 

rcduce their pai n. 

CONCLUSION 
Recognition of the utiliry of opioid. and 

other controlled subsrance drugs fo r (he trear· 
men r of pain resulting from a v:lriery of condi· 
tions is wel l esrablished. The need for regula. 
tors and practitioners to understand this use. 
and to adopt laws, policies. :lnd practicc:s is self­
evident if patienrs are to receive relief from pain 
which is nOW medically pOsSib le In addition . 
p harmacists must understand dleir role in the 
on-going monitoring and assessment of 
patients' pain management. Working coopera· 
tively. the Board of Pharmacy and the profes­
sion can ensure that opioids and other con­
HaIled substance drugs are used appropriately 
and effectively. LI 

Tat-ie-»t's 

}trJ}?ILL OF RIGHTS 
Elfecri1le health care requin:s collaboration berwren parients. pharmacists. and orher health can: profes­
sionals. Open and honest communication. respect for personal and professional values. and sensitivity 
to differences an: int.:gral to providing patiem care. Pharmacists must ensun: a health can: ethic that 
respects the role of patients in decision roaking about treatment choias and other aspects of their care. 

The California Board of Pharmacy encourages health care provid('rs to tailor this bill of rights to [heir 
patient t:ommunity by tramiaring and/ur simplifying the languagt: of this document as may be neo:s­
sary to ensure that patic:nu and their families undersland their righu and rc:sponsibililiQ. 

I. 	 Th~pmiml has Ihr right 10 camit1eraJr I17Jd mpml'" ellrr. 

2. 	 Thr fNUimt has tht right tD 1I'1t/ is tllCOurtlpi tD oil,.;" ftom phllf1PflKinI II"" a~r 
Jimt atrrgi"m rrklNlnt, Cflrrmt, ttnJ unMrstllnJabk ;nfonruztitln tollCt,.";,,, thtir 
",rJiattilm tht""" II"" trrt#mml. 

The ptt,;",t is mtilktl tD the appom,"" IfI tliscfIII II11II rttptst u.fo"""'" ,..,Mt«J tD3· 
thtir sp."'*t tImrzn. the pombk aJvmt silk t/fim """"""~.. 

TMJlltUIII hM tIN n,bt ttl __ Jeeisitms u"", ..~ -1""Fih at ...,.,4· 
1M _ ofIrMhIr#fIIN,. rt/'t- " mYI""."JJ".,."",tIt""'~'" 

H EAI:I 'H N OT ES Pain Management 19965 
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PART TWO - ROLE OF PHARMACISTS IN TREATMENT OF PATIE NT S WITH PAIN 

J 

By Peter J.S. Koo, Pharm.D. 

Associate Professor, Pharmacist Specialist in Pain Management, Departmen t of 

Clinical Pharmacy. University of California San FranCISco, School of Pharmacy 

f you r patient is being {feated for chron ic pain , you may have 

con~rns about your patient's use of analges ics . The following are some 

common corncerns pharmacists have and the facts regard ing them. 

Concern: My patient always gets refills of analgesics right on 
time_ The patient must be getting "hooked" or addicted_ 
Fact: A conclusion a patient is addicted should not bl! based so/tLy on hmo fre­
qumtly a patimt is refilling bis or her prescriptiol/s. You must fi rst evaluate the 
pmient in I.ight ofthe ollemll clinical piccl1n While the possibil.ity ofaddictioll 
is a proper concern, it is equally important 10 deurmine what the patient is beillg 
treated for and whetha the CUrn!nt regimen is the best one for the patients needs. 

Too ofte n, paticnts with pa in arC given inadequatc pain drug therapy. 

5rudies have shown that 20% - 30% of parients with pain a rc undcnrca t­

ed. Good com munication berween rhe prescriber and rhe pharmacist can 

significantly improve the patient's pain managemenr ourcome. Pharmacists 
often do nor have all the diagnostic or therapeuric information aVdibbk to 

them unless they arc actively participating in the pharm3C~utic:ll care or [h~ 

patient. Phatmacists who arc providing chronic analgesics should el l leas! 
hav~ a r~cordcd ind ication for rheir use in order [0 provide approp riate 
pharmaeeutic:d care. 

Concern: Patients should take analgesics only when 
they can no longer tolerate the pain_ 
Fact: I'llin is easier to treat before it becomes severe. Patients should take their 
pain medication when they first start to fieL the pain and on a rq;rdarly srlmi­
uled basis th freajier. 

Frequcnt cli"ic:.J C15SCSSmCn[ of rhe painful condirion is an <sscnrial pa.rt of ch ron­

ic pain management, and dosi ng adjustmenrs mu.st be based on those asscs.,mcnrs. 

Concern: My patient is taking several medications for 
pain. Is this polypharmacy necessary? 
f 'uct: Pain has I7II1ny taliSes. it can resultfrom direct injury to the bone, mUgUS, 
skin, ner~es, or ocher body orgam. Pain ,all J'oml'time,.per,;'1 even ttjier Ihe i",'­
tial injury has heal.ed. This pain can be cOlLS,d by scarring of Ihe lurve Or 
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injured tissue, and it is (lften mailltained by local tissue or sympathetic irrita­
tion. Tr<'fltmcnt ofStle/' pain ojien requires analgesics that are active locally as 
I/!ell <71 in. the antral. "enlous sy.aem. [h'.fOrttmau!y, there is no one drug that i., 
aetitle in al! the siffs that are responsible for pain semati.on and response. 

Recl" nt studies have indicated the need for multiple sites of intervention 

for control of many forms of chronic pain. Therefore, patients with chron­

ic pain ofren requi re ompollnd drug rherapy. However, multiple fixed dose 

analg ' ic combinat ions , hOLtid be avoided because of the potential for inad­

vertent toxici ty with acetaminophen ot aspirin. 

Concern: My patient always requests one particular med­
ication and refuses to change to another analgesic even at 
equivalent analgesic doses_ Does this indicate addiction? 
FaCl: RatiJer tlJan tlddiction. tiJe patimt;· rifilSal to challge mediCtltioll may be 
fir! indication that an equivalent analgesic does fl ot /Uhieve the same clinical 
response. Not ail pallents respond to a particular drug in the same WIlJ. All 
ana/~~ic eqllivalmry studies tlrc based nn populatioll statistics or animal st"d­
la, bllt fir!! not abso/uu , lind sllorM ollly be used as a guide for swi/chingfrom 
0 1" t1!uz/gesic to (lIIotbn YrIlO' patient's drug and d(lse must be bused on hi; or 
her d imclli re'po/lu. Therefore, it is to the patient's advantage to slily with one 
pbarmacy and get to know the pharmacist, who fimctifJfls as the patient's paill 
mdflllgemrnt adlJOCllIe. Iftbe pmient is getting dn ifladequa~ re.,!,onse from tiu 
therapeutic r~imm, the pharmacist mllSt t{,en "ommun;cate that infomuttion 
to the trMting clin.it:iall(s). 

Concern: Is my patient addicted to opiate analgesics? 
Fact: One mllst flOt conjiul' addictive behavior, dependence OJ' tolerance with ther­
(1/lm.riCfoilurr. Use a/opiNtes clJroni,:aLly CIW lead to tOlaana and dependence. 

Tolerance occurs when the same dose of an analgesic becomes less 

effective over rime nd t11~ y result in ther<1pc utic failurc. The first sign of 

toler:tnce is when the given do c of an analgesic is noc lasting as long a.< 

when it was fi rst inrroduced. 'Io lcrancc can be managed with appropriate 

Jose' aJjuslnlCI1lS or wid, a change in analgC's ic. 
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PAIN TREATMENT GUIDELINES 

BY DARLENE FUJIMOTO, PHARM . D .• HOLLY STROM . PHARM . D .• 8, PETER J. 5 . KOO . PHARM . D . 

R cenr SlIrveys indicare 

approximarely 34 million 

Americans go ro their physicians at least 

o n e a ye~r for rrearment of pain-pain 

that is serious enough ro have a det ri­

meneal dfecr on rheir lives. 

Undertreared pain impedes recovery 

from surgery, injury or illn " Pain also 

inrerferes wirh physical acriviry and pro­

ductivity; increases the usc and COSt of 
healchcare services; and decreases the 

quality of life. 

Counseling, educating and discussing 

pain management with parienrs , rheir 

caregivers and rheir [amili"s, provides 

pharmacists wirh a unique opportunity to 

assisr parients in the treatment of pain. 

The foUowing PAIN TREATMENT 

GUIDELINES were developed with til 

Board of Pharmacy to aid California phM­

macists in assessing and evaluating a 

pacient's pain therapy. These Guidelines 

can help pharmacists-working ill cuoper­

arion with od,er haltlu.:are prufessionals­

to provide optimal p.i" management and 

minimize the adverse effects associated 

with many of the drugs used co crcat pain. 

I EVALUATION OF A PATIENT 
IN PAIN 

\1Vh~n filling prescriptions for 

chronic pain control medications, pharmacisrs 

should assess the following: 

1. ASSESSMENT/EVALUATION OF PATIENT'S PAIN 

CONTROL, e.g., use a pa in scale, such 35: 

o 5 10 
1..........................1. ........................1 
No Pain Moderate Pain Severe Pain 

The pharmacisr should ask the patlem whM is 

his or her acceptable pain level. 

2. ASSESSMENT OF PAIN CONTROL MEDICATIONS. 

Is rhe medicarion being raken in aceordJnce wirh 

rhe indicared direcrions) If nOt, the pharmacist 

should contact rhe prescriber to update rhe m~d­

icarion's directions and to evaluate rhe medica­

tion's appropriare use. 

3. ASSESSMENT OF SIDE EFFECTS: 

a. Constipation-Is [he parient experiencing 

may [Can to these medications dilTer­

endy, therefore the pharmacist should 

ask the patient early and ofren about 

rhcse side eftects. Frequently, these side 

eflCers will resolve with a change in pre­

scribed pain comrol medications. 

d. Respiratory depression-Is the 

patient taking mulriple medications that 

can aiTcct respiration) Paticms seldom 

experience respiratory depression when 

opioids arc taken a lolle it)r pain. Mosr 

oftcn r spirarory depression OL Lurs 

when opio ids arc u.scd in cumbin:ltion 

with other CNS depr=allls >tleh as 

bcn20diaLcpillo or phenothiazines. Be 

. sure to a,;"eS$ and discuss this complica­

~iii;tiiiiii~~ tion wilh ell<: patient so rhar he or she is
I 


constipation from opioid analgesics? If so , rhe 

pharmacisr should asses. the parienr and provide 

recommendations co prevent ir. 'srimulant laxa­
tive are IlCCdl'd LO prt'velll and crear opioid 
induced constipation. 

b. Nausea and vomiting-Is rhe p;Hi,·nr 

abour co receive a new npioid an" lgl's i. or 

presently experiencing na,I.\"" or vomiring with 

opinid analgcs ic:s~ If S", rh(' prescriber should 

anririp'lfe nnll S{'!l and pre c rib" a $ needed (PRN) 
anri-nausea mcdic:lrions. The pHi('nr .,hould 

obrain rhese medications so that th~y are ;lVail­

able for use. The pharmacist may also suggest to 

the prescribe r llrcrnative opio id analgesics riU[ 

might be berrer to lerated. 

c. Central nervous system (CNS) side 

effectS-Is the patient experiencing sed:Hi"n, 

confllsion, stupor. delirium. or h:dl ucin:ltions? 

: hesc side eEl"crs mighr bt' anticipated with 

medications used ['0 .. pain conrrol. Each patienr 

aware of {his possible side effece. 

II RED FLAG SITUATIONS 
1; A patient is taking a combination 

of opioid analgesics (i .e., aceta­

minophen with codeine and aceta­

minophen with hydrocodone) 

ACTION: The phrlY1nacist should COntI1C/ 
the prescriber alld suggest <I stronger opioid 
analgesic w ch IlS morphine or hydromnr­
phol/e to be ttlken at I1pproprilltely .<ched­
/lId dosing intervals. Thl' ma/ll reason for 
using II stronger opioiri analgtsic alnne is 
to avoid an excmive a(etaminophrn do.re. 

Alternrffwe/;\ a longer acting npinid analgesic 'urh 
as swtain~d actiol/ n"'rpiJi,u. IrlJorphano/' or 
methadolle ran be wed on a schedule iiI cfIIl/hint/­
lioll wid, a sbort acting opioid aruzlf{rsic aJ needed 
(PR.rv) fill' breakthrough pllin. 

