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9:00 a.m. – 3:00 p.m. 

(or until the conclusion of Business) 
 

ORDER OF ITEMS IS SUBJECT TO CHANGE. 
 

 
 

Action may be taken  
on any item listed  

on the agenda. 
 
 

While the Board intends to 
webcast this meeting, it may 
not be possible to webcast 

the entire open meeting due 
to limitations on resources. 

 

 
Thursday, April 25th 
 
1. 3:00 p.m.  Call to Order/Roll Call 
 
2. Public Comments on Items not on the Agenda 

Note:  The Board may not discuss or take action on any matter raised during this public comment section, 
except to decide whether to place the matter on the agenda of a future meeting.  [Government Code sections 
11125, 11125.7 (a)] 

 
3. Approval of Minutes from the January 31 – February 1, 2013 Meeting 
 
4. Presentations by Approved Accreditation Agencies (pursuant to the relevant sections of the Business and 

Professions Code and Health and Safety Code section 1248) – Mr. Worden and Mr. Heppler 
A. Accreditation Association for Ambulatory Health Care (AAAHC) 
B. American Association for Accreditation of Ambulatory Surgery Facilities Inc. (AAAASF) 
C. Institute for Medical Quality (IMQ) 
D. The Joint Commission 
 

5. CLOSED SESSION (5:15 p.m.) 
Pursuant to section 11126(e)(1) of the Government Code, the Board will meet in closed session to confer with 
its counsel regarding the following litigation: 
WALKER v. ZELIG, CASE # No. 1 CA-CV 12-0395 – Yuma County Superior Court; Case No. 
S1400CV201100655 
 

 
RECESS 
 
Friday, April 26, 2013 

 
6. 9:00 a.m. Call to Order/Roll Call 

http://www.mbc.ca.gov/
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7. Public Comments on Items not on the Agenda 
Note:  The Board may not discuss or take action on any matter raised during this public comment section, 
except to decide whether to place the matter on the agenda of a future meeting.  [Government Code sections 
11125, 11125.7(a)] 

 
8. Consideration of Revised Regulatory Language for CCR, Title 16, Division 13, Chapter 2, Article 1, Section 

1355.45 – Physician Incarceration and Inactive License; Notice to Medical Board – Mr. Heppler 
 

9. Enforcement Process Overview: Role/Responsibilities of Physicians in the Enforcement Process – Ms. Cady, 
Ms. Sweet, Ms. Castro and Mr. Heppler 
 

10. Update on Activities of the Board of Pharmacy – Ms. Herold 
 

11. Update on Joint Forum to Promote Appropriate Prescribing and Dispensing – Ms. Whitney and Ms. Herold 
 

12. Update on Executive Committee;  Consideration of Committee Recommendations – Dr. Levine 
 
13. Legislation/Regulations – Ms. Simoes 

A. 2013 Legislation 
B. Status of  Regulatory Action 

 
14. Board Member Communications with Interested Parties – Dr. Levine 

 
15. President’s Report – Dr. Levine 

 
16. Executive Director’s Report – Ms. Whitney 

A.  Update on Staffing and Administration 
B.  Budget Overview – Ms. Kirchmeyer 
C.  BreEZe Update – Ms. Kirchmeyer 
D.  2014 Board Meeting Dates 

 
17. Discussion and Consideration of Teleconferencing of Medical Board Meetings – Ms. Kirchmeyer and Ms. 

Dobbs 
 

18. Licensing Chief’s Report – Mr. Worden 
A. Staffing 
B. Program Statistics 
C. Status of International Medical School Program 
D. Status of Free Health Care Event Program 

 
19. Special Faculty Permit Committee Recommendation; Approval of Applicant – Dr. Low 

 
20. Update on Midwifery Advisory Council – Ms. Sparrevohn 
 
21. Update on Outpatient Surgery Centers Program – Mr. Worden and Ms. Threadgill 
 
22. Enforcement Chief’s Report – Ms. Threadgill 

A. Approval of Orders Following Completion of Probation and Orders for License Surrender During 
Probation 

B. Expert Utilization Report 
C. Enforcement Program Update 
D. Program Statistics 

http://www.mbc.ca.gov/
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23. Vertical Enforcement Program Report – Ms. Castro  
A. Program Update 
B. HQE Organization and Staffing 

 
24. Report on History of Business and Profession Code section 2220.7 (Gag Clause) – Ms. Whitney and Ms. 

Threadgill 
 

25. Update on Enforcement Committee; Consideration of Committee Recommendations – Dr. Low 
 
26. Update on Education Committee – Ms. Yaroslavsky 
 
27. Update on Health Professions Education Foundation – Ms. Yaroslavsky and Dr. Diego 
 
28. Update on Federation of State Medical Boards – Dr. Levine and Ms. Whitney 

 
29. Update on Physician Assistant Board – Mr. Schunke 

 
30. Update on Licensing Outreach/Education Program – Mr. Schunke 

 
31. Agenda Items for July 18-19, 2013 Meeting in the Sacramento Area 
 
32. Adjournment 

 
 

 
 
  

 
 
 

 

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

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

For additional information, call (916) 263-2389. 

 

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

or lisa.toof@mbc.ca.gov or send a written request to Lisa Toof.  Providing your request at least five (5) business days before the 
meeting will help ensure availability of the requested accommodation. 

The mission of the Medical Board of California is to protect healthcare consumers through the proper licensing and regulation of physicians and 
surgeons and certain allied healthcare professions and through the vigorous, objective enforcement of the Medical Practice Act, and to promote 

access to quality medical care through the Board’s licensing and regulatory functions. 
 

http://www.mbc.ca.gov/
mailto:lisa.toof@mbc.ca.gov
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Embassy Suites 
San Francisco Airport 

Mendocino & Burlingame Rooms 
150 Anza Blvd. 

Burlingame, CA  94010 
 

Thursday, January 31, 2013 
 

DRAFT MEETING MINUTES 
 
Due to timing for invited guests to provide their presentations, the agenda items below are 
listed in the order they were presented. 
 
Agenda Item 1  Call to Order/Roll Call 
 
Dr. Levine, M.D. called the meeting of the Medical Board of California (Board) to order on 
January 31, 2013 at 3:55 pm.  A quorum was present and due notice was provided to all 
interested parties. 
 
Members Present:  
Sharon Levine, M.D., President 
Barbara Yaroslavsky 
David Serrano Sewell, J.D. 
Denise Pines 
Dev GnanaDev, M.D. 
Janet Salomonson, M.D. 
Michael Bishop, M.D. 
Reginald Low, M.D. 
Silvia Diego, M.D. 
 
Members Absent: 
Gerrie Schipske, R.N.P., J.D 
 
Staff Present:  
Susan Cady, Enforcement Manager 
Dianne Dobbs, Department of Consumer Affairs, Legal Counsel 
Tim Einer, Administrative Assistant II 
Kurt Heppler, Staff Counsel 
Kimberly Kirchmeyer, Deputy Director 
Natalie Lowe, Licensing Manager  
Armando Melendez, Business Services Analyst 
Regina Rao, Business Services Analyst  
Vic Sandoval, Investigator 
Kevin Schunke, Licensing Outreach Manager 
Jennifer Simoes, Chief of Legislation 
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Renee Threadgill, Chief of Enforcement 
Lisa Toof, Administrative Assistant II 
See Vang, Business Services Analyst 
Linda Whitney, Executive Director 
Curt Worden, Chief of Licensing 
 
Members of the Audience: 
Teresa Anderson, California Academy of Physician Assistants 
G.V. Ayers, Consultant, Senate Business, Professions, and Economic Development Committee 
Yvonne Choong, California Medical Association  
Zennie Coughlin, Kaiser Permanente  
Frank Cuny, California Citizens for Health Freedom 
Julie D'Angelo Fellmeth, Center for Public Interest Law  
Hank Dempsey, Chief Consultant, Assembly Business, Professions, and Consumer Protection    

Committee 
Karen Ehrlich, L.M., Midwifery Advisory Council 
Jack French, Consumers Union Safe Patient Project 
Faith Gibson, Midwifery Advisory Council 
Carol Godstein 
Terry Jones, Supervising Deputy Attorney General  
Tina Minasian, Consumers Union Safe Patient Project  
Dr. William Norcross, M.D., UCSD, PACE Program 
Dr. William Perry, M.D., UCSD, PACE Program 
Loren Reed, Department of Consumer Affairs, Public Affairs Office 
Robert Rowan, California Citizens for Health Freedom 
Carrie Sparrevohn, Midwifery Advisory Council  
Diana Taylor, University of California, San Francisco 
 
 
Agenda Item 2 Public Comments on Items not on the Agenda 
 
Yvonne Choong, California Medical Association (CMA), spoke about an issue raised at the 
Enforcement Committee meeting related to the Medical Board of California’s (Board) 
enforcement of physicians conducting utilization review that does not meet the standard of 
care.  This item was approved to be added to the Enforcement Committees for a future meeting 
agenda.  CMA agrees with the Board’s previous position that utilization review does constitute 
the practice of medicine primarily because these decisions directly impact the treatment 
received within the professional sphere of physicians.  She also requested that the Board place 
this item on the agenda for a future full Board meeting to clarify the Board’s jurisdiction over 
violations related to utilization review and how the Board can better allocate resources to 
provide oversight to utilization review and to consider legislative or regulatory changes that 
can improve the Board’s enforcement authority in this area.   
 
Agenda Item 3   Designation of the Decision In the Matter of the Accusation Against 

Edward Spencer, (Case #12-210205496) as a Presidential Decision.  
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Ms. Dobbs presented the case to the Board.  An accusation against Dr. Spencer went to 
Administrative hearing.  The Board adopted the Administrative Law Judge’s decision stating 
the relevant facts in this case are: 1) the Board filed a petition to order a psychiatric evaluation 
for respondent;  2) The petition alleged that respondent’s ability to safely practice medicine 
was impaired due to mental illness; 3)  The Boards documents included an 805 report that was 
received from respondent’s employer; 4) The respondent was not provided a copy of the 
petition and was not offered an opportunity to present argument in opposition of the decision; 
5)  In the Administrative Hearing, it was raised, that the respondent did not make himself 
available to be interviewed by the Board’s Investigators and did not comply with order for 
evaluation. 

 
At the hearing the issue was raised that the entire petition process was unconstitutional as it 
did not offer respondent opportunity to see materials that were presented and an opportunity to 
object to it.  This case can be adopted as a  Presidential Decision because the Administrative 
Law Judge highlighted in the decision why 820 does not require the documents to be provided 
to the respondent ahead of time and why not allowing respondent to participate in the process 
at that stage of the case was not a violation of their constitutional rights. Ms. Dobbs explained 
that this decision would provide guidance to all involved in similar cases.  Ms. Dobbs then 
introduced the Deputy Attorney General, Jane Zack Simon, who was assigned to the Spencer 
Case. 

 
Ms. Simon expressed why this case would be good to adopt as a presidential decision.  It 
makes clear several important points:  1) Failure to comply with a Board order is in and/of 
itself unprofessional conduct and cause for disciplinary action under Business and Profession 
Code 2224;  2)  The provisions routinely put in orders requiring licensees to be evaluated as 
ordered, but also to cooperate and provide the evaluator any information or records that the 
evaluator deems necessary to conduct a thorough investigation;  3)  The Board is not required 
to provide the licensee the investigation and they are not entitled to the petition that goes to 
Board Members to determine whether they have reason to order an evaluation.  These 
reinforce the confidentiality nature of the investigation and help avoid any compromise to the 
investigation during the investigative stage.  Ms. Dobbs requested the Board to designate 
certain sections of that decision to include factual finding #1, 2, 5, 6 and 7 and the legal 
conclusions 1 – 5.   Ms. Dobbs asked for a motion to make these the Presidential Decision. 

 
Ms. Yaroslavsky made a motion to make this a Presidential Decision; s/Ms. Salomonson. 
Motion Carried. 
 
Ms. Yaroslavsky asked if there was a way to put a stop practice on a licensee for a certain 
number of days if evaluation was not completed as ordered.  Ms. Simon stated there would 
have to be a statue change for that to be an option.  Dr. Low requested a discussion on setting 
a time line for a plan to work on possibly changing the current statute. Ms. Yaroslavsky 
requested a three month update as to how many cases have been affected by accepting this as a 
precedential decision.  
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Agenda Item 4       Presentation on the Aging Physician – Dr. Perry & Dr, Norcross 
 
Dr. Levine introduced Dr. Perry and Dr. Norcross who have worked with the PACE program 
since 1996 when it began.  Dr. Perry is a neurologist and has done many neurological 
psychological exams on aging physicians.  He spoke about and provided a power point 
presentation on different aspects of assessing the aging physician.  His topics included: 1) The 
aging physician population; 2) concerns of the aging physician; 3) report that states that three 
to five percent of the aging physician have some type of an impairment; 4) how the aging brain 
works and reacts to changes in cognitive processing and their impact on medical practice; 5) 
the goals of a Neuropsychological/Fitness for duty evaluation, and, 6) impairment vs. cognitive 
weakness. 
 

   Public Comment was received for this agenda item. 
 
Carol Godstein asked Dr. Norcross to explain why the suicide for female physicians is higher 
than that of male physicians and asked if anyone is working on that issue.  
 
Dr. Norcross responded that it is believed that depression is a factor, but that truly no one 
knows why the suicide rate is so high in women physicians.     
 
Darryl Hopkins, physician at Stanford, stated his institution has been looking at the aging 
physician from the perspective of screening.  Screening is the approach to look at the risk of 
the whole population or a subset of the population and then supply a screening test to that 
group to see if there is any problem.  If something is found, then it can be investigated further. 
 