2: A patient is taking a sustained release 

(SR) narcotic product on a PRN schedule. 

ACTION: The pharmacist should contllct ti,e pre­
scriber /0 recommend changing thl' product to an 
il1l11ll'l1iate acting narcotic (i,e., morphine) that is 
appropriately dosed if the pafil'l1t is faking the SR 
product in shorter than right hOllr intervals. The 
SR product will not work immediately bW lIIse tile 

omet lS delayed. 

3: A patient is given a prescription for SR 
opioid analgesics (i.e., SR morphine, or fen­

tanyl patches), and the patient is not on 

any other short acting analgeSiCS. 

ACTJON: The pharmacist .'hun'" ast? the patient 
tf he or she is taking any other medications and 
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having pain between the SR scheduled dosfS, if 
the patient is having pain between scheduled 
SR doses, the pharoll1cist should educate tbe 
patient to talk with the preJCTiber about getting 
an immeduue acting analgesic for the brMk­
through pain. The pharolacist can also talk UJ 

the prescriber to discuss the patients needs, 

4: A patient is requesting refills 
much earlier than scheduled. 
ACTION: The pharmacist should cOI/SIIlt 
with the patient becallSf this might be a 

sign that the patinas pain is not being 
adequately collIrol/ed, After determining 
the calise, the pharmacist should discuss 

with the pl'escriber the patient's uncon·· 
trolled pain and the possibilit), ofchanging 

the patientto a bmer analgesic regimen, if 
the pain is ofa cllronic nrtture, longer act· 
ing or <UJtain~d action opioids should he 
preferred for the patients convenience and 
comfort, If there arc other reawns that the 
patient i.< m~king rfjill" thf pharmarist 
should document the rMsons and the 

amount given per the pharmacist;· profis­
,(ion<71 judgment. and notifY the pTfsrriba 

about any loss of medications. 

5: A patient is taking more than 4-6 
grams per day of acetaminophen 
from combination analgesic products. 
ACTION The pharmacist shouftl alert the 

pm'Criber to the amount of ilC(taminophm 
th~ pati,'nt is taking. The pharmacist should 
also recommend chullgillg the ptlfimt to a produ.ct 

that witt reduce the totat daily amount of aceta­
minophen intake, 

6: A pariem is convtrred from one opioid analgcsic 

to anorher (i.e., morphine to hydromorphinc). 

ACTION: The pharmacist should cnmult with the 

patient to detnmine the ret/son for the change ill 

mt·dication. The pharmacist should estimau the 
'~qtlianalgesic" dose and verify that the conversion 
is ilppropriate to maintaill pain confrot, If the 
change in m,dication has decreIlJ,·d the pain cover­
age or the dose is unreasollflb&, increased, the pre­
scriber should be contacted to r(Commend an 
appropriate change in the dosage. 

III VERIFICATION AND 
DOCUMENTATION OF PRESCRIPTIONS 

Prescriprions are ro be us~d for legitimare 

purposes. The pharmacisr's responsibiliry is [0 

make Sure rhat prescribed medicarions arc dis­

pensed ro pariems in a rimely manner and rhar 

rhe pain medicarion dispensed is rhe mosr 

appropriare one for the parienr. Pharmacists also 

have a responsibiliry [Q use professional judg­

menr and [heir knowledge of medicarions ro 

ensure all medications are dispensed for a legiti­

mate medical purpose. 
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The pharmacisr should be sure rhar assess­
mem informarion and medicarion documema­

rion are readily rcrricvable on [he prescription 
hard copy, on [he parienr's computer medical 

r~cord profile or in a separare file. 

Adequare documemarion and vcriflca rion 

will allow a pharmacisr [0 answer rhese quesrions, 

I . Are rhe oir~crion~ cor rec r for rhe medicarion 
prescribed; do rhe direcrions correspond ro rhe 
amounts of medicar ion rhe pariem is receiving; 
and. 00 rhl' inrerval., herween refills and/or new 

prescriprions correspond [0 direcrions' 

2, Is rhere docll menrarion ot rhe oiagnosis' 

a. Whar is the disease srare being neared? 

b. 	 Is rhe duration of rrearmenr for: 

Acure pain' 
Chronic pain associared wirh 

malignanr disease? 
Chronic pain nor associared wirh 

malignant disease? 

3, For chronic pain, does rhe medicarion have a 
long enough half-life for adequare pain conrrol' 

Is [he pa[iem on routine (around-rhe­

clock) doses? Whar provision is [here for 

brt.akthrough pain' h rhe paliwl 011 

medicarion(s) ro prevem consripatiDn' 

4, Refer ro rht directions: art refiJls 

requested roo soon? (If so, rhe pharma­

cisr needs [Q contacr rhe prescriber ro 

recommend a.irernari\'es/adjusrmems w 
rhe medicarion regimen or ro updare 
current direcrions.) 

5, Are adjuvanr/adjuncrs [Q opioid use 

needed (e.g., aceraminophen, nonsreroidal 

ami-infhmmarory agents, amidepn:ssants 

for neurogenic or neuroparhic pain or 

depression, amiconvulsanrs. anrinause­

ants, and medications for consriparion)? 

6 . If a parienr has been on chronic 

pain medicarions and rhe medicarions 
are [0 be discontinued , has the parient 

had rhe opporruniry ro be rapered off 

rhe medicarions ro prevent symproms 

of wirhdrawal? 

IV. REGULATORY AND LEGAL 
ISSUES 

I. All prescriprions should conform ro 

all legal requiremen rs derailed in rhe 

Healrh and Safery Code § 11164 and 

summarized below: 

a, SCHEDULE II presc riprions, among orher 

requiremenrs, musr be: 

( 1) wrirren wholly in ink or indelible 

pencil in rhe handwriring of rhe pn.:scriber; 

(2) submirrecl on a clear and complere 

niplicare prescriprion form; 

(3) signed and dared by rhe presc:riher; and 

(4) fiUcd wirhin 7 days of the dare of 
issuance. wirh the denored copy torw;} rdeo ro rhe 

Deparrment ofJusrice wirhin 30 days after filling. 

b. Schedule III-V prescriprions, among 

orher requiremenrs, musr: 

(I) if wrinen, be signed and dared by rhe 

prescriber; 

(2) ifwri[[en, be presented on a prescrip­

rion document rhar is nor murilared, forged or 

alrered; and 

(3) nor be refilled more rhan 5 rimes 

or refilled 6 monrhs afrcr rhc issuance dare 
of rhe prescriprion. 
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2. Prescriptions arc to be used only for kgiti­
mHe medical purposes [21 USC §B41.21; 21 

CFR §1306.04 (a). Healrh and Safery Code 
§11153(a)] 

3. Likc the prescriber. the pharmacist has a 

corresponding responsibili~y lO ensure rhe 

proper prescribing and Jispensing of con­
troll ed subsLances LU prevenr clearly excessive 

furnishing of col1lrulleJ substances or the fur­
nishing of controlled substances for othcr 

th an a legirimare medical purpose. [Business 

and Professions Code §4350.5 14301 (d) as of 

1/111997]; 21C.F.R. secrion 1306.04(a)1 

4. For any controlled subsrance prescriprion. 

the pharmacisr's knowledge or lack of knowledge 
about the prescriber and patienr may require 

additional informarion before dispensing med­

icarions. Factors to consider in evaluating pre­
scription legitimacy include: 

a. PATIENT FACTORS-Can the patient be 

identified? What is the distance berween rhe 

patient's residence and normal rr~ding area of 
the pharmacy or the distance berween patient's 

residence and office of rhe prescriber l What is 

rhe drug l1se history of the patienr. does the 

patient submit pr~sc:riptions from multiple pre­
scribers for conrrolled substances) 

b. PRESCRIBER FACTORS-What is the 

nature of the prescriber's practice and specialty. 

prescribing parrern including types of drugs. 

appropriate frequency and volume, tatio of con­

trolled substance prescriptions written by the 
physician as compared to the rotal number of 

prescriptions filled by the pharmacy? 

5. Pursuanr ro Busin~.,s and Professions Code 

§4362(4301 (i) as of II 111997). knowingly s.cll­
ing. furnishing, giving away or administering or 

offering to sell. furnish. give away or ;l dminister 
any Scbedule I or II controlled suhstances ro an 
addict or habitue constitutes unprofessional 

conduct. Moreover. execpt as may be authorized 
by the Health and Safery Code. a pharmacist 

rna)' not fill an order for conrrolled substances 
for an addiCt or hahirual user of conrrolled sub­

stances (unless in rhe course of medica1 trear­

menr) for the purpose of kc" ping the user com­

fortable by maintaining customary use. [Healrh 

and Safety Code 11153(a)J 

Although tnt legal requiremenrs. verifica­
tion. and documentation of a prescription are 
important . a pharmacist's primary responsibiliry 

is to make' adeguate and appropriate pain control 

medications and adjuncofivc therap)' available in 
a timely manner. 

It is also important to work 
closely with other healthcare 
providers to assess medication effi­
cacy, to evaluate and treat side 
effects, educate patients and their 
caregivers, and to be an active par­
ticipant in helping patients receive 
optimal pain management. [J 

Oll\:CEI{:"S .-\',1 1 FtlCTS AllO! T PAL' !\ 1t\ ", . \(a·: ~II-:VI · - CllnrinLJOO tTorn I'clgen 
Dependency is rhe phys iological need for a drug. <Ind without it 

the body undergoes withdrawal symploms. Dependencies occur not 

only wirh analgesics bur wirh many other medications as well. For 

example, chron ic ghlcocorricoid lise can lead ro withdrawa l symptoms 

upon abrupt discnnrinllarion. and this is also true with opiate ana l­
ges ics. In hnrh cases. tne body develops a physiological dependence for 

the drug. 

Addiction is the culmination of drug dependence and drug seeking 

nehwior. A patient is said to be addicted when the drug seeking behavior 
becomes all-consuming in one's life. and when the patienr cakes the med­
ication for Other than the intended indication(s) or is a!tempting to achieve 
euphoria Ot intoxication . 

Criteria for Addiction 

I . Taking the drug more ofren or in larger amounts than intended. 

2. Alternates berween intake binges and withdrawals. 

3. Unsuccessful attempts ro <juit. persistent desire or craving. 

4. Excessive time spent in drug seeking. 

5. Feeling intoxicated or withdrawals at inappropriate times . 

6. Giving up Othcr rhings thar one enjoys for the drug. 

7. Continued usc. despite knowledge of harm to oneself and others. 

8. .\!larked rolerance in which the amount needed ro achieve [he desircd 

effcct incre3S<::s to the point of roxiciry. 

9. Char~cterisric witndrawal symptoms for particular drug. 

10. Taking the drug to relieve or avoid withdrawal. 

These symptoms must have persisted for at least a month or have 

occurred repeatedly over a longer period. Mild addiction roo ~ d rug is 

delermined by meering fOllr of the ten crireria. Experiencing five of rhe 

cri,,:ria would indicate moderate addiction and seven would illdkale 
severt: addiction. 

Concern: What can I do to help my patient who is suf­
fering from pain and is not getting adequate pain relief 
from the medications? 
Fact: Most recmt studi~s indicat~ that thae remains a discrepancy baween the 

patient's rppnrt ofpain and tbe dillicians perception of the pati"'t, pain. As 
healthcare providers who have seell the patient's progress with each medication 

n?cri1led, it is our dilly to provide the patient with the best information we can 

about ptlin Intlllagel/{l'ni. if the pain is not controlled. recommend that the 

pflf~n.I comTTIllIliL'atl' with his or her benltheare provider(s). As an advocate for 

better pain management. every pharmacist should be part ofa team ofhtalth­
care prollideri that is working to improve the quality oflifo for patients. There 

are phamltlcistJ now practicing in parmership with other healrheare providas 

to provitie phanllllccurieal care ill pain managemmt, Th( pharmacists can serve 

as a mource and pharmaceutical care liaison for both patients and elilticialls. 

Often. simply lIIulmtafiding your patimts rhrrapeutic goals and providillg 

fiedback to ot/ltr care provider team memben can significantly improvt YOllr 
paliems quality oflift. [J 
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~ i~ one of the most common reasons patients seek medical alten­

tion, yet it is frequently underttc2ted, leaving patients to suffer ne"dless' 
1y and their families with a sense of helplessness. Misperccptions and 

fcars about pain medications, including theit respiratory depressive 
effects, tolerance to the medication, and their addictive potential arc 
common causes of unde;:rtreatmcnt and reasons for patient noncompli­

ance. As phatmacists and interns, we must help alleviate these fears by 
taking active roles in counseling patients about their pain medications so 

they can receive optimal bendlt.< from the rherapy. Counseling is an 
imporrant component of that therapy. as it improves patient compliance 

and, cunsequently. outcomeS. 