Agenda Item 5  Licensing Committee Report 
 
Dr. Salomonson gave an update on the Licensing Committee meeting held on January 31, 
2013. The Licensing Committee discussed a new issue that has been brought to the Board’s 
attention. The Accreditation Council Graduate for Medical Education (ACGME) now has an 
international branch as does the Royal College of Canada International (RCCI). The Board has 
a pathway for recognizing international medical schools but have always required post 
graduate education to be either ACGME or RCCI.  It is an evolving area and the Board is 
asking licensing staff to keep it apprised.  The other issue is regarding the merging of the 
Osteopathic Association post graduate training (AOA) and the ACGME.  The Board’s statutes 
do not accommodate this because of the wording of the statute, thus a change is needed to 
accommodate this is to add “hospitals that are accredited by the American Osteopathic 
Association” to Section 2089.5 of the Business and Procedures Code.   Dr. Diego 
recommended that the name be changed to The Joint Commission or by any entity CMS deems 
appropriate. 
 
Ms. Whitney asked that the staff be asked to research any other items that may need to go into 
that revision of that particular statute to ensure that the complete issue has been addressed. 
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Dr. Salomonson agreed.  Mr. Worden explained that this will be included in the Sunset process 
and the language has to be open to include future entities.  Dr. Salomonson requested a motion 
for a change in the wording of statute Section 2089.5 of the Business and Procedures code. 
 
Dr. Levin made a motion for the change in wording; s/Yaroslavsky; motion passed 
unanimously. 
 
Agenda Item 6  Enforcement Committee Report 
 
Dr. Low gave an update on the Enforcement Committee held on January 31, 2013. Dr. Low 
reported that an upcoming expert training program will be held on Saturday, February 9, 2013 
at UC Irvine.  Another one is planned in San Diego sometime in the summer or fall.  Dr. Low 
stated that there has been significant progress in the Central Complaint Unit in case processing 
time.  The processing time has been reduced by 20 days since the July meeting.   
 
The Board has contracted with a transcription service to assist the consultants in the report 
writing to help in expediting the process. 
   
The Enforcement Committee discussed Senate Bill 1441, which calls for uniform standards for 
the DCA licensees who are identified as substance abusers.  There were 16 areas that had to be 
addressed and some of those were determined by staff to not be applicable because the Board 
does not have a diversion program.  It was pointed out that the Board may not be in complete 
compliance and the issue will be put as an agenda item for the next meeting. 
 
Public comment was received for this agenda item. 
 
Tina Manasian urged the Board to come into full compliance with SB 1441 as soon as possible.   
 
Agenda item 11  Closed Session 
 
Dr. Levine asked for a motion to recess into closed session: Ms. Yaroslavsky moved; s/Diego. 
 
The open meeting ended at 5:40 pm and went into closed session. 
 
Closed session adjourned at 6:05 pm. 
 
**************************************************************************** 
Dr. Levine, M.D. called the meeting of the Medical Board of California (Board) to order on 
February 1, 2013 at 9:08 am.  A quorum was present and due notice was provided to all 
interested parties. 
 
Members Present:  
Sharon Levine, M.D., President 
Barbara Yaroslavsky 
David Serrano Sewell, J.D. 
Denise Pines 
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Dev GnanaDev, M.D. 
Janet Salomonson, M.D. 
Michael Bishop, M.D. 
Reginald Low, M.D. 
Silvia Diego, M.D. 
 
Members Absent: 
Gerrie Schipske, R.N.P., J.D 
 
Staff Present:  
Susan Cady, Enforcement Manager 
Dianne Dobbs, Department of Consumer Affairs, Legal Counsel 
Tim Einer, Administrative Assistant II 
Kurt Heppler, Staff Counsel 
Kimberly Kirchmeyer, Deputy Director 
Natalie Lowe, Licensing Manager  
Armando Melendez, Business Services Analyst 
Regina Rao, Business Services Analyst  
Vic Sandoval, Investigator 
Kevin Schunke, Licensing Outreach Manager 
Jennifer Simoes, Chief of Legislation 
Renee Threadgill, Chief of Enforcement 
Lisa Toof, Administrative Assistant II 
See Vang, Business Services Analyst 
Linda Whitney, Executive Director 
Curt Worden, Chief of Licensing 
 
Members of the Audience: 
G.V. Ayers, Consultant, Senate Business, Professions, and Economic Development Committee 
Carol Godstein 
Carrie Sparrevohn, Midwifery Advisory Council 
Diana Taylor, University of California, San Francisco 
Faith Gibson, Midwifery Advisory Council 
Frank Cuny, California Citizens for Health Freedom 
Hank Dempsey, Chief Consultant, Assembly Business, Professions, and Consumer Protection    

Committee 
Jack French, Consumers Union Safe Patient Project 
Julie D'Angelo Fellmeth, Center for Public Interest Law  
Karen Ehrlich, L.M., Midwifery Advisory Council 
Loren Reed, Department of Consumer Affairs, Public Affairs Office 
Phyllida Burlingame, American Civil Liberties Union of California 
Robert Rowan, California Citizens for Health Freedom 
Teresa Anderson, California Academy of Physician Assistants 
Terry Jones, Supervising Deputy Attorney General 
Tina Minasian, Consumers Union Safe Patient Project  
Yvonne Choong, California Medical Association  
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Zennie Coughlin, Kaiser Permanente  
 
 
 
 
Agenda Item 12 Call to Order/Roll Call 
 
Dr. Levine, M.D. called the meeting of the Medical Board of California (Board) to order on 
February 1, 2013 at 9:08 am.  A quorum was present and due notice was provided to all 
interested parties. 
 
Agenda Item 13 Public Comments on Items not on the Agenda 
 
Dr. Barnett provided a power point presentation in regards to a reprimand against him related 
to the gag clause law. He requested a full review by the Board,  a written report of the findings 
and remediation to the full extent possible.  Dr. Levine requested that this issue be put on a 
future agenda for full discussion. 
 
Agenda Item 14  Approval on Minutes from the October 25-26, 2013 Meeting 
 
Dr. Levine asked for a vote to approve the minutes; approved unanimously. 
  
Agenda Item 15       Update on Activities of the Board of Pharmacy  
 
Ms. Herold stated the Board of Pharmacy is working on Implementation California; a system to 
secure the drug supply chain, so that counterfeit, adulterated drugs do not end up reaching 
patients.  It tracks product from the manufacturer through every change of ownership down the 
chain to the pharmacy, or to the practitioner level.  This process will make it so that a drug will 
not be able to be sold in California after July 2017 unless it has been tracked all the way 
through the process. 
 
At the recent Pharmacy Board meeting DEA’s proposed guidelines for the drug take back 
program were reviewed.  There are three different ways for the public to get rid of controlled 
substances that they no longer want or need. One is to mail them back to a reverse distributor, 
community take back events, and also through pharmacies.  None of these are required, they 
are all voluntary and there is a cost, since the cost of disposing of the drugs is expensive.  
 
The Board of Pharmacy sponsored a bill that will impact ambulatory surgery clinics that took 
effect in January, 2013.  It will allow groups of physicians to apply to the Pharmacy Board for 
a co-mingle drug permit, which means the clinic can have a single stock of medication from 
which they can work. Without this bill being in place, physicians were unable to have a large 
stock of drugs.  This bill will allow a co-mingle drug stock through a permit with the Board.   
 
Agenda Item 16 Update on Joint Forum to Promote Appropriate Prescribing and 

Dispensing 
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Ms. Whitney gave a brief update on the number of people registered for the forum and stated 
there is a long waiting list.  There will be Board Members from both the Pharmacy Board and 
the Medical Board attending.  There are several speakers scheduled to discuss promoting 
appropriate prescribing and dispensing. 
 
Agenda item 17  Presentation and Consideration of the Organ Donor License Plate 

Sponsorship  
 
Ms. Zettel, CEO of Donate Life California, gave a presentation on the basics of organ and 
tissue donation and how these donations can save lives and improve the lives of others.  She 
asked that the Board be an official honorary state sponsor as they work to establish a 
specialized license plate to increase awareness and raise money for organ and tissue donation, 
education and outreach.  They are not asking for the Board to sponsor monetarily, but to have 
a link on the Board’s web site homepage to promote the license plate campaign and 
information on organ and tissue donation.   
 
Public Comment was received on this agenda item; 
 
Ms. Godstein commented that she recently renewed her drivers’ license and found that the new 
license did not have the pink dot showing that she is an organ donor and is concerned that her 
wishes will not be carried out.  It was explained to her that the DMV requires that an 
individual check the “donate” box each time he/she renews a license to get the pink dot and 
that the lack of the dot does not mean that she is not listed in the electronic registry.  Dr. 
Levine asked for a motion to accept the Board becoming an official state sponsor. 
 
Dr. Salomonson made a motion for the Board to become a state sponsor; s/Dr. Gnanadev.  
Motion Carried. 
 
Agenda Item 7 Executive Committee Update: Consideration of Committee 

Recommendations  
 
Dr. Levine provided an update on the Executive Committee meeting held on January 31, 2013.  
The Executive Committee reviewed the Board Member Administrative Procedure Manual and 
asked staff to make some additions to the manual.  One addition being a section that explains 
in more detail what the Board Members duties and responsibilities are.  The Committee asked 
staff to work on and bring back recommendations to the Board for discussion at the next 
committee meeting on; 1) rolls of Members when responding to the media; 2) Members 
meeting with the public and interested parties; and 3) options on the best way for the public 
who are not in attendance of the meeting to provide written comments to the Board.   
 
Public comment was received on this agenda item; 
 
Jack French, Consumer’s Union requested that the Board meeting minutes be posted within 
one week following the Board meeting so the public would have time to review them in a 
timely manner.  He also requested that the Board post on its Web site the meeting itself as soon 
as possible following the meeting.  He would also like the public to be able to submit requested 
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agenda items to the Executive Director and/or Board President up to 30 days prior to the 
scheduled meeting date.  If the Board decides not to allow the requested item on the agenda, 
that the requestor be notified and that the denial of such be read into the Board meeting 
minutes at the following meeting. 
 
 
Agenda Item 8 Update on Health Professions Education Foundation  
 
Ms. Yaroslavsky and Dr. Diego gave a brief update stating the Foundation is doing well 
especially with the Steven Thompson loan repayment program.  The foundation awarded over 
four million dollars in loan repayments with the help of matching funds.  In the year 2011 there 
were 185 applicants and the foundation was able to award approximately 75 loan repayments.  
Ms. Yaroslavsky thanked the Board as well as the federal government for extra funding that 
was disseminated. 
 
Agenda Item 9 Physician Assistant Board Update  
 
Mr. Schunke gave an update from the Physician Assistant Board (PAB).  The Physician 
Assistants committee has transitioned and is now a fully authorized Board under the 
Department of Consumer Affairs (DCA).  They have almost 9000 licensed physician assistants 
(PA) in California.  There were two regulation packages to be brought to the Board’s attention.  
The regulation on preceptors in PA training programs has been approved by the Office of 
Administrative Law and becomes effective April 1, 2013.  The second rulemaking is the 
sponsored free health care events.  The hearing was held the last week of October, 2012 and 
the regulations are being finalized.  The next PAB meeting is scheduled for February 11, 2013.  
The Executive Officer of the PAB retired in December and one of its current staff members, 
Glenn Mitchell, was promoted and is now serving as the new Executive Officer of the PAB. 

 
Agenda Item 10 Update of Licensing Outreach/Education Program 
 
Mr. Schunke reported that travel for the outreach program has been approved for 2013.  Outreach has 
already begun to teaching hospitals throughout California and outreach has been scheduled for much 
of the year starting in February through November.  The 2013 matrix has begun with the teaching 
hospitals which asks them to let the Board know residents who need a license by July of this year. 

 
Agenda Item 18  Update on Legislation  

 
A. 2013 Legislation 

 
Ms. Simoes reported that there are 40 newly elected members of the Legislature and meetings will 
be set up with each of them in the month of February.  In addition 12 of the 13 members of the 
Assembly Business and Professions Committee are new.  Meetings will be scheduled with them as 
well.  Ms. Simoes reported several important legislative deadlines.  The Governor released a 
proclamation that calls for the legislature to hold an extraordinary session for purposes of 
implementation of the affordable care act of California, this session commenced on Monday, 
January 28, 2013. 
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There are two bills that need a position taken on them. SB 62 (Price) would require a coroner to report 
deaths, that may be the result of prescription drug use, to the Board, the Osteopathic Medical Board, 
the Podiatric Board of Medicine, the Physician Assistant Board, and the Board of Pharmacy.  Staff 
recommends that the Board take a “support”, if amended position, narrowing it to schedule II and 
schedule III drugs. Ms. Simoes asked for a motion. 
 
Ms. Yaroslavsky made a motion for the Board to take a “support”, if amended position on this bill: 
s/Ms. Levine; motion carried.  
 
GV Ayers, Senate Business and Professions Committee Consultant, spoke briefly on what the 
Legislature is doing to pursue the SB62 bill by talking with coroners, etc.  He will take the Board’s 
recommendations back to the legislature and will take them into consideration. 
 
Public Comment was received on this agenda item; 
 
Yvonne Choong, California Medical Association, stated her concerns about the current language in the 
bill as well as the issue of overburdening coroners.  
 
Ms. Simoes discussed SCR8 (DeSaulnier.)  This concurrent resolution would proclaim the month of 
March, each year, as Prescription Drug Abuse Awareness Month and would encourage all citizens to 
participate in prevention programs and activities.  
 
Ms. Yaroslavsky made a motion to take a “support” position on this Concurrent Resolution; 
s/Bishop; motion carried. 
 
Maria Garcia spoke on behalf of California State Assembly Member Ben Wesoe in regards to the 
proposal of a bill not yet established to provide access to safe alternative treatments to cancer in 
California. 
 
Frank Cuny and Robert Rowan spoke on their support for this bill that would provide access to safe 
alternative treatments to cancer and the patient’s right to choose. 
 
Diana Taylor, professor of nursing at University of CA San Francisco spoke on clarification of the bill 
related to midwives performing first trimester aspiration abortions.  They have two recent reports of 
findings that were recently published in national peer review journals. The first one is in this month’s 
issue of the American Journal of Public Health and the second will be in next month’s issue of the 
American Journal of Medical Quality. 
 
Phyllida Burlingame, American Civil Liberties Union of CA spoke on AB154 (Atkins).  This bill has 
six organizational sponsors. The Author has been working with these organizations to create actual 
language for the bill. The purpose of the bill is to increase woman’s access to early abortion care in 
California by authorizing advanced practice clinicians, nurse practitioners, certified nurse midwives, 
and physician assistants to provide early aspiration abortion care within the scopes of their licenses. 
 
B. Status of Regulatory Action 
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Ms. Simoes pointed out the regulatory matrix and asked if there were any questions. 
 
Agenda Item 23 BreEZe Update  
 
Ms. Kirchmeyer introduced Mr. Rutschmann who is from DCA and the project manager of the BreEZe 
project.  Mr. Rutschmann gave a detailed presentation on how the BreEZe project.  
 
Public Comment was received for this agenda item. 
 
Julie D’Angelo Fellmeth, Center for Public Interest Law expressed her concerns about whether the 
BreEZe system would interface with the Attorney Generals’ office.  Ms. Kirchmeyer stated the system 
has the functionality, but the Attorney General’s office has to allow that interaction. 
 

           Agenda Item 19 Board Member Communications with Interested Parties   
 

Dr. Levine requested that Mr. Heppler explain in more detail what interested party communication 
means.  Mr. Heppler stated that interested party communication means a meeting that entails discussing 
something that falls within the jurisdiction of the Board. 
 
Dr. Levine called a recess for lunch at 11:40 am. 
 
Meeting reconvened at 12:15 pm 
 
Agenda Item 20 President’s Report  
 
Dr. Levine reported that Ms. Yaroslavsky, Ms. Whitney and she attended a meeting with the State and 
Consumer Services Agency (SCSA) and the Governor’s Office Staff to discuss the Board’s 
enforcement program and issues related to appropriate prescribing.  Dr. Levine described the intent, of 
the upcoming joint forum on prescription drugs and what the Board can do to try and address the 
epidemic of opioid death.   

 
Dr. Levine stated that at the last Board Meeting she was mentioned she was scheduled to attend two 
separate meetings looking at undergraduate and graduate medical education.   Specifically whether or 
not we would need to look at a statutory change.  As statute is currently written, it conforms to current 
practice of four years of undergraduate education, four years of medical school with the growing cost of 
medical education, there are schools around the country looking to see if curriculum changes could 
compress the total time of undergraduate and medical school educate without the sacrifice of quality of 
medical education and the preparedness of graduates to come out of those programs.  There are not any 
answers at the moment and that there will be pilot efforts.  The Board should follow this with interest. 
 
Dr. Levine and Ms. Whitney attended a meeting sponsored by the Federation of State Medical Board 
(FSMB) that focused on the national licensure and whether the time is right for some kind of federal 
licensure.  She reported that none of the people at the meeting from a state perspective felt there was a 
need for federal licensure.  There was an interest in signing contracts between states under what 
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conditions a physician licensed in one state can care for patients in other states, particularly around 
border states and physicians who may have patients come from state border towns. 
 
Agenda Item 25 Review and Consideration of Request for Recognition; Medical University 

of Warsaw – English Language Program   
 
Mr. Worden reported that the University of Warsaw had requested recognition by the Board for their 
English Language Program.  The Board has already recognized the University of Warsaw for their 
Polish Language Program. Mr. Worden gave a brief detailed background and history of the school and 
then introduced Dr. Silva who gave a detailed evaluation of how this school meets the criteria for 
recognition. 
 
Ms. Yaroslavsky made a motion to the Board to recognize this school; s/Levine. Motion carried. 
 
Agenda Item 21 Update of Federation of State Medical Boards  
 

 Ms. Whitney reported that the Federation of State Medical Boards (FSMB) sent out a draft white paper  
policy brief regarding licensing models to facilitate the multi-state practice of medicine meeting they 
held.  Comments were provided to the FSMB and as it develops its final position paper, it will be 
shared with the state Boards for the April FSMB meeting.  Ms. Whitney continues to serve on the 
committee that is developing model data sets for state Boards to track work force data. 
 
The committee will survey all state Boards in the near future to determine who collects what data, and 
is looking at cost to implement such a system for states that do not collect that data. This information 
will be presented at the April FSMB meeting.   
 
Ms. Whitney reported that the executive staff participated in a round table conference regarding the 
Federal Trade Commission activity around the scope of practice issue.  As updates are available, they 
will be presented to the Board. 
 
Agenda Item 22 Executive Director’s Report  

               
A. Update of Staffing and Administration 

 
Ms. Whitney recognized and thanked Tim Einer for his excellent work with the Medical Board as 
he is leaving the Board.  Ms. Whitney announced Mr. Einer’s replacement as Lisa Toof who came 
from the High Speed Rail where she supported the CEO and Board Members. 

 
Ms. Simoes has been acting as the Board’s public information officer and hopes to have that 
vacant position filled by the end of February.  Mr. Heppler has moved to a position at DCA and the 
Board is in the process of backfilling his position.  Approval for his position is pending.  Monthly 
update meetings have been set up with the DCA’s Director’s Office to keep them informed of 
emerging policy issues related to the Board and medicine. Executive staff is participating in 
weekly calls with DCA related to the launch of the BreEZe program.  Ms. Whitney and Ms. 
Kirchmeyer attended the quarterly executive officer meeting in November, 2012.  Issues at this 
meeting included pension reform and the impact on current and future employees.  Another topic 
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was the Franchise Tax Board top 100 delinquent tax payers and how the DCA is implementing that 
legislation for the Board because some individuals might be suspended.  The BreEZe project and 
its upcoming launch date was discussed.  The next meeting is scheduled for March, 2013.   

 
Ms. Whitney and Ms. Threadgill met twice with the SCSA in regards to enforcement issues related 
to ISO’s, excessive prescribing, vehicles and staffing.  These meetings were in addition to the 
meeting that Dr. Levine attended and mentioned earlier.  Mr. Terry Jones was named acting Sr. 
Assistant Attorney General upon the retirement of Carlos Ramirez in December 2012.  Ms. 
Whitney continues her bi-weekly calls with Mr. Jones to discuss cases, processes and issues that 
have come up within the past two weeks.  

 
Dr. Levine announced that International Association of Medical Regulatory Authorities, which is 
the sister agency of the FSMB has asked Ms. Whitney to assist them in identifying physicians for a 
newly formed international academy for Continuing Medical Education and Consumer 
Professional Development accreditation. 

  
B. Budget Overview 

 
Ms. Kirchmeyer reported on staffing issues currently taking place at the Board.  The Board is in 
the process of hiring seasonal employees and permanent intermittent staff to replace the loss of the 
student assistants and retired annuitants.  The Board is recruiting for the Consumer Protection 
Enforcement Initiative position which is still going through the process at DCA. 

 
Ms. Kirchmeyer announced that the April, 2013 Board meeting will be held at the Hilton at LAX. 
Staff is working on securing the Marriott in Sacramento for the July, 2013 meeting.  

 
Staff is working with the University of California, San Francisco on a survey regarding electronic 
health records that will be sent to all licensees who renew in June and July of this year.  This will 
be the second survey that has been sent out on electronic health records.  Once information is 
gathered, a presentation will be made to the Board with the findings. 

 
Ms. Kirchmeyer reported on budget issues.  The Board’s fund reserve at the end of the fiscal year 
is projected to be 4.3 months.  The Board has one augmentation request moving forward and that is 
for the BreEZe system.  Per this projection, the Board will be very close to its mandated 2-4 
months reserve at the end of this year and within mandate next fiscal year, therefore it is not 
prudent at this time to consider any reduction in licensing fees at this time as previously 
recommended by the Bureau of State Audits.  The Board’s spending is currently in line with its 
budget. 
 
Mr. Kirchmeyer announced that the Board received a letter from the Reserve Officer Training 
Corp. program in Ramona, CA.   The letter thanked the Board for its donation of computers to its 
cyber warfare team.  Due to the Board receiving new computers, the old computers were donated 
to a high school ROTC program. 

 
 Agenda Item 24 Licensing Chief’s Report  
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A. Staffing 
 

 Mr. Worden thanked the licensing staff for doing an outstanding job these past several months.   
He then gave a brief report on staffing stating that there are only three vacancies.  Staff is working on 
interviewing and hiring permanent intermittent positions to replace the student assistants and retired 
annuitants that were no longer able to work. 
 
B. Program Statistics 

 
Mr. Worden discussed the licensing program statistic.  The licensing staff answered 20,578 phone 
calls and the Board received 1,715 new physician and surgeon applications for the quarter.  The 
Board completed initial review on 1,791 applications and there were 1,264 new licenses issued.  
The Board is meeting the strategic plan goal.   

 
C. Status of International Medical School Programs 

 
Mr. Worden gave a brief update on status of the International Medical School Program stating that 
the Board has a list of schools that are currently being reviewed and these schools are on the list 
because they have applicants who have attended those schools or the Board has self-assessment 
from those schools. There are 98 international schools in pending status, 9 self-assessment reports 
which must have a medical consultant review.  The Board has been able to recognize 33 
international medical schools in the quarter that met the definitions of 1314.(A)(1). 

 
D. Status of Free Health Care Event Program 

 
Mr. Worden gave an update of the Free Health Care Event Program.  The Board is the first Board 
to pass regulations for this program.  The Board is ready to start accepting applications.  It has 
been notified by DCA that there are two free health care events coming up in California; one in 
Riverside county April 4-7, the other in Santa Ana April 11-14. 
 

Agenda Item 26 Midwifery Advisory Council Update and Consideration of Council 
Recommendations   

 
Ms. Sparrevohn gave a detailed update on the Midwives Alliance of North America (MANA) statistics 
project.  The report included how data is collected and how data is compared to other like databases 
that are used nationwide.  A legislative change in Business and Professions Code section 2516 would 
be required to make the MANA system available to midwives.  She asked that the Board request a 
change in the statute during the Sunset Review process. 
 

 Public Comment was received on this agenda item. 
 

Shannon Smith-Crowley, American Congress of Obstetricians and Gynecologists expressed her 
concerns about changing over and/or merging the two databases together. 

 
Karen Erhlich, Midwife Advisory Council (MAC), stated that she is the one who brought this project 
to the table because she feels the way things are being reported now is not the quality that is should be.  
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The MANA system will offer much more detailed information because registration will happen 
prospectively. 
 
Yvonne Choong, CMA stated she believes that the current system does have issues, but contracting it 
out to a non-state entity may not be the solution.  She recommends that the Board consider 
mechanisms for improving the database system. 
 
Faith Gibson, Midwifery Advisory Council (MAC) gave some brief history of how this issue began. 
She stated there were some conversations at the Board regarding reporting by midwives in order to 
have statistics on the practice of midwifery.  She assisted in creating the current reporting mechanism 
that is in law now.  She encouraged the Board to approve the use of the MANA system and said it will 
give the members the information that they need. 
 
Ms. Yaroslavsky recommended to the Board that they consider amending the Business and 
Professions Code section 2516 to use the MANA prospective data collection taking into account the 
funding as well as the advice they have heard today.   
 
Ms. Yaroslavsky made a motion to amend the Business and Professions Code; s/Serrano-Sewell.  
Motion carried. 

 
Ms. Sparrevohn also reported the MAC is hoping to get an amendment to Business and Professions 
Code section 2514, to allow Certified Nurse Midwives (CNM) to supervise midwife students.  
Currently, physicians and licensed midwives are allowed to supervise but CNM’s are not included. 

 
Public comment was heard on this agenda item; 
 
Yvonne Choong, CMA recommended that it be clear the intent is to have the CNM who is supervising 
midwife student would be acting in lieu of the physician or licensed midwife.  
 
Ms. Sparrevohn clarified that the statute right now reads that it is either physicians or licensed 
midwives who can act as a supervisor, the MAC just wants to add that CNM’s can also act in a 
supervisory role.    
 
Ms. Yaroslavsky made a motion to include Nurse Midwives as supervisors of midwifery students; 
s/Pines. Motion carried. 
 
Ms. Sparrevohn provided the items the MAC is requesting for the March meeting.  In addition to 
normal “housekeeping” type items, she would like to continue an ongoing discussion on the students 
and assistants issue and hear from interested parties on those issues.  Also continue discussion on the 
MANA statistics in order to discuss in which the Board has questions.  Lastly, the MAC would like an 
update on the Sunset Review process by staff.  Ms. Sparrevohn would also like to create some written 
material on licensed midwives that can be distributed to new Board Members. 
 
At this time, Dr. Levine took a moment to welcome and introduce the Board’s newest member, Felix 
Yip, M.D..  Dr. Levine also swore in Dr. Yip. 
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Agenda Item 27 Update on Outpatient Surgery Centers Program   
 
Mr. Worden provided some general information and background on outpatient surgery centers, 
including accreditation requirements.  Some centers are not required to be owned by licensed 
physicians or surgeons; however, an outpatient surgery center that is not owned by licensed physicians 
or surgeons may not employ physicians or surgeons.  Minimum requirements for outpatient surgery 
centers are set in statute.  Accreditation agencies may require additional minimum requirements to 
meet the specific requirements for that specific agency.  Accreditation agencies are required to inspect 
an outpatient surgery center at least once every three years. Accreditation agencies are required to 
report to the Board when the accreditation agency denies an existing surgery center’s accreditation.  A 
complaint against an outpatient surgery center is not necessarily a complaint against a physician. 
 
The Board’s licensing, enforcement, and legal staff met with California Department of Public Health 
(CDPH) in November, 2012 by telephone regarding outpatient surgery center’s adverse action reports 
and complaints received by CDPH.  In December, the Board’s Executive Director sent correspondence 
to the CDPH’s Director informing him that the Board had not received any adverse actions or 
complaints from the CDPH and requested that CDPH send all adverse actions or complaints that are 
not within its jurisdiction to the Board’s Central Complaint Unit Manager.   
 