Over-the-collnter (OTC) analgesics, including acetaminophen, aspirin, 

and nonsteroidal anti-inflammatory drugs (NSAIDs). ar.: available in Illany 

forms and are often used as first-line thetapy for mild to moderate pain. All 

of these agems are effective analgesics and potential anripyrnics; however. 

acetaminophen and low dose NSAIDs (OTe doses) do nut hav~ any sig­

nificant anti-inflammatory activiry, It is imponam to realize. and ill form 

pati~nts, that even though many medications for pain are available over­

the-counter. [hey are not benign. Patient counseling provides the informa­

tion that may well prevent drug misadventures. 
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Narcotics such as codeine, morphine, and oxycodonc arc usually 

reserved for scvere pain. A1rhough drugs in this class arc considered the 
most effective in relieving nociceptive pain, many patients, unf()rrunately. 
are concerned ~bout becoming addicted to this rype of medication. The dis­

tincrions b"t\wcn rolerance (where more medication is needed to provide 
the same relict), depcndencI: (rhe physical need for the drug to control 

pain), and addiction (the psychological craving and compulsive "seeking" of 
rhe drug) should be explained to the patient. This will help patients under­

stand how they may become tOlerant and even dependent, yet not addict­

ed to their pain medicarions. 

Narcotics can also be used in combination with NSAIDs. antidepres­

sants. and 'anxiery agents very cffecrively for the relief of severe pain. 

Counseling Tips for OTC and Prescription Analgesics: 

ACETAMINOPHEN 
should be used wir], caution in patienr.s who are alcoholics or who have 

l.iver disea~ . 

should be used with caulion in patients who "tto fasting. 
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should not be r~ken with alcohol. 

can be found in several OTC agents (e.g .. 
decongestant preparations and cough and cold 
remedies) which. to minimi7.e the likelihood of 
liver cox iciry. should be avoided when taking 

acetaminophen for pain. 

ASPIRIN 
with concurrent alcohol consumption 

may wOrsen gastrointestinal distress and 
should be avoided. 

may increase bleeding time and should nor 

be used by patients on warfarin. 

should be dosed with caution in patients 
with diabetes. gOUt. or poor renal funcuon. 

ovcrdose is indicated by tinnitus (ringing 
in the ears). This condition is reversible by dis­

conrinuing the drug. 

will produce:: a vinegar-like smcll when it 

has begun to dcgrade and should not be 
uscd. Patients can slow down th is process by 

keeping aspirin in a dry place (i.e .• not in 

the bathroom). 

NSAIDS 
can be taken with antacids to Ueue<l.Se gas­

tric irritation, bur the liquid form should not 
be mixed with liquid antacids . 

may be effeClive in lower doses for the elderly. 

may cause drowsiness. 

have a ceiling effect. When pain relief has 

been arrai ned , more drug will not provide more 

analgesia. but analgesia may last slightly longer. 

OPIOIDS 
may cause constipation. This can be 

relieved by an OTe howe! stimulant. nOt a 
bulk-forming laxative. 

will cause sedarion. and alcohol will intensify 
this effecr. 

may cause dry mouth which can he relieved 

by sucking on sugarless hard candy or chewing 

sugarless gum. 

will provide more consistent analgesia for 
chronic pain patients. jf taken around-the-clock 
rather than as needed. 

are nor recommended for long-term use In 

pregnant women. 

Several disease states or medical conditions 

require pain management with the previously 
mentioned analgesics. A select few are discussed 
here with specific patient counseling tips ro 

hel p these patients recciw b~[(er therapy for 
their pain. . 

CANCER PAIN 
Pa.in experienced by cancer patients may be 
caused hy either the cancer or the cancer [[eat­

ment. Often . c~ncer pain therapy is initiated 

with NSA I Ds. aspirin. or aceraminophen. and 
may progress ro incluoe narcotics or a combi­

nation of medications. Many cancer therapy 

regimens can calise nausea. For these patients. 
pain medications are available in reeral or 

transdermal forms. 

Coumeling Tips 
Patients will get bereer pain relief if they cake 

the medication as schcdlJed. rather than as needed. 

Injectable and oral opioids arc equally 
effective. The only ditfcrence is that oral opi­

oids take a bit longer CO demonsrrate their 

analgesic effect. 

Even though some NSAIDs are OTC. thcy 

are effective at higher doses in relieving bone 

pain associated with cancer. 

DENTAL PAIN 
Pain due ro dental procedures is usually 

self-limiting. bur treatment improvcs patient 

comfort and productivity. Shore-term. 

around-t.he-clock dosing is recommended to 

prevent the pain rather than trying to srop it. 

Often. tteatment is iniliated prior to the den­
tal procedure for this reason. NSAIDs are 

commonly prescribed for delllaJ pain to pro­

vide strong anci-inflammawry rdief. Higher 

rhan aTe dose.s of NSAID, will be required 
for anti-inflammatory activity. 

Couns~ling Tips 
Patients should expect pain to decrease in 

three to five days. 

Aspirin should not be used because i[ may 
increase the likelihood of bleeding. 

Aspirin should never be applied directly to 

the gums Or oral cavity. as it may cause a burn ro 
these sensitive tissues. 

DYSMENORRHEA 
Dysmenorrhea may he a primary or sec­

ondary syndrome. The primary syndrome is 

more common and involves menstrual cramp­

ing. Though the pain may vary from woman to 

woman. OTe doses of ibuprofen or naproxen 

sodium are often successful in improving patient 
comfort and alleviating the pain. 

Cuunseling Tips 
NSAIDs should be initiated at the onsct 

of menstruatiuIl and continued for twO to 

three days. 

Patienrs on binh cuntrol pills may experi­

ence a decrease in pain assuciated with men­

struation cramping. 

Secondary dysmenorrhea is due to 
endometriosis, pelvic inflammarory dis­

ease (PID), or an in trauteri ne device. 

These conditions need to be evaluated by a 
physician to detetmine the underlying 

cause of pain. 

SPORTS INJURY PAIN 
SportS injuries arc generally separated into 

cwo rype~: acute (sprain. dislocation. concus­
sion) and chronic/overuse (joint inflamma­

tion). For acute or chronic minor injuries. 

OTe analgesics or counterirritants are oft!:n 

etfective in relieving pain. 

Cou'lJeling Tips 
Acute spons injuries are best treated 

promptly with a combination of nondrug and 

drug therapy to help decrease inHammarion. 

The R.I.C.E technique (rest. ice. compres­

sion. elevation) is recommended. 

An internal analgesic such as ibuprofen 

may help prevent inflammation due CO injury. 

Rest and OTe analgesics will often bc 

enough ro alleviate rhe pain of chronic 

sports injuries. 

POST-SURGICAL PAIN 
Pain from surgery is ofren associated 

wirh the sire of incision and can be treated 

with nondrug therapy. This may include 
any combi nation of massage. hot/cold ther­
apy. rest. relaxation. or-transcutaneous elec­

trical stimulation (TENS). Surgical pain 
may also be alleviated with NSAIDs or opi­

oids. dc:pellding on the sevcrity. See 
"Counseling Tips for OTe and 

Prescriprion Allalgesics." 

Pain is 1Il0St ofren treated with aTe 

analgesics, prescription NSAIDs. or pre­

scription opioids. These medications are 

effective and fairly well toleratc:d. but it is 
important that the patients Ull these med­

ications be fully informed so that they can 

be enfranchised as active partners in lheir 

care plans. These tips are not meant LO be 

complete. but only a sample of information 

which should be shared with the patient to 

improve parient comfort and care. Ll 
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PART THREE - SOLVING THE PROBLEMS OF INADEQUATE PAIN MANAGEMENT 

12 HMI:['f-1 NOTES Pain Managemem 1996 

The 
Impact

of 
Pain 


on 


FamIlies 

BY CORINNE MANETTO, PH.D. 

Coordirtt1ror ofPsychologiett! StrVim 
Co-Dirl'CUiT, Pain MOI/agelne!Jt Strviw 

Cetkm-Sinai Comprrbmsivc Canar Cmur, Lus Allgd,s 

Ger patienrs anei rheir families musr con­

tend with significant changes in m"ny aspeas of 
their lives. These include social. employment, and 
financial status changes, and al rcrations in their 
physical and psychological funerioning. 
Compounding these life changes is the unfom,­
nate reality that as many as ')0% of cancer patients 
with advanced disease experience pain and related 
sympwms while also facing issues of loss and 

death . These faerors can produce profound elisrress 
and despair in patients and thejr families. In the 
presence of unmanaged pain, it is quire clear that 
suffering and psychological disturbances increase 

sigruficantly both for patients and their caretakers. 

The inadequate management of pain may 
occur in as many as 42% of cancer patients 

(Cleeland, 1994). This is particularly alarming in 
light of increasing evidence indicating thar 
unmanaged pain can lead to profound adverse 
changes in the patients' physiological. psychologi­
cal, and immunological functionings. While the 
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and anricipation. In orderfactors leading to inappro­
to conceprualize the painpriately treated pain are 
experience, disrincrionsmany, pariem and family 
between nociception. pain.barriers can be of particular 
suRCring and pain behaviorconsequence (Ward, 1993). 
must be made (Loeser.A careful assessmem of 
1980). In this model. noci­patient and F.unily variables 
ception and pain are theis required ro fully undt:r­
inputs into the system.stand why effective pain 
Suffering and pain behav­relief has nor been achieved. 
iors are the culmination of Individual reacrions to iU­
responstS of input.~ inro theness and pain include 
lICrvOllS system.learned responses from their 

Pain behavior is thefamilies of origin. If for 
behavioral manifestation example, stoicism is a valued 
of aversive stimulationfamily trait, it may make it 

more likely that a cancer 
patient will nor complain of pain. Additionally, fam­
ily fears of addiction, tolerance, and side effects of 
medications can contribute to inadequate analgesia 
as the family may discourage opioid use. 

Although it is recognized that pain is a complex 
perceptual experience involving the patient and his or 
her support .\)'Stem, the assessmem and managemem 
of pain often [OCLC;t::; exclusively on the physiological 
aspects of pain (Craig, 1994). This occurs despite of 
the extensive literarure suggesting the lack of relation­
ship berween the sensory aspects of pain and the ulti­
mate experience of pain (Fordyce. 19RR; Romano et 
aI. 1989). The experience of pain is colored by an 
indi\idual's unique physiology, psychology. sociocul­
tural, and f.unily background. Several studies have 
suggested that ~hosocial factors are bener predic­
toJ> of pain than the extem of pathophysiological 
damage. For example, Spiegel (1985) has found that 
fear and meaning of pain tended to be berter predic­
tors of the pain experience in cancer patien.ts than the 
extem or site ofmerastases. Aor and Turk (1993) have 
shown that a patiem's assessmem of 
hopelessness/helplessness was a bener prediCtor of 
pain ratings, while physical faerors'M:re nor predictive 
of pain severity. Given the likelihood that cancer pain 
patients will experience changes in cognitivt: Status, 
motivational, behavioral, and affective capacities, a 
comprehensive assessmem of their pain and related 
symptoms is required. The inability to manage symp­
toms that affeer pain and its =onenr (e.g., sleep dis­
turbance) will severely limit success. 

The prevailing OlITenr model of pain emphasizes 
the motivarional-emotional, conceprual-judgmemal, 
and sociocultural aspects of pain (Chapman, 1977; 
1985). Consideration of these kCtors is extremely 
important to the experience of pain. Recem studies 
have shown that psychological disaess and environ­
mental [aclors art: associared ,,~th pain and related 
~;ymptorns (Bradley, et ai, 1992). Moreover, Fordyce 
(1988) underscores the faCt that pain and suffering are 
ofTen confused. Suffering is defined as the emotional 
or affective response of the nervous system to noxious 
stimulation or other aversiv-e events such as threar, fCar, 

and suffering. As such, 
prior experiences, expectancies, vulnerabiliry fac­
tors, and perceived or anticipated losses should 
be raken into account. Taken together, these 
underscore the fact that an evaluation of pain is 
incomplete without an evaluation that assesses 
[he complex imeractions between the patient, 
their caretakers, and all of the factors that con­
tribute to the pain experience including the idio­
syncratic expression of pain and suffering. 