Licensing is continuing to work with the four accreditation agencies to provide the necessary 
information to be in compliance with the current statutes.  Three of the four agencies have met most of 
the requirements.  The Board will continue to work with these agencies. Licensing will be focusing 
most of its attention on the accreditation agency that has not proceeded with meeting the minimum 
requirements.  The Board’s Web site is updated when the Board receives new information from the 
accreditation agency.  The Board also receives a monthly update from each accreditation agency.  The 
Board will not be posting information that happened prior to January 1, 2012 on the Web site as the 
statute is not retroactive.  As of December 31, 2012, there are 1,181 accredited outpatient surgery 
centers.   
 
Dr. Salomonson requested that each accreditation agency give a brief presentation at a future Board 
meeting to help the Board understand how vigorous the accreditation process is.   
 
Ms. Threadgill reported that the Central Complaint unit would process the complaints that are received 
from the outpatient surgery centers; to date, however, the Board has not received any adverse action 
reports from CDPH.  The Board has received two complaints regarding possible unaccredited 
outpatient surgery centers.  The Board does not monitor the length or complexity of surgeries 
performed in the outpatient surgery centers. 

  
Public comment was received on this agenda item. 
 
Tina Manasian, Consumers Union, expressed her concerns on physician owned ambulatory surgery 
centers.  She is pleased that the Board has chosen to post final inspection reports on the Web site.  She 
urged the Board to require staff to update the Web site so that the section on accreditation of physician 
owned ambulatory surgery centers contains the information required by state law.  She noted that on 
18 of the first 25 surgery centers that came up when one enters the phrase “surgery center”, no 
physician owned is listed.  Also seven of the 25 indicated “non-reported” for accreditation.  She stated 
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the missing data occurs with each accrediting agency.  She asked how the Board is planning on 
working with the CDPH to keep informed regarding accreditation issues such as violating standards of 
care, and reported about adverse events.  She stated that on a recent call between the Consumers 
Union, CDPH and the  Board, there seemed to be a misunderstanding between the two agencies about 
where the responsibility lies for notification of physicians of new responsibilities regarding reporting 
of adverse events and for imposing required fines for non-reporting.  She requested the Board provide 
a link on the Web site home page to information about physician-owned ambulatory surgery centers 
and their related accredited information.  Also the page that does link to the information required by 
SB100 should be more consumer friendly. 
 

 Agenda Item 28 Enforcement Chief’s Report  
 

Ms. Threadgill requested a motion from the Board for approval to restore 10 licenses to clear status 
following completion of probation. 
 
Ms. Threadgill requested a motion to restore 10 licenses to clear status.  Mr. Serrano Sewell moved; 
s:GnanaDev.  Motion Carried. 
 
Ms. Threadgill also asked for a motion for three orders for license surrenders during probation and/or 
administrative action. 
 
Ms. Threadgill requested a motion for three order for license surrenders.  Dr. Levine moved; 
s:Yaroslavsky.  Motion Carried. 
 
Ms. Threadgill discussed the expert reviewer utilization report.  She reported that the number of active 
experts is 964, which is slightly higher than the 953 reported at last meeting.  The total number of 
experts utilized in calendar year 2012 was 349.  During the Enforcement Committee meeting, Ms. 
Sweet provided an update regarding the second presentation of the revised expert reviewer training, 
which will be held in Irvine at the UC Irvine Medical Center on February 9, 2013 from 8:00 am – 5:00 
pm. 
 
The Board continues to support medical related training for Administrative Law Judges.  On February 
19, 2013, PACE will be doing some presentations and training from 9:00 am – 12:00 pm on the 
following topics:  physician choice, clinical judgments, clinical guidelines, and the rise of evidence- 
based medicine.  On February 21, 2013, training will be presented from 1:30 pm – 4:30 pm on topics 
of addiction, addiction medicine, and the addicted physician.  Dr. Low is scheduled to present 
cardiology 101 training on Friday, March 15, 2013 during the lunch hour.   
 
The current vacancy rate for investigators is 7%, taking into consideration identified candidates and 
those in background, the vacancy rate is only 1%.  The percentage for supervisor vacancies however is 
19%, which makes the overall vacancy rate for sworn personnel 9%.  In calendar year 2012, the Board 
was interviewing and hiring a significant amount of staff.  The Boards office of Standards and 
Training Unit completed 33 background investigations and the newly hired investigators attended their 
POST training in October, 2012.  This 16 week training will be ending and graduation will be on 
February 14, 2013. 
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To date the Board has hired three additional staff that will be required to attend the next scheduled 
POST training.  Additionally, the Board has begun to advertise six additional investigator positions; 
two for district offices, and the additional four staff, as well as a supervising investigator position to 
staff a new Operations Safe Medicine unit in Northern California.  These additional positions will 
further assist in lowering the case load and current average investigation time.  The Board only has 
one analyst vacancy in the CCU and one inspector vacancy in the Probation Unit. 
 
Ms. Threadgill then reported on the progress of the CCU in meeting its goals of reducing complaint 
processing time, as this is one of the goals of the Strategic Plan.  The CCU continues to do an 
outstanding job of reducing the timeline and the current information from receipt of complaint to 
closure or referral are down to 63 days, with 50% of the complaints being under 50 days.  The 
enforcement time frame continues to improve; the total average days for the complaint investigation 
time is 334 days or .92 years.  This is not just the investigations but includes the CCU time as well. 
 
Ms. Threadgill then referred to the suspension orders issued.  In this fiscal year to date, there have 
been 42 different types of suspension orders issued.  Of these, 17 are Interim Suspension Orders (ISO).  
Ms. Threadgill then provided some information on ISOs and discussed what it takes to get this order.  
An ISO is considered extraordinary relief and pursuant to Government Code Section 11529, standard 
of proof must be met in order for an ISO to be granted. The standard of proof must be consistent with 
the burden and standards of proof applicable to a preliminary injunction entered into under section 
2527 of the Code of Civil Procedure.  Since every case is different, it is difficult to generalize why an 
ISO is not in place for a particular licensee.  Before an ISO can be requested there are a number of 
steps that must be taken such as gathering medical records, obtaining patient consents, medical 
consultant and expert review, etc., in order to prove that the licensee’s continued practice presents an 
imminent danger to public health, safety or welfare.  Once the Attorney General’s Office reviews the 
case, a determination is made as to whether there is enough evidence to warrant requesting an ISO.  
Even after the ISO is requested, if an Administrative Law Judge determines there is insufficient 
evidence, the request can be denied.  Also due to a 15 day time restraint to file an accusation after 
granting an ISO and a 30 day time restraint between the accusation being filed and a hearing being 
scheduled, an investigation must be nearly complete in order to request an ISO.  Depending on the 
case, gathering the appropriate materials necessary to complete the investigation and request an ISO 
can be a time consuming process.  Due diligence must be taken to ensure that seeking the ISO is the 
correct course of action. 
 
During October’s Board meeting, a Member requested the development of an outreach plan.  In 
response to that request, the Board staff contacted the California Medical Association, Director of 
Education, and has been invited to present at the local county medical societies Executive Directors’ 
meeting held in Sacramento on April 15, 2013.  During this meeting, the Board hopes to identify 
information that the county societies are interested in receiving from the Board and develop a plan 
based on their interests.  
 
Dr. Bishop requested the Enforcement Program work on a self-assessment and report back to the 
Board. 
 
Public comment was heard on this agenda item:  
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Carol Godstein, a health care consumer, reported on a complaint filed on two different physicians with 
the CCU, where she was unhappy with the handling and outcome of the complaint.  She was referred 
to Ms. Threadgill. 
 
Agenda Item 29 Vertical Enforcement Program Report  
 
Mr. Jones introduced himself to the Board as the current acting Senior Assistant Attorney General for 
the Health Quality Enforcement Section due to Carlos Ramirez’s retirement.  Mr. Jones gave a 
summary of the preliminary report and a January 24, 2013 letter sent to the Board regarding the Sunset 
Review Report.  As of the date the letter was sent out to the Board, Mr. Jones had not received any 
type of data from the Board.  To summarize the report, he stated that the Vertical Enforcement 
Prosecution (VEP) is working and that it has resulted in lowered timelines over the course of the 
implementation of VEP since 2006.  He stated that it has significantly resulted in more serious 
discipline in settings where the VEP is actively pursued during the course of the investigation.  He has 
set forth in his report that the AG’s office has improved at producing accusations in a timely manner, 
though they still have further improvements to meet their goal of 30 days, but over the period that VEP 
has been in effect, it has garnered a 32% increase in effectiveness in getting accusations timely filed.  
The most significant statistic that he wanted to mention is the measure of disciplinary outcomes.  He 
referred to a chart that described results in the filing of accusations `and the types of disciplines that 
have come out of the filings over the last three fiscal years.  He reported that during the past three 
years, the disciplinary action in cases handled by the Los Angeles office, which covers approximately 
25% of the physician population in the state and where attorneys have greater involvement during the 
investigation stage, has been significantly higher than offices in Northern California.  
 
With these statistics, Mr. Jones feels that the active involvement of the Attorney General’s office does 
result in greater public protection and should be continued.  He feels that there are still improvements 
that can be made and his office will work Ms. Threadgill and her staff in putting together mechanisms 
to improve further performance of the VEP.  A few suggestions can be made to improve timelines; 
including taking certain cases out of the VEP, specifically conviction cases.  These cases can be 
handled without the assistance of the Attorney General’s Office and could be removed from VEP by 
way of agreement between the Attorney General’s office and the Board.  There are a few other types 
of cases that may be able to be removed from the VEP, such as petitions for early termination or 
modification of probation.  A decrease in processing time could be achieved by decreasing the Deputy 
Attorney General the same amount of time to approve a case closure as for accepting a case for 
prosecution which is 5 days.    There are a couple of programmatic improvements that might be 
addressed, specifically, getting an accusation case onto the calendar at the Office of Administrative 
Hearings in a more expeditious manner.  The Government Code requires that the Office of 
Administrative Hearings  give preference to the Board cases, and that historically has not happened.  If 
that was to be implemented at this time, the Board could get 60 days or more removed from the 
timeline. Another area where improvement could be made is in the enforcement of subpoenas.  That 
would address a relatively small subset of cases, but it is an area where a lot of time is spent which 
might be able to be reduced. 
 
Dr. GnanaDev requested a breakdown of timelines for each district office.  Mr. Jones agreed to that 
request.   
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Dr. Bishop requested that the Board instruct Board staff to evaluate each of Mr. Jones suggestions and 
get back to the Board at the next meeting with implementation strategies for discussion. 
 
Dr. Low asked which of the two entities, the Board or the Attorney General’s office is in the best 
position to negotiate with Office of Administrative Hearings to prioritize the Board’s cases. 
 
Mr. Jones responded saying the Office of Administrative Hearings contracts with the board to perform 
the hearings, and he believes that the Board should be dealing with the Office of Administrative 
Hearings Director on this issue. 
 
Mr. Serrano Sewell asked Mr. Jones if he thought that getting everyone involved together at a summit 
to problem solve the issues that are causing delays in timelines would be beneficial.  Mr. Jones agreed 
that discussion and communication taking place in person can be much more effective than emails. 
 
Dr. Levine noted that the Board has a VEP report due to the Legislature in March via the Sunset 
Review report and asked Dr. Low and Mr. Serrano Sewell to review the report before it gets submitted 
to the Legislature. 
 
Agenda Item 30 Discussion and Consideration of the Supplemental Sunset Review Report  
  
Ms. Kirchmeyer reported that at the last Board meeting, the Board approved the Sunset Review Report 
with the understanding that there will be a supplemental report that would also include updates on 
specific items as well as the VEP review.  Today’s discussion will only include items that the Board 
would like to have added to or removed from the report. 
 
The first section provided an update on the work staff continues to do on the Breeze project, an update 
on the elimination of the Board’s retired annuitants and the recruitment to obtain staff in place of those 
positions, and an overview on the Board’s forum on appropriate prescribing and dispensing.   
 
Ms. Kirchmeyer asked for a motion to approve this section of the report. 
 
Ms. Yaroslavsky made the motion to approve this section of the report/s: Dr. Levine.  Motion 
carried. 

 
Ms. Robinson provided an update on the Licensing Section.  There are seven updates in this section, 
four are additional information or updates and three are new items.  The first is the update on the 
applicant satisfaction survey.  The initial report included 77 responses and to date there are 242.  The 
second update is on the outpatient surgery center accreditation which Mr. Worden covered in his 
review of the outpatient surgery centers.  The third update is the international medical graduates and 
the implementation of recently enacted SB122.  To date, the Board has received two applications, thus 
it is too early to determine whether regulations are necessary until more applications are received.  The 
Board will continue to review this process as new factors are discovered and will develop regulations 
as necessary.  The fourth update is on the Maintenance of Licensure.  The initial report discussed the 
Board’s past efforts and the Federation of State Medical Boards’ (FSMB) current efforts on the 
Maintenance of Licensure.  This report discusses the FSMB’s five pilot programs of which nine state 
boards are participating.  The Board looks forward to receiving the outcomes of these pilots and will 
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evaluate the data and decide how to move forward with Maintenance of Licensure to improve 
consumer protection.   
 
The fifth issue is international postgraduate training, which was discussed yesterday at the Licensing 
Committee Meeting and then presented to the Full Board.  The Board has agreed to watch the 
evolution of this program.  This information will be added to the Sunset Report to inform the 
Legislature that the Board is monitoring this issue.  The sixth item is the addition of the Allopathic and 
Osteopathic postgraduate training programs to the supplemental report as an issue for legislation.  The 
seventh issue is on the Midwifery Program. The Board has added in the report the issue of certified 
nursing midwives supervising students in addition to physicians and licensed midwives.  Lastly, the 
issue of the MANA statistics and program to be used instead of, or in addition to the current statistics 
reported to OHSPD.  Ms. Robinson requested a motion to approve the licensing section.   
 
Ms. Yaroslavsky made the motion to approve the items in the licensing section; s/Dr. GnanaDev. 
Motion Carried. 
 
Ms. Kirchmeyer provided an update of the Enforcement Section.  An update on the expert reviewer 
training was provided.  This section will be amended after the training scheduled for next week is 
completed.  The next addition is a section identifying how the Board plans to hire the CPEI positions, 
which is the exact same information that was provided in the Executive Committee meeting.  Another 
item the Board identified at the meeting was a possible legislative change to suspend an individual 
who fails to comply with a petition for a mental/physical examination.  That would require a 
legislative change and is something the Board may want to consider it in the Sunset Report. 
 