Inherem to this model is the notion that in 
order to adequately manage pain, suffering of the 
parient and caregivers mllsr also be assessed and 
treated. Given the frequency and complexiry of 
pain and related symptoms in cancer patients in 
the face of challenging psychological variables, 
suffering can be quire severe. Factors such as fear, 
anxiety, depression, and distress, in addition to 
contributing [0 pain, are also predictors of the 
re.sponse to a treatment regimen (Romano et al., 
1989). Pain and depression have been shown to 
be interrelated: Being depressed may cause a per­
son to report higher levels of pain, while higher 
levels of pain may cause a person to be depressed 
(Williams & Schultz, 1992). Distress, despair, 
and hopelessness can result in suicide preoccupa­
tion and requt:sts for physician assisted death 
especially in the presence of unmanaged pain. 

In summary, pain is a multidetermined phe­
nomena that aff=~ parient~ and rheir F..milies. The 
consequences of unmanaged pain are significant to 

the overall psychological, ph.ysical, and immunolog­
ic status of affected individuals and their loved ones. 
In addition, the wimessing of a loved one suffering 
in pain will result in acute and long-rerm sequelae 
fOr caregivers, the effeCtS of which may determine 
their lifelong reactions to pain and iUness. Given 
roday's trend of caring fOr the terminalJy ill patient in 
the home environment, v.-e must more closely attend 
to relieving unmanaged symptoms in the family 
unit. By providing patients and f.amilies with the 
necessary resources, education, and support, we can 
significantly enhance the quality of rheir lives while 
going through such a devastating expt:riencc. El 
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Pain has been described as an overwhelming experience that consumes all aspects of an individual's 

life. Unrelieved pain causes unnecessary suffering and burden for the patient. The table below 

explains the relationship between pain and quality of life (QOL) and demonstrates the enormous 

impact that pain has on quality of life. 

The Impact o f Pal n 
PHYSICAL WELL SOCIAL WELL BEING 

BEING & SYMPTOMS Family Distress 
Fatigue / Strength Family Support 

Appetite Scxualitry / Afhction 

Sleep Employment 
Constipation Isolation 

Nausea Financial Burdm 
Function Appearance 

Roles & Rdationship' 

Over the past two decades, there has been an incrC;lsed awareneSs 
about the impact of pain on a person's QOL. Several professional organi­
zations, (e.g., the American Cancer Society, National Institutes of Health, 
Joint Commission on Accreditation of Health Care Organizations. and 

World Health Organization). have identified pain management as a priori­
ty in the provision of care. Despite growing awarenc.~s of the problem. all 
types of pain (e.g., acute pain related to injury, disease. procedures. or 
sllTg~ry: and chronic pain related to cancer and other nonmalignanr med­
ical cOIIJilions such as arthritis or back pain) continue to be underrreated. 

Inadequate pain management can lead to costly and unscheduled hospital 

admissions, and increased length of Stay for the patient with pain' . Unrelieved 
acute pain can also GlIlSC prolonged postoperative recovery that may lead to 

other costly sequelae inciuJing lost wages and increased length of stay. 

BARRIERS TO ADEQUATE PAIN MANAGEMENT 
Many barriers to adequate pain management have been identified. 

Generally, these barriers are attributable to society's viewpoint, hoth in the 
health care community and in society at large, that pain rdief is nOl ~ pti­
ority in the delivery of care. 

SOLVING THE PROBLEM 
Effective pain management can be achieved through institutional com­

mitment- achicving change by means of a top-down approach . Pain man­
agcmem should be an institutional priority that is reflected in the institu­
rion's goals, it~ mis-~ion statement, and through strategic planning to devel­
op pain mallagement policies and promote appropriate clinical practice. 
Seycral strategies have becn identified to achieve instirurional commirment 
to pain management. \ ",. Ferrell has identified eight strategies for improv­

ing pain management that are discussed below. 

DOCUMENTING TliE STATUS OF PAIN MANAGEMENT 
Strategies for documenting the status of pain management include assess­

ing the knowledge and attitudes of heal th professionals.' " These activities arc 

most successful when organized and conducted by a multidisciplinary team. 

Chart audits provide information about pain assessment and about docu­
menrao{]n and pharmacologic management of pain, inconsistencies between 
practice and the clinical standards developed by professional organizations. 

Oujt:l:tive uara obrained through audits ofren ident.ify (a) inadequate assl.'SSmcnr 

on Quality o f 

Coping 
Concrol 

l / Happin~ 

~RITUAL WELL .BEING PSYCHOWGICAL WELL BEING 

Religiosity Anxiety 
Uncertainty Depression 

Positive C hanges 

Sense of Purpose 
Hopefulness 


Suffering 

Meaning of Pain 

T ransccnd.ence 


practices, (b) inappropriate prescribing practices, (c) inadequate administr.uion of 
analgesic dOliCS. (d) use of PRN medication schedules, (e) underuse of pain con­
sultants, and (f) minimal or no use of non pharmacologic pain relief methods. 

Patient inte,,~cws supplement the audits. Interviews shouLd include (a) 

assessment of rhe patient's current pain inrensity. (b) range of pain intensity 
over the past 24 houts, (e) worst pain. (d) side effects. (e) pain relief, and (f) 
perceived patient barriers to pain management.' W'hile many institutions are 
interested in identifying patient satisfaction, this information must be evaluat­
ed wirh callrion. Patient> ofren report satisfaction with treatment of their pain, 

despite being in muuerate: to severe pain.' Commonly, this occurs because 

patients have low expectations for receiving pain relief and <=Yen minimal pain 
relief is berrer than no pain relief at all. 

Generally. health profes.~ion~ls perc:eiw themsl"lvt"S as knowledgeable clin­
icians who provide good pain relief. Thus, il is helpful to uutain ubjective 
information related to their pain management knowledge and attitudes. The 
information is uscd to identify topics for smff eduCltion. Thesc surveys can be 
simple and easily administered in sraff mL'Ctings. 

ESTABLISHING A STANDARD OF CARE 
Standards for the provision of appropriare pain management have been 

developed by organizations such as the American Pain Socicty, Committee 
un Quality Assurance Standards (I 99 I); American Society of Clinical 
Oncology. Ad Hoc Committee on Cancer Pain (l992); Agency for Health 
Care Policy and Rese.~rch (AHCPR). Acute Pain Management Guideline 
Panel ( l 992); and AHCPR, Management of C.~ncer Pain Guideline Panel 
(1994). However, individllal institlltions rarely have written policies thar 
Jellcct these standards. Pain guidelines can serve as a resource and founda­
tion tor institutions to develop an institutional standard uf care that pro­
motes the institution's commitment to providing appropriate pain relief. An 
instirutional standard of care should include (a) 3n expectation that pain can 
be relieved: (h) a uniform standard for the assessment and dOCllment~tion of 

pain and its management; (c) and require professional accountability. 

EDUCATING THE PATIENTS 
Generally. patient> haw link knowledge about pain related information, 

have low npcctations for rcu:iving effective pain relief, and are unaware of 

their rights or options. Thus, patient educarion is a viral step to achieving dtcctiw 
pain rdief The aims of patient education should be to (a) increase knowledge 
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about the pain mnuol regimen; (b) identify the 
rationale for the prescribed pain relief regimen; (c) 

increase the patient's ability to recognize and man­
age: side effecrs; (d) clarify patient misconceptions 
related to addiction and tolerance; (c) improve 

adherence to the pain mnrrol regimen; (f) identify 
the patient's rolc in managing the pain; and (g) pro­
mote effective oommunicuion with health profes­
sionals. l:'.ducation provides patients with the knowl­
edge and skills needed LO self-advocate for effective 
pain relief 

While pain information can be provided using 
one-to-<>ne verbal mntact between health profes­

sionals and patients. written materials. and audio 
and video tape::; should also be used to n:inforce the 
content and promote retention. Institutions can 
develop their own paticn t education materials or use 
existing materials. The AHCPR h~ paticnt educa­
tion materials on acute pain management and can­

cer pain management that can be ordered through 
the National Cancer Instirutc's IOU rrc::e number at 1­
800-4-CANCER or by writing to the AHCPR 
Clearinghouse. Cancer Pain Guideline, P.O. Box 
8547. Silver Spring, MD 20907. The Ameriam 
Cancer Society has a patient education book that 

can be ordered through their district offices. Other 
patient education materials can be ordered through 
the Mayday Pain Resoun:e Center. located at the 
City of Hope Medical Center. Duane. CA. (818) 
359-8111. extension 3829. 

EDUCATING THE PUBLIC 
The general public also lacks accurate and 

current information about pain management. 
Therefore. community outreach is an important 
component ro providing effective pain relief. 
Public education about the problem ofpain and its 

treatment is critical for several reasons including 
(a) society's unwarranted preoccupation with the 
risk of drug abuse that is promoted by the media; 
(b) increased use of home care in which family 

members are responsible for providing pain man­
agement; and (c) the changing health care system. 

RECOGNIZING THE COST 

OF FAILURE TO TREAT PAIN 


The current health care system requires 
health professionals and health care institutions co 
provide care with fewer resources. While pain 
relief measures do cost the system. failure co pro­
vide effective pain relief is not COSt effective. 
Unscheduled readmissions for uncontrolled pain 

and increased length ofstay are costly.' It is imper­
ative that health care instirutions compare COSt 
effectiveness and cost benefits associated with 

inadequate pain relief and effective pain relief 

SUMMARY 
Pain can he effectively relieved for most 

patients. Health professionals and health care orga­
nizations are challenged to accept responsibility for 

16 HEALTH NOTES Pain Management 1996 

providing effL'Cnve pain relief for their patients in 
pain. Thi.. challenge can be achieved through an 

organizational commitment that supportl acquisi­
tion ofCUJfent pain management knowledge, ongo­

ing pain assessment. patient and public education. 
and development ofan in<titutional .'ItaI1dard ofcare 

fOr the relief of pain. Through these efforts, health 
care organizations and health professionals will 

ensure rhar effecrive pain relief i.< provided for all 
patients and that continuity of care for pain man­
agement activities is provided between inpatient 
units. ouqmienr unit~. phy~ician< offices. hospice, 
and the home care setting. [J 
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TRAIN IN G PROGRANIS AND 

REGlJLATORY CHANGES 

ARE ESSENTIAL 
By William L. MaKUS, 

Deputy Attorney General, Department of JusticeFOR BETTER Liaison Counsel, California State Board of Pharmacy 

hndra K. Bauer, 

Public Member,PAI N MANAGEMEN1~ California State Board of Pharmacy 

,.,ne very importanr aspect of improving pain 
~management involves the education and 
training of those concerned with or affecting the 

qualiry of pain treatment. This includes not only 
prescribers, pharmacists, and uther healthcare 
professionals, but paticnrs, caregiwrs, the J.lublic, 
and--of course-those engaged i" ~e((ing and 
carrying our regulacory policies. 

REFORMING TtE lRIPUCATE PROGRAM 
Changes in regulalOry policy gained impetus 

when State Senacor Robert Presley gained passage 

of Senate Currell[ Resolution 74 in 1992. 
Suhsequently, a ten member Council was formed 
to review the state's rriplicate prescription process 
(which is mandated when Schedule II drugs are 

prescribed). California's Triplicate Prescription 
Program has often heen cited as a major impedi­
menr to patients receiving adequate medication for 
pain. The C..ounci!. chai.red by Sandra Bauer. stud· 
ied the issue. recognized that there was a serious 
problem of under treatment of pain on the pan of 

the state's medical practitioners. and called for [he 
computerization of the triplicate program in order 
co f3cilitate appropriate prescribing. 

Reform of the triplicare proc~ c.onrinued In 

J994 with the Board ofPharmacy fi mding a'comput­
er fealihility smrty. The Roard also supported 'legisla­
tion (AB 304l. Tak;]stlgi) in 1996 which makes av.U1­
ahle over $1 million to establish an electronic triplicate 
program 1, a thltt year pilor projecr. The project will 
be a unique partnership of rue Board and the states 
Bu.reau of Narcotic Enforcement. 

When implemented. the new Controlled 
Substanc.es Utilizarion Review and Evaluation 
System (CURES) will computerize Schedule II 

prescription data and revo.lutionize th" currenr 
cumbersome triplicate system. It will also for 
the first time make data available for educa­

tional. peer review, statistical. and research pur­
poses. The data coul.d becollle a very important 

(001 for developing medical policies based on 
demographic research. 