Ms. Yaroslavsky requested that the Board look into a possible legislative change in regards to 
removing a Public Letter of Reprimand from the Boards Web site prior to the ten year requirement, so 
that in extreme cases, the Board has the final determination on posting. 
 
Dr. Salomonson would like to have a legislative mechanism to review cases as more data becomes 
available. 
 
Mr. Heppler recommended that the Board consider legislation for a physician who may have been 
disciplined, but through subsequent judicial review or judicial consideration, found they were not at 
fault.  Dr. Levine asked for a motion. 
 
Ms. Yaroslavsky made a motion to include these updates in the Sunset Review Report: 
s/Salomonson. Motion carried. 
 
Ms. Kirchmeyer then reported on the VEP.  Ms. Kirchmeyer discussed how important statistics are for 
the Board.  The Board takes statistics very seriously.  In order to ensure consistency, the Board 
currently only has the supervising investigators enter information in the Board’s database.  
Additionally, the Board’s staff reviews entries to ensure that accurate codes are placed on the system 
when cases are completed by the district office and when they are transmitted to the Attorney 
General’s Office.  Staff also cross references information provided in the physical files with the 
information posted into the database. 
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The Board also has a data validation individual who reviews these reports and statistics to ensure the 
data has been entered correctly.  The Board has identified reports that are run on a monthly basis to 
determine if the codes are being entered correctly and these reports are reviewed and analyzed to 
ensure the statistics at the end of the fiscal year are accurate.   
 
To measure the effectiveness of the VEP, the Board ran numerous reports that showed time frames for 
certain activities.  For all reports, staff analyzed which cases would be considered as part of the VEP 
and excluded those that were not part of the VEP, such as criminal cases, petition cases, etc.  This 
report was run to see where the improvements were comparing VEP cases with pre-VEP cases. 
 
Ms. Kirchmeyer discussed the Boards’ methodology for the time frames.  The Board runs statistics 
from the date of the event back to whenever the beginning date was, no matter when that beginning 
date occurred.  In the time frame from when the investigation was initiated to when an accusation was 
filed in the fiscal year 11/12, the Board took all accusations filed in 11/12 and went back and found the 
date the investigation was assigned, no matter which fiscal year it occurred in to determine how many 
days there were between those two data markers.  The Board does remove any days that the case was 
closed from the overall time frame. 
 
The Board analyzed statistics to help provide a recommendation for the Board to consider.  A chart 
was provided to the Members which shows the investigation times from 2004/2005, prior to the VEP, 
to 2011/2012.  Although there was a decrease in some years and an increase in others, overall from 
04/05 to 11/12 there was a two day decrease in the time it took to investigate a complaint.  For those 
that were referred to discipline, there was a 12 day reduction with VEP. 
 
There was a significant decrease in the time it took to obtain a suspension.  The time decreased by 
almost a hundred days and all categories showed improvement.   
 

• The timeframe from when an investigation was initiated until the time an accusation was filed.  
In this category there was a decrease of 32 days. 
 

• The timeframe from when an investigation was initiated until when a stipulation for disciplinary 
action is received.  In this category there was a decrease of 8 days. 

 
• The timeframe from when a case was initiated until the time the matter was submitted to an ALJ 

or until a proposed decision was received.  The time decrease for all cases was a 77 day 
decrease. 

 
• The timeframe from when an investigation was initiated until the Board received a proposed 

decision.  In this category, there was an increase in 213 days. 
 
 In reviewing all of the data, it appears that having the DAG involved earlier in cases resulted in a 
decrease in the timeframe to issue a suspension order.   
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However, the overall statistics do not find that the VEP has dramatically improved the timeframes to 
discipline physicians found in violation of the law.  With the decrease in investigative time in the last 
year, decreases should be reflected in the disciplinary timeframes in the next fiscal year.  
The Board has also noted that it takes a significant amount of time to have subpoenas enforced.  
Therefore, based upon all of the statistics, Board staff is recommending that the VEP model be 
modified.  If the VEP was modified to only have certain cases remain in the VEP model and have 
others outside of the VEP model, it is believed that the DAGs would have time to work on subpoenas 
as well as move the disciplinary cases through the process more expeditiously.  60% of the cases the 
DAGs are involved in do not result in disciplinary action.  The statistics do not indicate that having the 
DAG involved in these cases has decreased the time to investigate these cases, therefore it is 
recommended that these cases be removed from the VEP model.  It is also recommended that the most 
urgent cases, which have the most potential to result in a suspension, to remain in the VEP model.  
These cases would include sexual misconduct, physical or mental illness and peer review or 805 cases.  
In all other cases, designation to VEP should be jointly considered by Board staff and AG’s staff as the 
case is assigned at the district office.  This assignment could be regularly re-considered as the case 
progresses to assure appropriate use of AG resources and also to be sure a DAG is brought into the 
case when necessary. 
 
Mr. Serrano Sewell recommended having a joint recommendation to the legislature on this issue, both 
from the AG’s office and from the Board. 
 
Dr. Levine asked for a volunteer to work with her as a subcommittee member to review the 
Supplemental Sunset Review report before it goes to the Legislature.  Dr. Salomonson volunteered.   
 
Dr. Levine asked for a motion to delegate the two committees to make the final decision on the 
language to be put into supplemental sunset review report that is being sent to the Legislature. 
 
Public comment was heard on this agenda item. 
 
Julie D’Angelo Fellmeth, CPIL spoke on her concerns about the suggested changes to VEP. 

 
She stated that the Sunset Review Supplemental Report focuses on the main goal of VE being 
expedited case processing cycles, but that fast is not necessarily better. 
People are looking for better, higher quality decision making by earlier involvement by the attorneys. 
 
She stated that the Board and HQE have been working to implement VE since January 2006 and that 
during that time frame, the Board experienced significant vacancies in its investigator positions. 
 
When VE started in 2006, the Board had almost 20% fewer investigators than it had 5 years earlier.  
By October of 2011, the Board had a 25% vacancy rate in its investigative staff.  The hiring freeze was 
lifted in 2011 and the Board has begun to fill most of these vacancies, but it is important to recognize 
that devastating vacancy rate and the VE today is being evaluated in the context of that vacancy rate. 
 
She noted the supplemental report contains detailed data and charts comparing times frames for 
various kinds of cases and various stages of the enforcement process and this data is seemingly being 
presented to the Board and to the Legislature to convince them that the Board’s use of VE should 
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either be eliminated or confined to a very narrow set of sub cases. These cases being sexual 
misconduct cases, physical and mental illness cases and peer review cases where the Board has 
received an 805 report.   
 
She believes there are some inconsistencies in the Sunset report.  It states that the use of VE has 
increased the investigative time frames in three kinds of cases including cases alleging physical or 
mental illness.  Yet those are the kinds of cases that the Board would leave with the VE.   
 
She stated that believes that VEP should not be eliminated or confined to only specific types of cases. 
 
GV Ayers, Senate Business and Professions Committee explained the process of the Sunset review 
hearing and confirmed the date of March 11, 2013. 
 
Ms. Yaroslavsky made a motion to appoint a subcommittee to review the final draft to ensure edits 
discussed were included in the final version of the Supplemental report; s/Salomonson.  Motion 
carried. 
 
Dr. Levine deferred agenda item 31 (Discussion and Consideration of Teleconferencing of Medical 
Board Meetings) to the April Board Meeting. 
 
Agenda Item 33 – Adjournment 
 
Dr. Levine asked for a motion to adjourn the meeting.  Dr. Salomonson made a motion/ s:Ms. 
Yaroslavsky.  Motion carried. 
 
Meeting adjourned at 4:15 pm. 
 
The full meeting can be viewed at www.mbc.ca.gov/Board/meetings/Index.html 

http://www.mbc.ca.gov/board/meetings/Index.html
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         AGENDA ITEM 4 
 

MEDICAL BOARD STAFF REPORT 
 
 
 
DATE REPORT ISSUED:  April 16, 2013 
ATTENTION:    Board Members 
SUBJECT:    Outpatient Surgery Settings      
STAFF CONTACT:   Curtis J. Worden, Chief of Licensing     
 
 
 
PURPOSE:  
 
To provide the Board members with more detailed information to supplement the: April 25 2013, 
PowerPoint Presentations on Outpatient Surgery Settings. 
 
BACKGROUND: 
 
California Business and Professions Code (B&P) Sections 2215, 2216 and 2217 were added to 
statutes in 1994 and became effective January 1, 1995.  B&P Sections 2216.1 and 2216.2 were 
added to statutes in 1999 (AB271) and became effective January 1, 2000.  These statutes (B&P 
Sections 2215-2217) identify surgery in certain outpatient settings, restrictions on use of 
anesthesia, minimum staffing and security requirements (Attachment 1- B&P Sections 2215 - 
2217). 
 
California Health and Safety Code (H&S) Sections 1248 – 1248.85 were added to statutes in 
1994 (AB595) and became effective January 1, 1995.   H&S Section 1248.4 was amended in 
1997 (AB219) and became effective October 8, 1997. H&S Section 1248.15 was amended in 
1999 (AB271) and became effective January 1, 2000. H&S Sections 1248, 1248.15, 1248.2, 
1248.25, 1248.35, 1248.5, 1248.7, and 1248.85 were amended in 2011 (SB100) and became 
effective in January 2012. H&S Section 1248.35 was amended in 2012 (SB1095) and became 
effective January 1, 2013 (Attachment 2 – H&S Sections 1248 – 1248.85) 
 
The Board authored language for the California Code of Regulations regarding Outpatient 
Surgery Settings and the Office of Administrative Law approved the following: California Code 
of Regulations, Title 16, Division 1, (CCR) Sections 1313.2 – 1313.6, that became operative 
February 17, 1996 (Attachment 3 – CCR Sections 1313.2 – 1313.6).  These regulations further 
define statutes regarding Outpatient Surgery Setting Accreditation Agencies. 
 
SUMMARY: 
 
On January 1, 1995 the Board received statutory authority to approve Outpatient Surgery Setting 
Accreditation Agencies. In order to implement new statutes created by the passage of AB595, the 
Board drafted the language for CCR Sections 1313.2 - 1313.6, held hearings regarding the 
language, voted to approve the language and submitted the language for approval by the Office 
of Administrative Law.  The Office of Administrative Law approved the proposed regulations 
and the regulations became operative on February 17, 1996.  
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The above referenced statutes and regulations define the specific authority for the Medical Board 
of California (Board), and the California Department of Public Health regarding Outpatient 
Surgery Settings. In addition, the above referenced statutes and regulations specify the following 
Outpatient Surgery Setting and Accreditation Agency requirements, and define: 

 What is an Outpatient Surgery Setting 
 Who may own an Outpatient Surgery Setting 
 Accreditation Agency minimum requirements 
 Exemptions from requiring an accreditation from an Accreditation Agency 
 Minimum requirements to receive accreditation by an Accreditation Agency 
 Levels of anesthesia used in an Outpatient Surgery Setting requiring accreditation 

 
This report will focus on the Board’s responsibilities. 
 
Business and Professions Code Sections 2215 – 2217: 
 
B&P Section 2215 states the Legislative findings and declarations, and intent regarding certain 
Outpatient Surgery Settings, effective on January 1, 1995. 
 
B&P Section 2216 restricts the use of anesthesia in certain Outpatient Surgery Settings. 
 
B&P Section 2216.1 “On or after July 1, 2001, it is unprofessional conduct for a physician and 
surgeon to perform procedures in any outpatient setting except in compliance with Section 2216, 
unless the setting has a minimum of two staff persons on the premises…” 
 
B&P Section 2216.2 (a) “It is unprofessional conduct for a physician and surgeon to fail to 
provide adequate security by liability insurance, or by participation in an interindemnity trust, for 
claims by patients arising out of surgical procedures performed outside of a general acute care 
hospital as defined in subdivision (a) of Section 1250 of the Health and Safety Code…” 
 
B&P Section 2217  The Division of Licensing of the Medical Board of California may adopt 
regulations to implement this article and Chapter 1.3 (commencing with Section 1248) of 
Division 2 of the Health and Safety Code. 
 
Note:  Please see Attachment 1 for copies of B&P Sections 2215 - 2217 
 
Health and Safety Code Sections 1248 – 1248.85: 
 
H&S Section 1248 defines for the Board what an Outpatient Surgery Setting is and what is an 
Accreditation Agency. 
 
What is an Outpatient Surgery Setting?   

H&S Section 1248(b)(1) “Outpatient setting” means any facility, clinic, unlicensed clinic, center, 
office, or other setting that is not part of a general acute care facility, as defined in Section 1250, 
and where anesthesia, except local anesthesia or peripheral nerve blocks, or both, is used in 
compliance with the community standard of practice, in doses that, when administered have the 
probability of placing a patient at risk for loss of the patient’s life-preserving protective reflexes. 
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H&S Section 1248(b)(2) “Outpatient setting” also means facilities that offer in vitro fertilization, 
as defined in subdivision (b) of Section 1374.55. 

What is not an Outpatient Surgery Setting? 

H&S Section 1248(b)(3)  “Outpatient setting” does not include, among other settings, any setting 
where anxiolytics and analgesics are administered, when done so in compliance with the 
community standard of practice, in doses that do not have the probability of placing the patient at 
risk for loss of the patient’s life-preserving protective reflexes. 

What is an Accreditation Agency? 

H&S Section 1248(b)(c) “Accreditation agency” means a public or private organization that is 
approved to issue certificates of accreditation to outpatient settings by the board pursuant to 
Sections 1248.15 and 1248.4. 

 Who can own an Outpatient Surgery Setting? 

H&S Section 1248. identifies the following acceptable owners: 

 An Association  

 Corporation 

 Firm  

 Partnership 

 Individual Person 

When is an Outpatient Surgery Setting exempt from accreditation? 