DEVELOPMENT OF 

EDUCATIONAL PROGRAMS 


Regarding training programs, the Department 
of C.onsumer Affairs and Soan:! of Pharmacy mem­

ber Raffi Simonian have developed proactive con­
sumer education programs On pain management 
and patient rights. 

Another equally important facet of pain 

management training is the presentation of 
programs for those involved in the investiga­
tion and prosecution of pain management dis­
ciplinary cases. A half-day program on the 

nature of pain. methuds of pain management. 
laws and regulations governing pain manage­
ment. and case examples has heen prrscnred by 
Laura Audell, M.D.. rhe elirecror of the Pain 
Center at Cedars-Sin"i Comprehensive Cancer 
Center in 1.05 Angeles. John Berger. Pharm.D.. 
J.O.. and William ;,,1arcus of the Attorney 
(~cneral's Offlc.... The program has been presenred 
for the deputy attorneys general and administra­
tive law judges who handle or hear disciplinary 
cases for the medical, pharmacy. nursing. dental, 
and other health profession boards. A similar pro­

gram. coordinated by Joan Jerzak of the Medical 
Board of California. was pre.<enred at a training 
conference of state and feder.u inwstig:ltors. At 
least twice separate presentations on pain manage­
menr have been presented by Board ~upervising 
inspector Dora Gonzalez ' and Mr. Marcus, at 
Board inspector workshops. 

BEnER ENFORCEMENT ACTIVITIES 
In addition to providing training. both 

the Board of Pharmacy and the medical board 

have aggressively sought out experts in pain 
management to evaluate potential discipli­
nary cases and completed investigations. Such 
evaluations minImize the likelihood of 
expending time and money on future investi­

gations of legitimare medical pracrice~. while 
at the same time strengthening cases again5t 
those who should have acrion taken against 
their licenses. 

The effect of tral!ll!lg those involved in 
investigating and prosecuting (and deciding) 
pain managemem disciplinary cases, combined 
with law changes, the boards' statements and 

guidelines , and some of the other changes cited 
in this publication, should result in less actual 
intrusion into appropriate. legitimate medical 

and pharmaceutical practice. This in turn should 
lead to lessened fear and tension in professional 
communities. and more effective (more success­
ful; more cost efficienr) inv<::stigation and prose­
cution or the practitioners who should be disci­
plined and even criminally prosecuted. 

Training and education in pain manag"mem 
must he an ongoing proc.t'.ss. 'I 'he state of knowl­
eelge ~bollr the nature and different kinds of pain 
anel rhe :lvailable and appropriate modalities of 
treatment is steadily improving. What was 
accepted 10-15 years ago is often recogniwd as 
being in error today. What is believed today may 
be supe=ded in another decade or so. The 
Board understands this and is committed ro 
ensuring it applies appropriate standards to its 
disciplinary cases and in the development of its 

laws. regulations, and policies. The Board is 
helping to communicate currcm knowledge and 
standards to its licensees and to the public. 

OTHER SIGNIFICANT 
REGULATORY CHANGES 

In 1990. California became the second state to 

enact an intractable pain treatment act (Business 
amI Prufes.sions Code section 2241.5). The act rec­
ognized the legitimacy of chronic usc of conrrolled 

substances ro treat pain in appropriate cases. 

In 1994, the Governor sponsored the Sun nit 
on Effective Pain Management: Removing 
Impedilllcnrs to Appropriate Prescribing. Over 
120 regulators, legislators. practitioners, and oth­

ers met [0 identifY. clisC\)s.~. and recommend solu­

tions for problems affecting delivery of adequate 

care of pain patienrs in California. The Buard of 
Pharmacy co-sponsored tbe summir. 0 

HEAI ; f' H IOTES Pain l'vlanagcmcnr 199617 
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1) Which of the following are consider<d barriers to 

effective pain management? 

a) lack of knowledge .mong consumers 

abou I pain managemene 

b) exaggerated ftars of opioid side 

dr.crs and addiclion 

c) rear ur kgal U>II SCYUCIICCS whCII lUliliulled 

substances are used 

d) all of rhe above 

2) When filling prescriptions for chronic pain con­

trol medica tioDs , the pharmacist should assess 

whether the patient has: 

a) constipation 


b) nausea and vomiling 


c) central nerYous syslem side tffects 


d) all of rhe above 


3) Which of the following statements is not true? [f 

a palienl is C<4UCSlillg refiUs much earlier lhan sched­

uled, the pharmacist shoul.d: 

a) 	 consult with the patiene 10 


determine whelher their pain 


is bt:ing aekyuardy wmrolbl 


b) d iscuss with the prescriber Ihe parients 

uncontrolled pain and rhe possibility 

of changing the patient co a berter 

an:tlgesic regimen 

c) im mediately refuse to fill rhe prescription 

and notify the authorities 

d) 	documene the reasons the patient is 


seeking refills on a more frequent 


basis and notify th e prcscriber aboUl 


any loss of meeiicarions 


4) Which of the following questions are important 

for a pharmacist to answer related to the management 

of a patient's pain' 

a) Are the directions correct for the 

rncdiG.ltion prescriocd? 

b) [s there documentation of the diasnosis? 

c) f o r chronic pain. does rh e medication 

have a long enough half·life for adequate 

pain conerol' 

d) all of the above 

5) Which of the following statements is not true? 

Schedule III-V prescriptions, among other require­
menrs mus[: 

a) be signed and dated by the prescriber 

b) be presented on a prescriprion document 

thar is not mutilared . forged. Or altered 

c) be submi[(cd on a dear and complete 

triplica[e prescriptiun form 

d) 	nor be refilled mOre than 5 rimes o r 
rdilled Gmonrhs afrer Ihe issuance dare 

of th e prescription . 

6) According to Clreland (1994), the inadequ..te 

management of pain may occur in as many as 

% of cancer patients. 

a) 90% 

b) 56% 

c) 42% 


d) 27% 


7) Wi[h the long term treaunenr of pain with opi­

oids. patients may develop a tolerance or dependence 

on the drug. These Occurrences are considered "nor­

18 Hr:A I:rH NOTES Pain Management 1996 

By The California Society of Health System Pharmacists 

To receive 3 hours of continuing education credit (0.3 CEUs) for successful completion 
of this program, you must return the completed answer sheet to the California Board of 
Pharmacy No later than April I, 1997. 

P/~as~ typ~ or print cknr/y. 

Name: ___________________________________________________________: 

Address: _______________________________________________________; 

City: 
~====~=======-

mal" and "to be expected"- they should not be con­

fused by the licensed healthcare professional with 

drug addiction or be mislabeled as "drug seeking". 

This statement is: 

a) True 


b) raise 


8) Several studie. have suggested that psychosocial 

faLlues:dIn; l>t:llt:r prt:dillurs uf pain LilaH lhc: eXLent of 

pathophysiological damage. This statement is: 

~) True 


b) False 


9) 	 Patients should take .nalgesics only when they 

can 	no longer tolerate the pain. Th.is statement is: 

a) True 

b) False 

10)The f.1.C[ that a patient alwa)"S requests one par­

ticular m~ication is a sure sign that the patient is 

addicted to thai particular drug. This statement is: 
a) True 


b) False 


11) Dependence: 

~) 	 occurs when the same dose of an analgesic 

becomes less effective over time and may 

result in therapeutic failure. 

b) 	is the physiological need for a drug and 

wirhout which the body undergoes 

withdrawal symplOms. 

c) is the culmination of drug dependence 

anei drug seeking hehavior 

d) none of [he above 

12)Strategies for documenting [he status of pain 

managemene include which of the following? 

a) Chan audi" 
b) Patient inrerviews 

c) (a) and (b) 

d) none of the above 

13) Patient interviews related to the management of 

pain should include which of the following' 

a) 	 assessment of the parient 's current pain 

intensiry, worst pain, and range of pain 

imen,iry over the pa!>r 24 hours 

b) side effects 


c) perceived pat ien( barriers to 


pain management 


d) all of the above 


14)The only sundards which exist ~or the provision 

of appropriale piLin management were developed by 
the AHCPR. Management of Cancer Pain Guideline 

Panel (1994). This statement is: 

a) Truc 


b) False 


State: Zip Code: _____________' 

Mail your completed answer sheet to: 

Continuing Education Desk 


california State Board of Pharmacy 

400 R Street 

Suite 4070 


Sacramento, CA 95814 


Please circle one answer for eac:h question. 

1. a b c d 10. a 

2. a b c d 11. a 

3. a b (; d 12. a 

4. a b c d 13. a 

5. a b c d 14. a 

6. a b 15. a 

7. a b c d 16. a 

S. a b 17. a 

9. a b 

b 

b c d 

b c d 

b c d 

b 

b 

b c d 
b c 

15) Generally, patients are well informed about pain 

reiated information, have high expectations for 

receiving effective pain relief. and are aware of their 

rights and options . This Statement is: 

a) True 

b) False 

16) Which of the following statements is nO! uue? 

a) 	 Over-the-councer (OTC) anJlg",ics 

including accraminophen , aspirin, and 

non-Steroidal anti-inil:unmatoty drugs 

(NSAlDs) arc often used lS first-line 

therapy for mild to moderate pain. 

b) 	Narcotics such al codeine. morphine. 


and oxyco<.lone ue usually rcserveJ 

for severe pain. 


c) NarcOtics should nOt be used in 


combination with NSAlDs, 


antidepressants. and anxiety agems 


for [he telief of severe pain. 


d) All of the above 

17)Which of the following statements is False regard­

ing the management of Clncer pain? 

a) Canccr patients will gC[ be((er pain relief if 

they rake their medication as scheduled. 

r.rher thm as needed. 

b) Injectablt opioiJs are more tffective rhall 

oral opioids. since rhey acr fastn 
c) Even [hough some NSAlDs arc OTe, 

they are effective at higher do,es in relieving 

bone pain associated with cancer. 
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AGENDA ITEM 28 

MEDICAL BOARD STAFF REPORT 

DATE REPORT ISSUED: January 19,2012 
ATTENTION: Members, Medical Board of California 
SUBJECT: Strategic Plan Discussion Items 
STAFF CONTACT: Kimberly Kirchmeyer, Deputy Director 

RECOMMENDED ACTION: 

Review the discussion itemslissues listed below in order to deliberate and make any necessary 
edits to the final draft Strategic Plan at the February 3, 2012 meeting. 

BACKGROUND AND ANALYSIS: 

At the October 28th Board Meeting, the Board voted to approve the draft Strategic Plan with the 
edits that had been put forward by the Executive Committee Members from their meeting on 
October 27, 2011. Staff revised the Strategic Plan document and submitted it for final review by 
the Strategic Plan Subcommittee. The Subcommittee had some minor edits which are identified 
in the attached Strategic Plan. In addition, the Subcommittee had some comments that need 
further deliberation by the full Board. The discussion itemslissues and the Goal or Objective that 
the issue is associated with are listed below. Please review these items to determine if any edits 
need to be made to the Board's Strategic Plan. 

Please note that some of the initial activities on the Strategic Plan may have already been 
completed and the dates of completion are in 20 11. Upon approval of the complete Strategic 
Plan at the February 2012 Board meeting, staff will begin making presentations on the Plan at 
the Board meetings starting in May 2012. These presentations will indicate the status of each 
activity, including those that are completed. 

DISCUSSION ITEMS FROM THE SUBCOMMITTEE: 

Objective 1.1 - This objective is scheduled to take approximately 18 months for completion. 
Does the priority of this objective necessitate an earlier completion date? If so, does the Board 
have the resources to complete this earlier than identified? 

Objective 1.2 - This objective seems to be a prerequisite of Objective 1.1. Should Objective 1.1 
and 1.2 be reversed? 

Objective 1.4 - This objective states to establish a committee and task force; however, should 
this be under the purview of the Licensing Committee or maybe a subcommittee of it? 

Objective 1.6 and Objective 2.5 - Should these be a higher priority? 
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2 

Plan Staff 
January 19,2012 

Objective 2.8 Add a new activity: VHUH'''''''''''''''''' to all interested 
Medical Board's authority and what is the Board's authority 
confusion. 

another activity or more to the first activity to how the Board is 
Newsletter is e.g. survey, 

Objective 5.4 h,,,.,('tnlt> asks ofaB Should 
changed to every two 

Objective 6.2 Should the first activity to "Identify the the Medical Board 
its licensees can and should play in promoting public health and addressing the upstream social 
and environmental causes of illness and and refocusing the healthcare system on 
prevention and promotion"? 

have me at (916) 
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Medical Board of California 

Strategic Plan, 2012 


(Draft incorporating edits from Board meeting held on October 28, 2011) 

Mission: 
"The mission of the Medical Board of California is to protect healthcare 
consumers through proper licensing and regulation of physicians and 
surgeons and certain allied healthcare professions and through the 
vigorousJobjective enforcement of the Medical Practice ActJ and to 
promote access to quality medical care through the BoardJs licensing and 
regulatory functions. n 

Goals: 

1. 	 Professional Qualifications: Promote the professional qualifications of 
medical practitioners by setting requirements for education, experience, 
and examination 

2. 	 Regulations and Enforcement: Protect the public by effectively enforcing 
laws and standards. 

3. 	 Consumer and Licensee Education: Increase public &and licensee 
awareness of the board, its mission, activities and services. 

4. 	 Organizational Relationships: Improve effectiveness of relationships with 
related organizations to further the Board's mission and goals. 

5. 	 Organizational Effectiveness: Evaluate and enhance organizational 
effectiveness and systems to improve service. 

6. 	 Access to Care, Workforce, and Public Health: Understanding the 
implications of the changing healthcare environment and evaluate how it 
may impact access to care and issues surrounding healthcare delivery, as 
well as promoting public health, as appropriate to the Board's mission in 
exercising its licensing, disciplinary and regulatory functions. 
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Objectives: 


Goal 1: Professional Qualifications: Promote the professional qualifications of 
medical practitioners by setting requirements for education, experience, and 
examination. 

Objective 1.1: Examine and identify methods available to the Medical Board to 

ensure physicians remain current in knowledge and skills. 

Activity Date Staff Priority 

• Educate the Board members and staff: 
Establish a workgroup, consisting of 
licensing and enforcement staff, to 
identify problems caused by physicians 
not remaining current. 

Spring 
2013 Licensing 

+ 

B 

• Gather information about other states 
and other professions in their approach 
to this issue. 

Summer 
2013 Licensing 

B 

• Analyze the information: Identify the 
most feasible methods for the Board to 
promote licensees remaining current, 
and identify the board's authority in 
taking action. 

Spring 
2014 

Licensing 
B 

• Draft an issue paper for the Board. Summer 
2014 Licensing B 

• Take action: Depending upon the 
Board's authority, establish policies or 
programs, promulgate regulations, 
develop and seek legislation, or a 
combination. 

Fall 
2014 Licensing B 

+ Key to priority categories: 

A. Mission critical 	 D. Non-mission critical, but 

B. Secondary to mission critical activities 	 important to consumer protection. 

C. 	 Tertiary to mission critical activities E. Non-mission critical, but deemed 

by members as important to public N 
Q) 

protection or physician practice 	 OIl 
rn 

0... 

117 



Objective 1.2: Examine current CME structure, its effectiveness, the current California 

requirements, and for improvement. 

Activity 

• 

• 

Date 
Winter 

Winter 
2013 

Staff 

Licensing 

Licensing 

Priority 

A 

A 

reo Invite organizations 
CME (such as the ACCME, 

IMQ, or ABMS rds and their 
mem to ucate the 

Spring 
2012 

Licensing A 

Provide annual CME audit to 
the Med I 

on current 
CME 

uired for course 
what is done to ensure 

the white paper 
and revise if outdated. 

• 	 mine current CME environment and 
livery and lifornia's requirements Summer Licensing A 

to rmine if they are relevant to 2012 


keeping physicians current, including 

elements of the training that promote 

education in cultural issues that affect 


I 	

Winter Licensing 
to FSMB MOL initiative. (See 

• uirements may 
2012-13 B 

• cu regulatory 
determine if the CME 

are sufficient, or need to be 
Winter 

• and promulgate regulations, or Fall 
and legislation, as 2014 

a 

A 

A 

M 
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Objective 1.3: Define what is necessary to promote safe re-entry into medical practice 

after extended absences. 

Activity Date Staff Priority 

• Conduct a review of current data, 
including the ongoing work of the 
working with FSMB, to determine if 
what physicians re-entering practice 

Spring 
2012 

Licensing B 

after long absences need/require 
additional reEll:lireRlents prior to fe­

adn:littaneeresuming clinicall2ractice. 

• Determine if there is something 
ffiefewhat the Board's role should ge;-i.f 

an'lthingbe, and how it should be 
involved in determining the safety of 

Winter 
2013 

Licensing B 

those reentering practice for the 
purpose of public protection. 

I • As necessary and appropriate, develop 
and promulgate regulations or develop 

Spring 
2013 Licensing B 

and seek legislation. 
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Objective 1.4: a to 

and ABMS 

in California, and how it can 

Activity Date* Staff Priority 

It 

Fall licensing B 
ne what is feasible 2012 

It Invite a FSMB Winter 

Working Group ma a presentation 2013 Licensing B 

to the II rd/Committee. 

It Winter 
2013­ Licensing B 

examine nce of states Winter 
participating in the MB pilot program. 2014 

It Identify what should be adopted in 
lifornia, and examine what is needed Fall Licensing B 

for implementation. 2014 

It Depending on what is determined to be 
needed, develop and promulgate Winter licensing B 
regulations or develop and seek 2015 

legislation. 

to evaluate the Appoi a 
FSMB Mai licensure 

in 

the FSMB Maintenance of licensure 

"it'i""~It'i"," initiatives to study what should be adopted 

with the FSMB and ABMS certifying boards. 

Cond actions 
FSMB MOL Initiative, and 

*The dates of may need to be reconsidered, as they are dependent 
upon when the FSMB has concluded and has compiled and published sufficient data 
from their MOL pilot programs.. 



Objective 1.5 Conduct a comprehensive review of international schools. 

Activity Date* Staff Priority 

• Establish a working task force, 
including Chief of Licensing and an 
experienced Medical Consultant. 

Winter 

2012 
Licensing A 

• An experienced medical consultant 
should present a history of the issue 
to the Board so that they may 
understand the law and history of 
off-shore medical school evaluation. 

Spring 
2012 Licensing A 

• Staff to present a complete 
overview of the CCR Codes, and 
educate the Board on the extent and 
limits of its legal authority. 

Fall 
2011 

Licensing A 

• Identify those schools that may need 
site visits or additional information. 

Summer 
2012­
Winter 
2014 

Licensing A 

• Research all internationa'l medical 
schools to create a comprehensive 
database. 

Summer 
2012 -
Summer 
2014, 
ongoing 

Licensing A 

• Update school names and locations 
on the Board's database in instances 
where schools have moved or 
changed their names. 

Summer 
2013 

Licensing A 

• Update the schools' application 
process, including the surveys and 
evaluations, and identify ways to 
expedite the approval process, as 
well as determine if application fees 
cover the Board's cost. 

Winter 
2012­
Summer 
2012 

Licensing A 

*The dates of these objectives may need to be reconsidered, as they are dependent 
upon the hiring and training of AGPA staff in Licensing. Tasks to be conducted in 

\(~-approximate 6 month intervals. W 
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Conduct a literature review and internal study of the performance of 

physicians in training and how it may later performance in practice. 

Staff Priority 

Re-review the report Maxine 

Activity Date 

" 
Winter TBD C 

behavior in med I school as a 2014 
predictor of future 
problems. 

Review disciplinary in 

Papadakis on performance and 

" 
Winter Cconjunction with licensing 
2014 ­applications to determine if a link 
Spring 

performance problems in 2015 
school and future pra 

Evaluate whether such a 

can be established 

" 
Spring TBD Cshou Id be expanded, or 
2015there is an opportunity with a 

medical school to do a 

study on the correlation n 

medical practice behavior in 

medical schooL 


If there is
" 
Fall TBDdetermine how may C 
2015be commu who may 

find it useful (Goal 3). 
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Objective 2.1: Develop a plan to conduct a complete review of all laws and regulations 

relating to licensing identify those no longer relevant, and what needs to be added 

or eliminated. Identify requirements are not to the safety of 

but may be serving as barriers for applicants, as as simply updating 

requirements to congruent with current educational environments. (To be done in 

conjunction with Objective 2.2) 

Activity Staff Priority 

ASpring legal! 
licensing 

Alegal! 
licensing 

Alegal! 
lice ng 

• 	 Schedule interested parties 
by I and 

statute/regulation under analysis. 

• 	 As appropriate, development and 
Igation 


develop and 


Various 
2013-15 

• 	 to develop an outline of 
and a ca ndar/timeline 

evaluation and 
lations, taki account the 

timing for Sunset Review. (Including 
the development of an interested 
parties contact list for inclusion in 
discussions. 

• 	 Work is delegated licensing 
Committee; updates provided to full 
Board as actions are . As 

section of the evaluation 
udes, as a to the 

legislative and latory calendar, 
proposals will ken to the full 
Board for regulations to be 
promulgated and lation sought. 
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• Work is d 
E 
provided 

Objective 2.2: Develop a plan to conduct a complete review of all laws and 

regulations relating to enforcement to identify that are no longer useful, and 

augment those that are needed for public protection. Identify the Board's regulatory 

authority for promulgating new regulations identify those that require 

legislation. (To be done in conjunction with Objective 2.1) 

Activity Date 

Summer 
2012 ­
Winter 
2015 

Summer 
2012 ­
Winter 

Various 
2012- 15 

Staff 

Legal/ 

Enforcement 


Legal! 

Enforcement 


Legal! 

Enforcement 


Priority 

A 

A 

A 

B 

• 	 Staff to develop an outline of 
priorities and a calendar/timeline 
for evaluation of statutes and 
regulations, king into account 
timing Review. (lnclud 
the of an interested 
parties contact list for inclusion in 
discussions.) 

• 	 Schedu interested parties 
meeti by topic and 
statute/regulation under analysis. 

to the 
mittee; updates 

rd as are 
needed. section of the 
evaluation concludes, as appropriate 
to the and regulatory 
calendar, proposals will be taken to 
the full rd for regulations to be 
promu and legislation sought. 

• appropriate, development and 
of regulation, a 

develop and legislation. 
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Objective 2.3: Conduct a review of the Vertical Enforcement model to assure uniform 

implementation in all offices and identify any aspects of the model that are 

increasing cost without producing benefits. 

Activity Date Staff Priority 

I • Begin to cfonduct a review of the VE 
performance data. 

Summer 
2011 TBD A 

I • Begin to c(;onduct a statistical analysis 
of performance in the various 
geographic areas on number of cases, 
number of personnel hours, and results, 

Summer 
2011­
Fall TBD A 

I including the time taken in various 2012± 

steps of the process. Identify similar 
and inconsistent data in various 

I • 
regions. 

Begin to cbonduct a statistical analysis 
of the enforcement timelines to Summer TBD A 

indentify which steps may be delaying 2011 

• 
the process. 

Compare the California process to other 
states' and other California licensing Summer 

boards, including those handled by the 2011­ TBD A 

AG's licensing section rather than HQES. Fall 

I (As an example, how default decisions 2012± 

are handled) 

• Draft a report to the Board on the 
analysis of statistical data, including 
recommendations for actions by the 

Winter 
Fall 2012 

TBDt A 

Board to reduce the timeline, increase 
efficiency, and obtain better outcomes 

• 
for public protection. 

Depending upon findings of evaluation, Winter 

and within budgetary restraints, amend Fall- TBD A 
policies and procedures, promulgate 2012 

regulations, or seek legislation. C""t) 
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Objective 2.4 Examine complaint handling priorities. members on how 

complaints are prioritized, as well as the legislatively mandated priorities. Determine 

if there is a need to change the priorities. 

PriorityActivity 	 Date Staff 

• 	 ucate the members on the current 
policy and legislative priorities in Enforcement A 
com hand 

• 	Review and evaluate complaints 
and their relation to physician Summer Enforcement A 
d ina action. 

• 	Present a report on review of complaint 

handling, including whether current 
 Enforcement A 

are congruent with public 
or that other might 
serve public 

Enforcement 
and resources, amend policies, develop 

• ing upon the authority 
Legal! A 

Legislative 
and legislation. 
a promulgate regu or develop 
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that may signal Objective 2.5: Study disciplinary cases to identify trends or 

dangerous practices or risks. (Done in conjunction with Objective 1.6) 

perform a study identify risk 
patient harm and physician 

Date Staff Priority 

Winter cdiscipline. Study should look 
2014 ­ Enforcementdisciplinary cases causing serious harm 

and rmine if there are sand 
/Ired that could be u for the 
pu identifying troubling 

rns before serious harm occurs. 
------------~------T_------_4------~ 

• 	 study to be to the 
Board, including recom Enforcement C 

blishing priorities, well ness 

in remedial actions, greater 

record review authority, further study, 

or other initiatives, if identified. 