H&S Section 1248.1 (a) - (f) and (h) identifies the following exemptions from accreditation 
requirements: 

 An ambulatory surgical center that is certified to participate in Medicare program… 
 Any clinic conducted, maintained, or operated by a federally recognized Indian tribe or 

tribal organization… 
 Any clinic directly conducted, maintained or operated by the United States… 
 Any primary care clinic or surgical clinic licensed under section 1204 
 Any health facility licensed as a general acute care hospital 
 Outpatient surgical setting where anxiolytics and analgesics are administered in 

compliance with the community standard of practice, in doses that do not have the 
probability of placing the patient at risk for loss of life preserving protective reflexes 

 A setting, including, but not limited to, a mobile van, in which equipment is used to treat 
patients admitted to a facility described in subdivision (a), (d), or (e), and in which the 
procedures performed are staffed by the medical staff of, or other healthcare practitioners 
with clinical privileges at, the facility and are subject to the peer review process of the 
facility but which setting is not a part of a facility described in subdivision (a), (d), or (e). 
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H&S Section 1248.15 defines minimum standards for accreditation of Outpatient Surgery 
Settings and approving accreditation agencies. The following are some of the accreditation 
standards: 

 Outpatient setting allied health staff shall be licensed or certified … 
 Outpatient settings shall have a system for facility safety and emergency training… 
 Onsite equipment, medication, and trained personnel to handle services sought or 

provided and to facilitate handling of any medical emergency…. 
 Have a written transfer agreement with a local accredited or licensed acute care 

hospital… 
 Permit surgery only by a licensee who has admitting privileges at a local accredited or 

licensed acute care hospital, with the exception that licensees who may be precluded from 
having admitting privileges by their professional classification… 

 Submit for approval by an accrediting agency a detailed procedural plan for handling 
medical emergencies… 

 Submit for approval by an accrediting agency a detailed plan, standardized procedures, 
and protocols to be followed in the event of serious complications… 

 Plan shall include at a minimum: 
o Notify individual designated by the patient in case of an emergency 
o Ensure that the mode of transfer is consistent with the patient’s medical condition 
o Ensure all relevant clinical information is documented and accompanies the 

patient 
o Continue to provide appropriate care to the patient until the transfer is effectuated 

 All physicians and surgeons transferring patients from an outpatient setting shall agree to 
cooperate with medical staff peer review process on the transfer case… 

 Outpatient setting shall permit surgery by a dentist, physician and surgeon, an osteopathic 
physician and surgeon or podiatrist acting within his or her scope of practice… 

 Outpatient setting may, in its discretion, permit anesthesia service by a certified 
registered nurse anesthetist acting within his or her scope of practice… 

 Outpatient setting shall have a system for: 
o Maintaining clinical records 
o Patient care and monitoring procedures 
o Quality assessment 

 Members of medical staff and other practitioners who are granted clinical privileges shall 
be professionally qualified and appropriately credentialed …. 

 Outpatient setting shall grant privileges in accordance with recommendations from 
qualified health professionals, and credentialing standards established by the outpatient 
setting 

 Clinical privileges shall be periodically reappraised… 
 Outpatient settings that have multiple service locations shall have all of the sites 

inspected 
 Outpatient settings shall post the certificate of accreditation in a location readily visible to 

patients … 
 Outpatient settings shall post the name and telephone number of the accrediting agency 

with instructions on submission of complaints in a location readily visible to patients… 
 Outpatient settings shall have a written discharge criteria 
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 Outpatient settings shall have a minimum of two staff persons on the premises, one of 
whom shall either be a licensed physician and surgeon or a licensed health care 
professional with current certification in advanced cardiac life support (ACLS)… 

 Transfer to an unlicensed setting of a patient who does not meet the written discharge 
criteria shall constitute unprofessional conduct 

 An accreditation agency may include additional standards in its determination to accredit 
outpatient settings… 

 No accreditation standard adopted or approved by the board, and no standard included in 
any certification program of any accreditation agency approved by the board, shall serve 
to limit the ability of any allied health care practitioner to provide services within his or 
her full scope of practice… 

  Notwithstanding this or any other provision of law, each outpatient setting may limit the 
privileges, or determine the privileges, within the appropriate scope of practice, that will 
be afforded to physicians and allied health care practitioners who practice at the 
facility… 

 Privileges may not be arbitrarily restricted based on category of licensure 
 The Board shall adopt regulations that it deems necessary for outpatient settings that offer 

in vitro fertilization 
 The board may adopt regulations it deems necessary to specify procedures that should be 

performed in an accredited outpatient setting for facilities or clinics that are outside the 
definition of outpatient setting… 

 As part of the accreditation process, the accrediting agency shall conduct a reasonable 
investigation of the prior history of the outpatient setting, including all licensed 
physicians and surgeons who have an ownership interest therein, to determine whether 
there have been any adverse accreditation decisions rendered against them… 

 An outpatient setting shall be subject to the reporting requirements in Section 1279.1 and 
the penalties for failure to report specified in Section 1280.4 

 
H&S Section 1248.2 specifies certificate of accreditation requirements. The following are some 
of the requirements: 

 Any outpatient setting may apply to an accreditation agency for a certificate of 
accreditation… 

 The board shall obtain and maintain a list of accredited outpatient settings from the 
information provided by the accreditation agencies approved by the board, and shall 
notify the public, by placing the information on its Internet Web site, whether an 
outpatient setting is accredited or the setting’s accreditation has been revoked, suspended, 
or placed on probation, or the setting has received a reprimand by the accreditation 
agency 

 The list of outpatient settings shall include:  
o Name, address, and telephone number of any owners, and their medical license 

numbers. 
o Name and address of the facility. 
o The name and telephone number of the accreditation agency. 
o The effective and expiration dates of the accreditation. 

 Accrediting agencies shall notify the board and update the board on all outpatient settings 
that are accredited. 



Outpatient Surgery Settings 
April 16, 2013 
 
 

BRD 4 - 6 

H&S Section 1248.25 specifies the criteria for denial of accreditation. 

H&S Section 1248.3 specifies the terms of certificates; Notification of change of ownership; 
Disclosure of information by agency. The following are some of the requirements: 

 Certificates of accreditation shall be valid for not more than three years 
 The outpatient setting shall notify the accreditation agency within 30 days of any 

significant change in ownership…  
 The outpatient setting shall notify the accreditation agency within 30 days of any 

significant change in change in scope of services, additional services, or change in 
locations 

 Except for disclosures to the division or to the Division of Medical Quality under this 
chapter, an accreditation agency shall not disclose information obtained in the 
performance of accreditation activities under this chapter that individually identifies 
patients, individual medical practitioners, or outpatient settings  

 Neither the proceedings nor the records of an accreditation agency or the proceedings and 
records of an outpatient setting related to performance of quality assurance or 
accreditation activities under this chapter shall be subject to discovery, nor shall the 
records or proceedings be admissible in a court of law  

 The prohibition relating to discovery and admissibility of records and proceedings does 
not apply to any outpatient setting requesting accreditation in the event that denial or 
revocation of that outpatient setting’s accreditation is being contested 

 Nothing… shall prohibit the accreditation agency from making discretionary disclosures 
of information to an outpatient setting pertaining to the accreditation of that outpatient 
setting 

H&S Section 1248.35 identifies inspections by agency or the Board.  The following are some of 
the requirements: 

 Every outpatient setting which is accredited shall be inspected by the accreditation 
agency and may also be inspected by the Medical Board of California 

 The Medical Board of California shall ensure that accreditation agencies inspect 
outpatient settings. 

 The frequency of inspection shall depend upon the type and complexity of the outpatient 
setting to be inspected. 

 Inspections shall be conducted no less often than once every three years by the 
accreditation agency and as often as necessary by the Medical Board of California… 

 The Medical Board of California or the accreditation agency may enter and inspect any 
outpatient setting that is accredited by an accreditation agency at any reasonable time…  

 If an accreditation agency determines, as a result of its inspection, that an outpatient 
setting is not in compliance with the standards under which it was approved, the 
accreditation agency may do any of the following: 

o Require correction of any identified deficiencies within a set timeframe… 
o Failure to comply shall result in the accrediting agency issuing a reprimand or 

suspending or revoking the outpatient setting’s accreditation 
o Place the outpatient setting on probation... 
o Suspend or revoke the outpatient setting’s certification of accreditation 
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 Except as is otherwise provided in this subdivision, before suspending or revoking a 
certificate of accreditation under this chapter, the accreditation agency shall provide the 
outpatient setting with notice of any deficiencies… 

 The outpatient setting shall agree with the accreditation agency on a plan of correction 
that shall give the outpatient setting reasonable time to supply information demonstrating 
compliance with the standards of the accreditation agency… 

 During the allotted time to correct the deficiencies, the plan of correction, which includes 
the deficiencies, shall be conspicuously posted by the outpatient setting in a location 
accessible to public view 

 Within 10 days after the adoption of the plan of correction, the accrediting agency shall 
send a list of deficiencies and the corrective action to be taken to the board…  

 The accreditation agency may immediately suspend the certificate of accreditation before 
providing notice and an opportunity to be heard, but only when failure to take the action 
may result in imminent danger to the health of an individual… 

 If an outpatient setting does not comply with a corrective action within a timeframe 
specified by the accrediting agency, the accrediting agency shall issue a reprimand, and 
may either place the outpatient setting on probation or suspend or revoke the 
accreditation of the outpatient setting, and shall notify the board of its action… 

 The accreditation agency shall, within 24 hours, report to the board if the outpatient 
setting has been issued a reprimand or if the outpatient setting’s certification of 
accreditation has been suspended or revoked or if the outpatient setting has been placed 
on probation. ..  

 The accreditation agency, upon receipt of a complaint from the board that an outpatient 
setting poses an immediate risk to public safety, shall inspect the outpatient setting and 
report its findings of inspection to the board within five business days.  

 If an accreditation agency receives any other complaint from the board, it shall 
investigate the outpatient setting and report its findings of investigation to the board 
within 30 days. 

 Reports on the results of any inspection shall be kept on file with the board and the 
accreditation agency along with the plan of correction and the comments of the outpatient 
setting… 

 All final inspection reports, which include the lists of deficiencies, plans of correction or 
requirements for improvements and correction, and corrective action completed, shall be 
public records open to public inspection 

 If one accrediting agency denies accreditation, or revokes or suspends the accreditation of 
an outpatient setting, this action shall apply to all other accrediting agencies. 

 An outpatient setting that is denied accreditation is permitted to reapply for accreditation 
with the same accrediting agency.  

 The outpatient setting also may apply for accreditation from another accrediting agency, 
but only if it discloses the full accreditation report of the accrediting agency that denied 
accreditation… 

H&S Section 1248.4 identifies accreditation agency approval and requirements.  The following 
are some of requirements: 

 Each accreditation agency approved by the division shall, on and after January 1, 1995, 
promptly forward to the division a list of each outpatient setting to which it has granted a 
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certificate of accreditation, as well as settings that have lost accreditation or were denied 
accreditation… 

 Submit an application, supporting documentation and fess to apply for approval by the 
Board. 

 The division shall approve an accreditation agency that applies for approval if the 
accreditation agency meets the following:  

o Includes within its accreditation program, at a minimum, the standards for 
accreditation of outpatient settings approved by the Board 

o Submits its current accreditation standards to the division every three years, or 
upon request for continuing approval by the Board  

o Maintains internal quality management programs to ensure quality of the 
accreditation process.  

o Has a process by which accreditation standards can be reviewed and revised no 
less than every three years.  

o Maintains an available pool of allied health care practitioners to serve on 
accreditation review teams as appropriate 

o Has accreditation review teams…  
 Review teams consist of at least one physician and surgeon who practices 

in an outpatient setting; any other members shall be practicing actively in 
these settings 

 Participate in formal educational training programs provided by the 
accreditation agency in evaluation of the certification standards…  

o The accreditation agency shall demonstrate that professional members of its 
review team have experience …  

o Standards for accreditation shall be developed with the input of the medical 
community…   

o Accreditation reviewers shall be credentialed and screened by the accreditation 
agency 

o The accreditation agency shall not have an ownership interest in nor be involved 
in the operation of a freestanding outpatient setting nor in the delivery of health 
care services to patients.  

H&S Section 1248.5 is regarding the evaluation of approved accreditation agencies. 

H&S Section 1248.55 is regarding the termination of approval of an approved accreditation 
agency. The following are some of the requirements: 

 The Board shall notify the accreditation agency with a notice of deficiencies and a 
reasonable time to supply the information…. 

 If approval of an accreditation agency is terminated, outpatient settings accredited by the 
that agency shall be notified by the Board… 

 This may require an outpatient setting that has been accredited by an accreditation agency 
whose approval has been terminated to cease operations immediately… 

H&S Section 1248.6 identifies the fees for application of approval by the Board 

H&S Section 1248.65 identifies unprofessional conduct by a physician and surgeon regarding 
outpatient settings. 
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 H&S Section 1248.7 is regarding complaints against an outpatient setting. The following are 
some of the requirements: 

 The board shall investigate all complaints concerning a violation of this chapter… 
  
H&S Section 1248.75 is regarding notice of deficiencies. 
 
H&S Section 1248.8 is regarding violations of this chapter as a misdemeanor. 
 
H&S Section 1248.85 is regarding the adoption of additional standards by an approved 
accreditation agency.  
 