• 	 ndent upon findings and opinion 
board, and in keeping with the Fall Enforcement 


Boa authority and resou 
 2015 Legal! c 
Chief of 


n .....'ro,l"Iu develop and promulgate 

blish or amend and 

Legislation 

regulations, or develop and 

legislation. 


N 




Objective 2.6 Examine the Expert Reviewer Program and policies to determine how it 

may be improved, including recruitment, evaluation of experts, opportunities for 

education, and policies governing the Board's use of experts. 

amended. 

comm 
lifornia boards and 

Evaluate, revise, and update mmg 

measures, as well as policies to identify 
problem areas and those that should be 

by other states 

• 	 Examine which policies and regulations 
(under the rd's authority) should be 
amended to further the progra 

Date* 
Fall 
2011 
Winter 

Spring 
20 

Spring 
Fall 
2012 

II 
2012 

Staff Priority 
Enforcement A 

A 

Enforcement A 

Enforcement A 

Enforcement i A 

Is for experts. 

governing 

ining and evaluation 

Enforcement• 	 Based on the study and review of the 
II ALegal!current m, as appropriate to the 

Board's authority and resources, 2012 AGHQES/ 
poliCies and procedu promulgate 

M 




Objective 2.7: Identify opportunities to better educate judges/hearing officers. 

Activity Date Staff Priority 

• Evaluate the current training and * 
information furnished to the OAH Winter Enforcement B 

judges/hearing officers. 2012 HQES 

• Conduct OAH training semiannually. Spring 

2012­ Enforcement B 
Ongoing HQES 

• Examine disciplinary decisions to Winter 

determine if they meet the mission to 2012­ Enforcement B 

protect the public. Spring HQES 
2012 

• Identify if there may be inconsistent Spring 

outcome in disciplinary cases. Present 2012 Enforcement B 

findings to the Board. HQES 

• Examine the decision to determine if the Spring Enforcement 

disciplinary guidelines are being utilized 2012 ­ HQES/ B 

consistently, or, if the guidelines need Fall Legal/ 

amending to create greater consistency in 2012 Chief of 

decisions. Legislation 

*The dates of implementation and completion of these tasks may need to be 
reconsidered, as they are dependent upon the hiring of the Supervisor I in the 
Standards & Training Unit in the Enforcement Program. 
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Objective 2.8 Work to clarify the Board's responsibility to regulate outpatient 

surgery centers, and obtain the resources to be effective. 

Activity Date Staff Priority 

* 
• Evaluate the impact of SB 100, and begin Fall Licensing/ 

develop goals and timelines for 2011 Enforcement A 

implementation.. 

• Examine the current Board responsibility Fall 

and authority to regulate outpatient 2011­ Licensing/ A 

surgery facilities. Identify what can be Fall Enforcement 

done under current authority. Begin 2012 

implementation of SB 100. 

• Identify the resources needed to Spring Licensing/ A 
implement an effective program 2012 Enforcement 

• Work with the Legislature to enact 
legislation or gain resources, or obtain Fall Licensing/ A 
what is necessary for California to have an 2012 Enforcement 

effective program to ensure a minimum Legalj 

standard of safety in outpatient settings. Legislative 

Develop and seek legislation. 

*Dates for these tasks are pending the hiring of staff for the outpatient surgery 
regulation program. 
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Objective 2.9: IR ligRt of reBw,eB RleRliJer§t;Iip aRB fWRBiRg, e~xamine Board 

responsibilities that could be eliminated or moved to a more appropriate board, 

bureau, or program. (Midwives, Registered Dispensing Opticians, Spectacle Lens 

Dispensers, Research Psychoanalysts, approval of non-ABMS specialty boards, etc.) 

Activity Date Staff Priority 

• Educate the membership about the 
Board's responsibility over allied health 
professions. Staff should prepare a paper 
and make a presentation at a Board 
meeting. 

Summer 
2012 

TBD B 

• Identify those areas where the Board may 
not have sufficient expertise or resources 
to adequately provide consumer 
protection. 

Fall 2012 
through 
Spring 
2013 

TBD B 

• Depending upon areas identified by the 
membership, seek legislation to move or 
eliminate responsibilities of the Board that 
appear to be inappropriate. (To be 
completed to coincide with Sunset Review) 

Summer 
2013 

TBD B 
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Objective 2.10 Examine the decline of the number of reports received F@qwiF@d 

bateursuant to Business & Professions Code Section 805. 

Activity Date Staff Priority 

• Review the history of 805 reports; history 
of the law, statistical data, and how they 
relate to the Board's disciplinary actions. 

Spring 
2012 

Enforcement C 

• Obtain information from those required to 
file 805 reports and the reasons they have 
declined over the years. (Individual 
hospitals, medical groups, societies and 
associations.) 

Spring ­

Fall 
2012 

Enforcement C 

• Evaluate Peer review: what it does, how it 
impacts what the Board does, what 
institutions file 805 reports. 

Fall 
2012 Enforcement C 

• Study practices not subject to peer review 
to determine if quality of care can be 
monitored. 

Fall 
2012 Enforcement C 

• Invite the CDPH to share information on 
how they determine violations and how 
they may relate to compliance with B&P 
805. 

Summer 
2013 

Enforcement C 

• Review how other states handle peer 
review and mandatory reporting, and how 
or if they correlate with disciplinary action. 

Summer 
2013 

Enforcement C 

• Determine if, as it has been stated, the 
system is broken. Is there anything that 
could and should be done by the Board to 
improve patient protection by legislation, 
regulation, greater enforcement, greater 
investigatory authority, etc. Seek 
legislation, if needed. 

Winter 
2013 

Enforcement 

Legal! 
Chief of 

Legislation 

C 
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Goal 3: Consumer and Licensee Education: Increase Public and Licensee 
awareness of the Board, its mission, activities and services. 

Objective 3.1 Improve and expand professional educational outreach, including 

outreach to students and new graduates, about the laws and regulations that govern 

medical practice. 

Activity Date* Staff Priority 

• Re-examine the Website to determine what 
can be improved. 

Winter 
2012 

PIO B 

• Utilize the website and newsletters to inform 
licensees of issues relating to legal 
responsibilities, changes in law and 
regulations, practice patterns and tools 
(telemedicine, translation methods and 
opportunities, etc.), issues of public health 
and cultural and linguistic literacy. 

Fall 
2012 

Public 
Infor­

mation 
Officer 
(PIO) 

B 

• Work with state, county and federal agencies 
to inform licensees. 

Fall 
2012 

PIO B 

• Educate physicians about complying with the 
law. Initiate programs to promote the Board's 
information and programs to its licensees. If 
resources permit, send every physician a new 
handbook with license renewals. 

Fall 
2012 

PIO B 

• Re-establish a speakers' bureau, and 
reinstitlJte the "teams of 2" consisting of one 
staff person and one board member to talk to 
professional meetings. (This can only begin 
after hire, resources, and travel restrictions 
are lifted.) 

Winter 
2012 PIO B 

• Conduct outreach to various organizations 
such as hospitals and group practices through 
providing speakers or articles for their 
publications. 

* The start and completion dates of this objective ar
and training of a new Information Officer. 

Spring ­

Fall 
2012 

e dependen

PIO B 

c~t upon the hiring 
r~ 

~ .... 
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Objective 3.2 Improve public education by expanding current outreach efforts and 

initiating more outreach programs to educate the public on the board's programs, the 

rights of patients, and how to file complaints. 

Activity 

• 	Re-examine the Website to determine what 
can be improved. 

• 	Identify consumer education groups and 
publications to distribute MBC material. 

• 	Schedule meetings with editorial boards of 
major media at least once a year; more, when 
necessary. 

• 	Update the content of brochures to reflect 
the current insurance and practice 
environment. 

• 	Work with other state agencies to provide 
Board materials to consumers 

• 	Work with DCA and State and Consumer 
Services Agency to develop an integrated 
communications plan that would promote the 
Board and its services. 

• 	Explore the use of social media in outreach to 
the public. 

• 	Add Board information to the California 
Healthcare Insurance Exchange Web site, with 
timing to be established after discussion with 

Date* 
Winter 
2012 

Various 
2012-13 

Various 
2012-13 

Various 
2012-13 

Various 
2012-13 

Various 
2012-15 

Summer 
2012 

\Vinter 
Fall 	2013 

Staff 

PIO 

PIO 

Priority 

C 

C 

PIO C 

PIO C 

PIO 

PIO 

C 

C 

PIO 

PIO 

C 

C 

HBEX Executive Director and the Board . 
* The start and completion dates of this objective are dependent upon the hiring 
and training of a new Information Officer. 
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Objective 3.3 Identify more effective methods to promote the Expert Review Program 

to recruit qualified physicians. 

Activity Date Staff Priority 

• Establish a committee to work with staff and 
professional associations to promote the 
Expert Reviewer program through various 
methods, including articles in Board 
newsletters and other professional 
publications, speakers at facilities and 
professional societies, etc. (See Objective 3.1) 

Fall 
2011 
Ongoing 

Enforcement 
PIO 

A 

Objective 3.4 Evaluate the appropriateness and effectiveness of the Physician 

Recognition Award, and the methods used to promote nominations. 

Activity Date Staff Priority 

• The Committee should review its program to 
determine if it is appropriate in its current 
form. 

Fall 
2011 

TBD AlE 

• If a decision is made to continue the work of 
this Committee, c~onduct a review of 
outreach methods to determine if more 
nominations could be recruited, including 
from and for student initiatives. 

Spring 
2012 

TBD AlE 

o 
N 

ClJ 
b.O 
ra 

0... 
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Objective 3.5 Establish a more asserti'Je proactive approach in communicating with 

the media to educate consumers and publicize disciplinary cases and criminal 

investigations, including those done in cooperation with other agencies. 

Activity Date* Staff Priority 

• Build relationships with major media so that 
all disciplinary cases are provided to the 
appropriate outlets. 

Winter 
2012 

PIO C 

• Work with DCA and the DA's office to 
establish a joint press release procedure, if 
necessary, to use on joint investigations or 
actions. 

Winter 
2012 

PIO C 

• When the budget allows, provide press kits 
about the Board to all media outlets. 

Winter 
2013 PIO C 

• Participate in professional/public outreach 
programs (see Objective 3.2) 

Various 
2012-15 PIO C 

* The start and completion dates of this objective are dependent upon the hiring 
and training of a new Information Officer. 

M 
N 

Q) 
0.0 
~ 

0... 
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Objective Expand the newsletter to better inform physicians and medical 

students. 

Date* Staff Priority 

how the current newsletter is 
uti by licensees, what is useful and what PIO C 
is 

• Allow applicants to receive the newsletter by 
or social media, as well as licensees. PIO C 

• blish some kind of feedback for the 
content to determine who is PIO C 

ing it, and for what information. 

ways of promoting the PIO C 
encou more readership. 

out to other agencies and foundations Various 
contribute to the newsletter. PIO C 

• Incorporate into the newsletter more 
information about Board activities, includi Various PIO C 
encouraging attendance of Board meeti 2011-15 

discussed at meetings, and so forth. 

• professional associations and Various 
to include a link to the PIO C 

and completion dates of this are dependent upon the hiring 
and of a new Information Officer. 



Objective 3.7 Expand the website capabilities to create a portal to provide intuitive 

and searchable web experience. Develop more online services and surveys to help 

improve Board's program (see Objective 3.2) 

Activity Date* Staff Priority 

B 
• ISB to work with the Web Working Group to 

determine how and what can be done to 
improve the Website and its searchability. 

Various 
2012-13 

PIO 

• ISB to work with new Information Officer to 
determine if the current site is user friendly 
and how it might be improved. 

Various 
2012-13 

PIO B 

• Establish a program to periodically update 
FAQs on the various subjects. 

Various 
2012-13 PIO B 

• Identify what areas of the website are utilized, 
and if users are finding what they are looking 
for. Provide a survey to users to provide 
feedback. 

Winter 
2013 

PIO B 

* The start and completion dates of this objective are dependent upon the hiring 
and training of a new Information Officer. 

Objective 3.8 Examine how the Board might provide training to the profession via 

the Internet, including hosting webinars on subjects of importance to public 

protection and public health. 

Activity Date* Staff Priority 

• Determine the feasibility of providing courses 
and the priority of this venture. 

Winter 
2013 

PIO D 

• Work with DCA's current Information Officer 
and Public Affairs, to expand interactive 
webcasting. (As part of the Board's pro-rata 
funding) 

Winter 
2013 

PIO D 

* The start and completion dates of this objective are dependent upon the hiring 
and training of a new Information Officer. ~~ 
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importance to the profession and public. 

Activity 
.. 

Ig,.,rnlg 3.9 Establish a method of holding public briefings taught by 

enforcement personnel on disciplinary ...a"''''''''. the laws violated, 

or 

.. 

.. 

Date* Staff Priority 

blish a method or procedure to 
that could benefit from hold 2014 PIO C 

briefing. 

ntify AGs, legal counsels, i 
that should be called upon to develop and 2014 PIO C 
deliver briefings. 

Work with DCArs current Information 
2014 PIO Cand Public Affairs, to expand i 

webcasting. (As part of the rd's 
nd 

blicize the briefings to foster viewership. 2014 PIO C 

Objective 10 Conduct outreach to ethnic and other language publications and 

groups. 

Activity 

.. Identify the ethnic and cultural grou to be 
targeted. 

.. Identify the media outlets for various 
ps and other-than-English 

community newspa radio, 
stations, and web groups. 

in staff or on the rd who 
may able to communicate with 

groups, either through language 
fluency, or cultural sensitivity. 

Date* 
Summer 

Summer 
2012 

Staff 
PIO 

PIO 

PIO 

C 

C 

blish a plan to coincide with the outreach Summer PIO C 
language and general aud nee. 

completion dates of these objectives are dependent upon the hiring 
and training of a new Information Officer. 
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Goal 4: Organizational Relationships: Improve effectiveness of relationships with 
related organizations to further the Board's mission and goals. 

Objective 4.1: Improve relationships with elected officials and their staffs. Build and 

strengthen collaborative relationships to work toward common goals - create 

partnerships on areas of common interests. 

Activity Date Staff Priority 

• Chief of legislation to develop a plan to visit 
some legislators and their staffs with board 
members, at the Capitol and field offices. 

Fall 
2011 

Chief of 
legislation B 

• Provide training and briefing to the Board 
members about the Board's legislative 
initiatives, and who is contacted and why. 

Winter 
2012 

Chief of 
legislation B 

• Prepare Members to be effective when 
communicating with legislators and their staff, 

Various 
2012-13 

Chief of 
legislation 

B 

• Invite legislative field staff to board meetings, 
and visit field offices. 

Winter 
2012 

Chief of 
legislation B 
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Objective 4.2 Work with California medical schools and training programs on 

common needs and goals. Create a better partnership with them on educational 

issues beyond licensing requirements, such as those relating to professionalism, 

ethics, unprofessional behavior, etc. 

Activity Date Staff Priority 

• Appoint a medical consultant(s) to work with 
staff and schools on developing a program to 
address ethical questions and emerging issues 
developing in the new practice environment. 
{Prescribing practices, enticements from 
pharmaceutical and medical device industries, 
boundary issues, social media, working for 
and in various industries, etc.} 

Winter 

2013 
Licensing/ 

PIO 
B 

• Invite comment from all schools on issues 
they are identifying as troubling trends, or 
those that will change the practice 
environment and make old rule obsolete. 
Survey Directors of postgraduate training 
programs. 

2013 Licensing/ 
PIO 

B 

• Develop issue/position papers in coordination 
with the medical schools, to be shared with 
medical students and licensees. 

Winter 
2014 
Ongoing 

Licensing/ 
PIO 

B 
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Objective 4.3 Work to establish better relationships with the accreditation agencies, 

associations representing hospitals and medical groups, professional associations and 

societies, the Federation of State Medical Boards, Federal government agencies, and 

other state agencies, including Department of Consumer Affairs and State and 

Consumer Services Agency. 

Activity Date* Staff Priority 

• Identify areas of concern that may be of 
common interest among various 
organizations. 

Fall 
2012 

PIOI 
Chief of 

Legislation 
C 

• Schedule meetings with organizations to 
establish better relationships as needed, and 
driven by emerging issues of common 
interest. 

Fall 
2012 

PIOI 
Chief of 

Legislation 

C 

• Develop a communication plan for California 
agencies. 2013 PIO C 

• Develop a communication plan for categories 
of agenda items for various groups. 2013 PIO C 

• Utilize the "Teams of two" or others in 
speaking to various professional groups. 

After 
lifting of 
travel 
restrict­
tions. 

PIO C 

* The start and completion dates of this objective are dependent upon the hiring 
and training of a new Information Officer. 
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Objective 4.4 Improve educational outreach to hospitals, health systems, and similar 

organizations about the Board and its programs. Educate the profession not only 

about the Medical Board, but all of the health boards in DCA. Re-establish a 

speakers! bureau or some other outreach for this purpose. 

Activity 

• Identify and a base of those 
organizations and groups that the rd i 2012 
wants to 

all appropriate pra groups, and 
and offer provide speakers and 

contribute a about the board for their 
or email broadcasts. 

speakers' burea or ms of 
to speak at lunch meetings, dinners, 

Date* Staff Priority 

PIO c 

2012 PIO c 

and to annual or conferences. 

• 	 Work with various foundations and groups, After 

2013 PIO c 

tions. 

such as the Hospital association, to provide I of 
information to their membership. PIO c 

* The start and completion dates of this objective are dependent upon the hiring 
and of a new Information Officer. 

co 
N 

Ii) 

ro 
0.. 

0.0 



Objective 5.1 licensing applications be reviewed within 45 days. 

Priori 
I communicated Licensing A 

Chief 
\Ill Monitor reports be automatically sent to Licensing 

ma and report when has not 2011 & A 
been conducted in a specified amount of Ongoing Managers 

days. 
\Ill Report to the rd at every quarter on the Licensing 

time taken to review licensing applications. Ongoing Chief A 
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Objective Reduce discipline, complaint processing, and investigation timelines by 

10-20%; reduce complaint processing average under 70 days, with 50-60% under 

days. 

Activity Date* Staff Priority 

• Analyze current process, including breaki 
down of cases by time taken 
element of the process. 

Winter 
2012 Enforcement A 

• Identify reasons for delays in the Board's 
processes from complaint ha ling through 
disposition. 

· Various 
20 Enforcement A 

• Resea and identify practices from 
other states' processing of complaints and 
disciplinary Identify areas in 
California's system that may be unnecessary 

Various 
2012-13 

Enforcement A 

and slowing the process. 

rch and identify best from 
Californ boards' ng of Various 

2012­ Enforcement A 
areas in the Board's m that may be 
unnecessary and slowing the 
(Including the use of the's Licensing 
Section in comparison to 

complaints and disciplinary actions. Identify 

• 	 Survey I deputies and supervising 
investigators on ma nt tools needed to . Various 

better monitor investigation handling. (CAS v. 2012 Enforcement A 
new computer system's ability for reports, 
etc.) 

• 	 In conjunction with Objective 2 ntify 
how model may amended if it is slowing· rious Enforcement A 
the process. 2012 

• 	 After analyzing all of the collected, as 
appropriate, establish or amend policies and Winter Enforcement ! A 
procedures, develop and promu i 2013 

lations, or develop and legislation. 
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Objective 5.3 Conduct a review of all outside agencies' billing (Department of 

Consumer Affairs, Attorney General, Office Administrative Hearings, etc.) to 

identify redundancies, save money, and promote better efficiency. 

Staff PriorityActivity 	 Date 

• 	Staff to prepare a report on all spend Summer 


4 years to all larly used II 
 TBD B 
pro-rata, Attorney I's HQESJ and 2011 

Office of Administrative Hearings) 

• 	Conduct an analysis of nding through the 

years, broken down by function and region, to Wi 
 B 

identify trends, and possible inconsistencies, if 2012 
any. 

• 	Identify areas that require discussion and Winter 


examination by reviewing what areas have ng 
 B 

improved efficiency and those have 
declined. (Incorporate data and analysis on 

Vertical Enforcement; Objective 2.3) 


• Establish a procedure regularly evaluate 
value of spend to outside areas. B 

• 	 blish a ng method that will 
the Board updated, and also will be helpful in Fall TBD B 
providing information Sunset evaluation. .2012 



Objective Conduct an annual review of all of the Committees established by the 

Board to determine if they are needed, if they are fulfilling the purpose of which 

they were established, and determine if they should continue, be eliminated, or be 

merged with other committees. 

.. II meeting of prior to new 

comm appointments by president, 
 Fall 

the rd should conduct a of all Board 

committees/subcomm forces. M ng 

Objective Establish and conduct an annual self evaluation. 

Staff Priority 
Deputy 
Director A 

Activity 

.. At 
 II Executive Comm or full Board 

staff will provide a report on the Begin 

of the Strategic Plan, highlighting 2012 
failures, and those areas that 

should eliminated, expanded, or amended. 

Staff Priority 

Deputy 
Director A 



Objective 5. 6 Establish a means of better educating staff about the Board's activities 

and priorities set by the membership, including encouraging to attend meetings. 

Activity 

It Executive to provide e-mail updates 

Date Staff Priority 

a two months inform 2011 Executive C 

staff of board activities and positions. 

It At the time the Agenda mailing, Division 
Chiefs will appropriate about the 
meeting, what will be on the nda, and 
encou 

Begin 
2012 

Division 
Chiefs C 

Objective 5. 7 Establish a means of better educating the Board membership about 

operational by providing tours of headquarters, or regional n'M'lr.cIC 

when they are or near the location for Board meetings. 

I~ctivity 
It A report of these visits will be part of the 

Staff Priority 

Executive rectors/Enforcement Chiefs' 2011 Executive C 

will arra Begin 

Director 

Division 
appropriate. a tour of 2012 Chiefs 
district offices in areas outside of Sacramento, 
and a tour of headquarters when in 
Sacram~l"lto) 

~------------------------~----------------~----~ 

M 

M 


C 



from our users aboutObjective 5.8 Establish a method of obtaining 

2012 

Staff PriorityActivity Date* 
Winter 

might be improved 
• 	 Continue Complaint survey/ evaluate how it 

TBD B 
Ongoing 
20 

Spring 


physicians about the application/licensing 

• blish a survey for newly licensed 

TBD2012 B 

• 	 blish a survey on the website on other 

a including the usefulness of the website 
 TBD B 

• 	 Provide an annual report to the Board on the 

results at the time of the Annual report. 
 TBD B 

Ongoing 
* and completion dates of this are dependent upon the hiring 
and training of a new Information Officer. 

1 



Goal 6: Access to Care, Workforce, and Public Health: Understanding the 
implications of Health Care Reform and evaluating how it may impact access 
to care and issues surrounding healthcare delivery, as well as promoting public 
health, as appropriate to the Board's mission in exercising its licensing, 

disciplinary and regulatory functions. 

Objective 6.1 Educate the Board on the new healthcare reform law and how it may 

impact physicians' practice, workforce (possible shortages), and utilization of allied 

healthcare professionals. 

Activity Date Staff Priority 

• Invite appropriate speakers to address the 
Board about the nev.' healtAcare 2011 TBD D 

+awiml2lemenation of the Affordable Care Act Ongoing 

in the State, and how it will impact care 
deliver~ in California. 

• Ask appropriate associations to share their 
view of the changing practice environment Summer TBD D 
due to healthcare reform {California Medical 2012 
Association, California Hospital Association, 

California Association of Ph~sician GroUI2SI 
etc.} 

• Direct the Access to Care Committee to study 
the impact of healthcare reform and identify 
areas in which the Board can help, such as ~ TBD D 
addressing shortages through telemedicine, if Sl2ring 
appropriate, or publicizing programs to help 2013~ 

those in underserved populations, etc. 

• Take appropriate action based on the Winter 

remedies identified by the committee. 2013 TBD D 

If") 

M 
(l) 

b.O 
C1l 

0.. 
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Objective 6.2 In general, identify issues and areas in which the Board may assist in 

promoting better public health. 

Activity Date* Staff Priority 

nd the scope of the 
mittee to include issues relati 

promoting public health. The 
available to study and identify 

by the Board, 
a 

re 
2012 TBD 

will Ongoing 

.. consumers and licensees on public 
Ith issues. 

D 

Key to priority: 

A. 	 Mission critical 

Secondary to mission critical 

to mission critical 

D. Non-mission critical, but important consumer protection. 

Non-mission critical, but deemed by as important to consumer 

protection or physician practice 
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