Note:  Please see Attachment 2 for copies of H&S Code Sections 1248 - 1248.85 
 
The California Code of Regulations, Title 16, Division 13, Sections 1313.2 – 1313.6  further 
define some of the above statutes, specifically: 

CCR Section 1313.2 relates to H&S Section 1248  

CCR Section 1313.3 relates to H&S Sections 1248.15 and 1248.4 

CCR Section 1313.4 relates to H&S Sections 1248.15 and 1248.4 

CCR Section 1313.5 relates to H&S Section 1248.4 

CCR Section 1313.6 relates to H&S Section 1248.6 

Note:  Please see Attachment 3 for copies of CCR Sections 1313.2 - 1313.6 

The Board is authorized by statute to accept applications from Accreditation Agencies that are 
requesting the Board’s approval to accredit an outpatient surgery setting. The Board currently 
has four approved Accreditation Agencies: 

 American Association for Accreditation of Ambulatory Surgery Facilities Inc. 
(AAAASF) 

 Accreditation Association for Ambulatory Health Care (AAAHC) 
 Institute for Medical Quality (IMQ) 
 The Joint Commission (JC) 

ATTACHMENTS: 
 

1. California Business and Professions Code Sections:   2215 – 2217 
 

2. California Health and Safety Code Sections:     1248 – 1248.85 
 

3. California Code of Regulations, Title 16, Division 13, Sections:  1313.2 – 1313.6 
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Business and Professions Code - BPC 
 
DIVISION 2. HEALING ARTS [500. - 4999.129.] 
  ( Division 2 enacted by Stats. 1937, Ch. 399. )   
 
CHAPTER 5. Medicine [2000. - 2521.] 
  ( Chapter 5 repealed and added by Stats. 1980, Ch. 1313, Sec. 2. )   
 
ARTICLE 11.5. Surgery in Certain Outpatient Settings [2215. - 2217.] 
  ( Article 11.5 added by Stats. 1994, Ch. 1276, Sec. 1. )   
 
2215.   
The Legislature finds and declares that in this state, significant surgeries are being performed in 
unregulated out-of-hospital settings. The Legislature further finds and declares that without 
appropriate oversight, some of these settings may be operating in a manner which is injurious to 
the public health, welfare, and safety. Although the health professionals delivering health care 
services in these settings are licensed, further quality assurance is needed to ensure that health 
care services are safely and effectively performed in these settings. The Legislature further 
recognizes that there is a wide range of surgical procedures safely performed in a myriad of 
outpatient settings, and the degree of patient risk varies greatly. It is the intent of the Legislature 
to create regulations that directly impact patient safety. It is not the intent of the Legislature to 
require standards in excess of those requirements in Section 1248.15, or to require physical 
modifications to facilities unless the modifications or standards directly impact patient safety and 
are cost-effective. The cost effectiveness of any modifications shall be taken into consideration 
by the Division of Licensing of the Medical Board of California, and shall ensure that the least 
costly and effective method of achieving patient safety is required. 
(Added by Stats. 1994, Ch. 1276, Sec. 1. Effective January 1, 1995.) 
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Business and Professions Code - BPC 
 
DIVISION 2. HEALING ARTS [500. - 4999.129.] 
  ( Division 2 enacted by Stats. 1937, Ch. 399. )   
 
CHAPTER 5. Medicine [2000. - 2521.] 
  ( Chapter 5 repealed and added by Stats. 1980, Ch. 1313, Sec. 2. )   
 
ARTICLE 11.5. Surgery in Certain Outpatient Settings [2215. - 2217.] 
  ( Article 11.5 added by Stats. 1994, Ch. 1276, Sec. 1. )   
 
2216.   
On or after July 1, 1996, no physician and surgeon shall perform procedures in an outpatient 
setting using anesthesia, except local anesthesia or peripheral nerve blocks, or both, complying 
with the community standard of practice, in doses that, when administered, have the probability 
of placing a patient at risk for loss of the patient’s life-preserving protective reflexes, unless the 
setting is specified in Section 1248.1. Outpatient settings where anxiolytics and analgesics are 
administered are excluded when administered, in compliance with the community standard of 
practice, in doses that do not have the probability of placing the patient at risk for loss of the 
patient’s life-preserving protective reflexes. 
 
The definition of “outpatient settings” contained in subdivision (c) of Section 1248 shall apply to 
this section. 
(Added by Stats. 1994, Ch. 1276, Sec. 1. Effective January 1, 1995.) 
 
 
 
Business and Professions Code - BPC 
 
DIVISION 2. HEALING ARTS [500. - 4999.129.] 
  ( Division 2 enacted by Stats. 1937, Ch. 399. )   
 
CHAPTER 5. Medicine [2000. - 2521.] 
  ( Chapter 5 repealed and added by Stats. 1980, Ch. 1313, Sec. 2. )   
 
ARTICLE 11.5. Surgery in Certain Outpatient Settings [2215. - 2217.] 
  ( Article 11.5 added by Stats. 1994, Ch. 1276, Sec. 1. )   
 
2216.1.   
On and after July 1, 2000, it is unprofessional conduct for a physician and surgeon to perform 
procedures in any outpatient setting except in compliance with Section 2216, unless the setting 
has a minimum of two staff persons on the premises, one of whom shall either be a licensed 
physician and surgeon or a licensed health care professional with current certification in 
advanced cardiac life support (ACLS), as long as a patient is present who has not been 
discharged from supervised care. 
(Added by Stats. 1999, Ch. 944, Sec. 2. Effective January 1, 2000.) 
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Business and Professions Code - BPC 
 
DIVISION 2. HEALING ARTS [500. - 4999.129.] 
  ( Division 2 enacted by Stats. 1937, Ch. 399. )   
 
CHAPTER 5. Medicine [2000. - 2521.] 
  ( Chapter 5 repealed and added by Stats. 1980, Ch. 1313, Sec. 2. )   
 
ARTICLE 11.5. Surgery in Certain Outpatient Settings [2215. - 2217.] 
  ( Article 11.5 added by Stats. 1994, Ch. 1276, Sec. 1. )   
 
2216.2.   
(a) It is unprofessional conduct for a physician and surgeon to fail to provide adequate security 
by liability insurance, or by participation in an interindemnity trust, for claims by patients arising 
out of surgical procedures performed outside of a general acute care hospital as defined in 
subdivision (a) of Section 1250 of the Health and Safety Code. 
 
(b) For purposes of this section, the board shall determine what constitutes adequate security. 
 
(c) Nothing in this section shall require an insurer admitted to transact liability insurance in this 
state to provide coverage to a physician and surgeon. 
 
(d) The security required by this section shall be acceptable only if provided by any one of the 
following: 
 
(1) An insurer admitted pursuant to Section 700 of the Insurance Code to transact liability 
insurance in this state. 
 
(2) An insurer that is eligible pursuant to Section 1765.1 of the Insurance Code. 
 
(3) A cooperative corporation authorized by Section 1280.7 of the Insurance Code. 
 
(4) An insurer licensed to transact liability insurance in at least one state of the United States. 
(Amended by Stats. 2011, Ch. 83, Sec. 1. Effective July 15, 2011. Operative July 21, 2011, by 
Sec. 34 of Stats. 2011, Ch. 83.) 
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Business and Professions Code - BPC 
 
DIVISION 2. HEALING ARTS [500. - 4999.129.] 
  ( Division 2 enacted by Stats. 1937, Ch. 399. )   
 
CHAPTER 5. Medicine [2000. - 2521.] 
  ( Chapter 5 repealed and added by Stats. 1980, Ch. 1313, Sec. 2. )   
 
ARTICLE 11.5. Surgery in Certain Outpatient Settings [2215. - 2217.] 
  ( Article 11.5 added by Stats. 1994, Ch. 1276, Sec. 1. )   
 
2217.   
The Division of Licensing of the Medical Board of California may adopt regulations to 
implement this article and Chapter 1.3 (commencing with Section 1248) of Division 2 of the 
Health and Safety Code. 
(Added by Stats. 1994, Ch. 1276, Sec. 1. Effective January 1, 1995.) 
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Health and Safety Code - HSC 
 
DIVISION 2. LICENSING PROVISIONS [1200. - 1795.] 
  ( Division 2 enacted by Stats. 1939, Ch. 60. )   
 
CHAPTER 1.3. Outpatient Settings [1248. - 1248.85.] 
  ( Chapter 1.3 added by Stats. 1994, Ch. 1276, Sec. 2. )   
 
 
 
HSC § 1248.   
For purposes of this chapter, the following definitions shall apply: 
 
(a) “Division” means the Medical Board of California. All references in this chapter to the division, the 
Division of Licensing of the Medical Board of California, or the Division of Medical Quality shall be 
deemed to refer to the Medical Board of California pursuant to Section 2002 of the Business and 
Professions Code. 
 
 (b) (1) “Outpatient setting” means any facility, clinic, unlicensed clinic, center, office, or other setting 
that is not part of a general acute care facility, as defined in Section 1250, and where anesthesia, except 
local anesthesia or peripheral nerve blocks, or both, is used in compliance with the community standard of 
practice, in doses that, when administered have the probability of placing a patient at risk for loss of the 
patient’s life-preserving protective reflexes. 
 
(2) “Outpatient setting” also means facilities that offer in vitro fertilization, as defined in subdivision (b) 
of Section 1374.55.  
 
(3) “Outpatient setting” does not include, among other settings, any setting where anxiolytics and 
analgesics are administered, when done so in compliance with the community standard of practice, in 
doses that do not have the probability of placing the patient at risk for loss of the patient’s life-preserving 
protective reflexes. 
 
 (c) “Accreditation agency” means a public or private organization that is approved to issue certificates of 
accreditation to outpatient settings by the board pursuant to Sections 1248.15 and 1248.4. 
 
(Amended by Stats. 2011, Ch. 645, Sec. 2. Effective January 1, 2012.) 
 
 
 
HSC § 1248.1.   
No association, corporation, firm, partnership, or person shall operate, manage, conduct, or maintain an 
outpatient setting in this state, unless the setting is one of the following: 
 
(a)  An ambulatory surgical center that is certified to participate in the Medicare program under Title 
XVIII (42 U.S.C. Sec. 1395 et seq.) of the federal Social Security Act.  
 
(b)  Any clinic conducted, maintained, or operated by a federally recognized Indian tribe or tribal 
organization, as defined in Section 450 or 1601 of Title 25 of the United States Code, and located on land 
recognized as tribal land by the federal government.  
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(c)  Any clinic directly conducted, maintained, or operated by the United States or by any of its 
departments, officers, or agencies.  
 
(d)  Any primary care clinic licensed under subdivision (a) and any surgical clinic licensed under 
subdivision (b) of Section 1204.  
 
(e)  Any health facility licensed as a general acute care hospital under Chapter 2 (commencing with 
Section 1250).  
 
(f)  Any outpatient setting to the extent that it is used by a dentist or physician and surgeon in compliance 
with Article 2.7 (commencing with Section 1646) or Article 2.8 (commencing with Section 1647) of 
Chapter 4 of Division 2 of the Business and Professions Code.  
 
(g)  An outpatient setting accredited by an accreditation agency approved by the division pursuant to this 
chapter.  
 
(h)  A setting, including, but not limited to, a mobile van, in which equipment is used to treat patients 
admitted to a facility described in subdivision (a), (d), or (e), and in which the procedures performed are 
staffed by the medical staff of, or other healthcare practitioners with clinical privileges at, the facility and 
are subject to the peer review process of the facility but which setting is not a part of a facility described 
in subdivision (a), (d), or (e).  
 
Nothing in this section shall relieve an association, corporation, firm, partnership, or person from 
complying with all other provisions of law that are otherwise applicable. 
 
(Added by Stats. 1994, Ch. 1276, Sec. 2. Effective January 1, 1995.) 
 
 
 
HSC § 1248.15.   
(a) The board shall adopt standards for accreditation and, in approving accreditation agencies to perform 
accreditation of outpatient settings, shall ensure that the certification program shall, at a minimum, 
include standards for the following aspects of the settings’ operations: 
 
(1) Outpatient setting allied health staff shall be licensed or certified to the extent required by state or 
federal law. 
 
(2) (A) Outpatient settings shall have a system for facility safety and emergency training requirements. 
 
(B) There shall be onsite equipment, medication, and trained personnel to facilitate handling of services 
sought or provided and to facilitate handling of any medical emergency that may arise in connection with 
services sought or provided. 
 
(C) In order for procedures to be performed in an outpatient setting as defined in Section 1248, the 
outpatient setting shall do one of the following: 
 
(i) Have a written transfer agreement with a local accredited or licensed acute care hospital, approved by 
the facility’s medical staff. 
 
(ii) Permit surgery only by a licensee who has admitting privileges at a local accredited or licensed acute 
care hospital, with the exception that licensees who may be precluded from having admitting privileges 
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by their professional classification or other administrative limitations, shall have a written transfer 
agreement with licensees who have admitting privileges at local accredited or licensed acute care 
hospitals. 
 
(iii) Submit for approval by an accrediting agency a detailed procedural plan for handling medical 
emergencies that shall be reviewed at the time of accreditation. No reasonable plan shall be disapproved 
by the accrediting agency. 
 
(D) In addition to the requirements imposed in subparagraph (C), the outpatient setting shall submit for 
approval by an accreditation agency at the time of accreditation a detailed plan, standardized procedures, 
and protocols to be followed in the event of serious complications or side effects from surgery that would 
place a patient at high risk for injury or harm or to govern emergency and urgent care situations. The plan 
shall include, at a minimum, that if a patient is being transferred to a local accredited or licensed acute 
care hospital, the outpatient setting shall do all of the following: 
 
(i) Notify the individual designated by the patient to be notified in case of an emergency. 
 
(ii) Ensure that the mode of transfer is consistent with the patient’s medical condition. 
 
(iii) Ensure that all relevant clinical information is documented and accompanies the patient at the time of 
transfer. 
 
(iv) Continue to provide appropriate care to the patient until the transfer is effectuated. 
 
(E) All physicians and surgeons transferring patients from an outpatient setting shall agree to cooperate 
with the medical staff peer review process on the transferred case, the results of which shall be referred 
back to the outpatient setting, if deemed appropriate by the medical staff peer review committee. If the 
medical staff of the acute care facility determines that inappropriate care was delivered at the outpatient 
setting, the acute care facility’s peer review outcome shall be reported, as appropriate, to the accrediting 
body or in accordance with existing law. 
 
(3) The outpatient setting shall permit surgery by a dentist acting within his or her scope of practice under 
Chapter 4 (commencing with Section 1600) of Division 2 of the Business and Professions Code or 
physician and surgeon, osteopathic physician and surgeon, or podiatrist acting within his or her scope of 
practice under Chapter 5 (commencing with Section 2000) of Division 2 of the Business and Professions 
Code or the Osteopathic Initiative Act. The outpatient setting may, in its discretion, permit anesthesia 
service by a certified registered nurse anesthetist acting within his or her scope of practice under Article 7 
(commencing with Section 2825) of Chapter 6 of Division 2 of the Business and Professions Code. 
 
(4) Outpatient settings shall have a system for maintaining clinical records. 
 
(5) Outpatient settings shall have a system for patient care and monitoring procedures. 
 
(6) (A)  Outpatient settings shall have a system for quality assessment and improvement. 
 
(B) Members of the medical staff and other practitioners who are granted clinical privileges shall be 
professionally qualified and appropriately credentialed for the performance of privileges granted. The 
outpatient setting shall grant privileges in accordance with recommendations from qualified health 
professionals, and credentialing standards established by the outpatient setting. 
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(C) Clinical privileges shall be periodically reappraised by the outpatient setting. The scope of procedures 
performed in the outpatient setting shall be periodically reviewed and amended as appropriate. 
 
(7) Outpatient settings regulated by this chapter that have multiple service locations shall have all of the 
sites inspected. 
 
(8) Outpatient settings shall post the certificate of accreditation in a location readily visible to patients and 
staff. 
 
(9) Outpatient settings shall post the name and telephone number of the accrediting agency with 
instructions on the submission of complaints in a location readily visible to patients and staff. 
 
(10) Outpatient settings shall have a written discharge criteria. 
 
(b) Outpatient settings shall have a minimum of two staff persons on the premises, one of whom shall 
either be a licensed physician and surgeon or a licensed health care professional with current certification 
in advanced cardiac life support (ACLS), as long as a patient is present who has not been discharged from 
supervised care. Transfer to an unlicensed setting of a patient who does not meet the discharge criteria 
adopted pursuant to paragraph (10) of subdivision (a) shall constitute unprofessional conduct. 
 
(c) An accreditation agency may include additional standards in its determination to accredit outpatient 
settings if these are approved by the board to protect the public health and safety. 
 
(d) No accreditation standard adopted or approved by the board, and no standard included in any 
certification program of any accreditation agency approved by the board, shall serve to limit the ability of 
any allied health care practitioner to provide services within his or her full scope of practice. 
Notwithstanding this or any other provision of law, each outpatient setting may limit the privileges, or 
determine the privileges, within the appropriate scope of practice, that will be afforded to physicians and 
allied health care practitioners who practice at the facility, in accordance with credentialing standards 
established by the outpatient setting in compliance with this chapter. Privileges may not be arbitrarily 
restricted based on category of licensure. 
 
(e) The board shall adopt standards that it deems necessary for outpatient settings that offer in vitro 
fertilization. 
 
(f) The board may adopt regulations it deems necessary to specify procedures that should be performed in 
an accredited outpatient setting for facilities or clinics that are outside the definition of outpatient setting 
as specified in Section 1248. 
 
(g) As part of the accreditation process, the accrediting agency shall conduct a reasonable investigation of 
the prior history of the outpatient setting, including all licensed physicians and surgeons who have an 
ownership interest therein, to determine whether there have been any adverse accreditation decisions 
rendered against them. For the purposes of this section, “conducting a reasonable investigation” means 
querying the Medical Board of California and the Osteopathic Medical Board of California to ascertain if 
either the outpatient setting has, or, if its owners are licensed physicians and surgeons, if those physicians 
and surgeons have, been subject to an adverse accreditation decision. 
 
(h) An outpatient setting shall be subject to the reporting requirements in Section 1279.1 and the penalties 
for failure to report specified in Section 1280.4. 
 
(Amended by Stats. 2011, Ch. 645, Sec. 3. Effective January 1, 2012.) 
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HSC § 1248.2.   
(a) Any outpatient setting may apply to an accreditation agency for a certificate of accreditation. 
Accreditation shall be issued by the accreditation agency solely on the basis of compliance with its 
standards as approved by the board under this chapter. 
 
 
(b) The board shall obtain and maintain a list of accredited outpatient settings from the information 
provided by the accreditation agencies approved by the board, and shall notify the public, by placing the 
information on its Internet Web site, whether an outpatient setting is accredited or the setting’s 
accreditation has been revoked, suspended, or placed on probation, or the setting has received a reprimand 
by the accreditation agency. 
 
(c) The list of outpatient settings shall include all of the following: 
 
(1) Name, address, and telephone number of any owners, and their medical license numbers. 
 
(2) Name and address of the facility. 
 
(3) The name and telephone number of the accreditation agency. 
 
(4) The effective and expiration dates of the accreditation. 
 
(d) Accrediting agencies approved by the board shall notify the board and update the board on all 
outpatient settings that are accredited. 
 
(Amended by Stats. 2011, Ch. 645, Sec. 4. Effective January 1, 2012.) 
 
 
 
HSC § 1248.25.   
If an outpatient setting does not meet the standards approved by the board, accreditation shall be denied 
by the accreditation agency, which shall provide the outpatient setting notification of the reasons for the 
denial. An outpatient setting may reapply for accreditation at any time after receiving notification of the 
denial. The accreditation agency shall report within three business days to the board if the outpatient 
setting’s certificate for accreditation has been denied. 
 
(Amended by Stats. 2011, Ch. 645, Sec. 5. Effective January 1, 2012.) 
 
 
 
HSC § 1248.3.   
(a)  Certificates of accreditation issued to outpatient settings by an accreditation agency shall be valid for 
not more than three years.  
 
(b)  The outpatient setting shall notify the accreditation agency within 30 days of any significant change 
in ownership, including, but not limited to, a merger, change in majority interest, consolidation, name 
change, change in scope of services, additional services, or change in locations.  
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(c)  Except for disclosures to the division or to the Division of Medical Quality under this chapter, an 
accreditation agency shall not disclose information obtained in the performance of accreditation activities 
under this chapter that individually identifies patients, individual medical practitioners, or outpatient 
settings. Neither the proceedings nor the records of an accreditation agency or the proceedings and 
records of an outpatient setting related to performance of quality assurance or accreditation activities 
under this chapter shall be subject to discovery, nor shall the records or proceedings be admissible in a 
court of law. The prohibition relating to discovery and admissibility of records and proceedings does not 
apply to any outpatient setting requesting accreditation in the event that denial or revocation of that 
outpatient setting’s accreditation is being contested. Nothing in this section shall prohibit the accreditation 
agency from making discretionary disclosures of information to an outpatient setting pertaining to the 
accreditation of that outpatient setting.  
 
(Added by Stats. 1994, Ch. 1276, Sec. 2. Effective January 1, 1995.) 
 
HSC § 1248.35.   
(a) Every outpatient setting which is accredited shall be inspected by the accreditation agency and may 
also be inspected by the Medical Board of California. The Medical Board of California shall ensure that 
accreditation agencies inspect outpatient settings. 
 
(b) Unless otherwise specified, the following requirements apply to inspections described in subdivision 
(a). 
 
(1) The frequency of inspection shall depend upon the type and complexity of the outpatient setting to be 
inspected. 
 
(2) Inspections shall be conducted no less often than once every three years by the accreditation agency 
and as often as necessary by the Medical Board of California to ensure the quality of care provided. 
 
(3) The Medical Board of California or the accreditation agency may enter and inspect any outpatient 
setting that is accredited by an accreditation agency at any reasonable time to ensure compliance with, or 
investigate an alleged violation of, any standard of the accreditation agency or any provision of this 
chapter. 
 
(c) If an accreditation agency determines, as a result of its inspection, that an outpatient setting is not in 
compliance with the standards under which it was approved, the accreditation agency may do any of the 
following: 
 
(1) Require correction of any identified deficiencies within a set timeframe. Failure to comply shall result 
in the accrediting agency issuing a reprimand or suspending or revoking the outpatient setting’s 
accreditation. 
 
(2) Issue a reprimand. 
 
(3) Place the outpatient setting on probation, during which time the setting shall successfully institute and 
complete a plan of correction, approved by the board or the accreditation agency, to correct the 
deficiencies. 
 
(4) Suspend or revoke the outpatient setting’s certification of accreditation. 
 
(d) (1) Except as is otherwise provided in this subdivision, before suspending or revoking a certificate of 
accreditation under this chapter, the accreditation agency shall provide the outpatient setting with notice 
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of any deficiencies and the outpatient setting shall agree with the accreditation agency on a plan of 
correction that shall give the outpatient setting reasonable time to supply information demonstrating 
compliance with the standards of the accreditation agency in compliance with this chapter, as well as the 
opportunity for a hearing on the matter upon the request of the outpatient setting. During the allotted time 
to correct the deficiencies, the plan of correction, which includes the deficiencies, shall be conspicuously 
posted by the outpatient setting in a location accessible to public view. Within 10 days after the adoption 
of the plan of correction, the accrediting agency shall send a list of deficiencies and the corrective action 
to be taken to the board and to the California State Board of Pharmacy if an outpatient setting is licensed 
pursuant to Article 14 (commencing with Section 4190) of Chapter 9 of Division 2 of the Business and 
Professions Code. The accreditation agency may immediately suspend the certificate of accreditation 
before providing notice and an opportunity to be heard, but only when failure to take the action may result 
in imminent danger to the health of an individual. In such cases, the accreditation agency shall provide 
subsequent notice and an opportunity to be heard. 
 
(2) If an outpatient setting does not comply with a corrective action within a timeframe specified by the 
accrediting agency, the accrediting agency shall issue a reprimand, and may either place the outpatient 
setting on probation or suspend or revoke the accreditation of the outpatient setting, and shall notify the 
board of its action. This section shall not be deemed to prohibit an outpatient setting that is unable to 
correct the deficiencies, as specified in the plan of correction, for reasons beyond its control, from 
voluntarily surrendering its accreditation prior to initiation of any suspension or revocation proceeding. 
 
(e) The accreditation agency shall, within 24 hours, report to the board if the outpatient setting has been 
issued a reprimand or if the outpatient setting’s certification of accreditation has been suspended or 
revoked or if the outpatient setting has been placed on probation. If an outpatient setting has been issued a 
license by the California State Board of Pharmacy pursuant to Article 14 (commencing with Section 
4190) of Chapter 9 of Division 2 of the Business and Professions Code, the accreditation agency shall 
also send this report to the California State Board of Pharmacy within 24 hours. 
 
(f) The accreditation agency, upon receipt of a complaint from the board that an outpatient setting poses 
an immediate risk to public safety, shall inspect the outpatient setting and report its findings of inspection 
to the board within five business days. If an accreditation agency receives any other complaint from the 
board, it shall investigate the outpatient setting and report its findings of investigation to the board within 
30 days. 
 
(g) Reports on the results of any inspection shall be kept on file with the board and the accreditation 
agency along with the plan of correction and the comments of the outpatient setting. The inspection report 
may include a recommendation for reinspection. All final inspection reports, which include the lists of 
deficiencies, plans of correction or requirements for improvements and correction, and corrective action 
completed, shall be public records open to public inspection. 
 
(h) If one accrediting agency denies accreditation, or revokes or suspends the accreditation of an 
outpatient setting, this action shall apply to all other accrediting agencies. An outpatient setting that is 
denied accreditation is permitted to reapply for accreditation with the same accrediting agency. The 
outpatient setting also may apply for accreditation from another accrediting agency, but only if it 
discloses the full accreditation report of the accrediting agency that denied accreditation. Any outpatient 
setting that has been denied accreditation shall disclose the accreditation report to any other accrediting 
agency to which it submits an application. The new accrediting agency shall ensure that all deficiencies 
have been corrected and conduct a new onsite inspection consistent with the standards specified in this 
chapter. 
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(i) If an outpatient setting’s certification of accreditation has been suspended or revoked, or if the 
accreditation has been denied, the accreditation agency shall do all of the following: 
 
(1) Notify the board of the action. 
 
(2) Send a notification letter to the outpatient setting of the action. The notification letter shall state that 
the setting is no longer allowed to perform procedures that require outpatient setting accreditation. 
(3) Require the outpatient setting to remove its accreditation certification and to post the notification letter 
in a conspicuous location, accessible to public view. 
 
(j) The board may take any appropriate action it deems necessary pursuant to Section 1248.7 if an 
outpatient setting’s certification of accreditation has been suspended or revoked, or if accreditation has 
been denied. 
 
(Amended by Stats. 2012, Ch. 454, Sec. 5. Effective January 1, 2013.) 
 
 
 
HSC § 1248.4.   
(a)  It is the intent of the Legislature that an accreditation agency operating on or before January 1, 1995, 
or a successor thereof, or an accreditation agency thereafter operating as part of a joint program granted 
temporary certification as an accreditation agency by the division, whether operating as part of a joint 
program or independently, and meeting the standards set forth in this chapter, as determined by the 
division, not be required to go through the entire application process with the division. Therefore, the 
division may grant a temporary certificate of approval to such an accreditation agency. The temporary 
approval issued to an accreditation agency under this subdivision shall expire on January 1, 1998. In order 
to continue its status as an accreditation agency, an accreditation agency approved by the division under 
this subdivision shall apply for renewal of approval by the division on or before January 1, 1998, and 
shall establish that it is in compliance with the standards set forth in this chapter and any regulations 
adopted pursuant thereto.  
 
(b)  Each accreditation agency approved by the division shall, on and after January 1, 1995, promptly 
forward to the division a list of each outpatient setting to which it has granted a certificate of 
accreditation, as well as settings that have lost accreditation or were denied accreditation.  
 
(c)  The division shall approve an accreditation agency that applies for approval on a form prescribed by 
the division, accompanied by payment of the fee prescribed by this chapter and evidence that the 
accreditation agency meets the following criteria:  
 
(1)  Includes within its accreditation program, at a minimum, the standards for accreditation of outpatient 
settings approved by the division as well as standards for patient care and safety at the setting.  
 
(2)  Submits its current accreditation standards to the division every three years, or upon request for 
continuing approval by the division.  
 
(3)  Maintains internal quality management programs to ensure quality of the accreditation process.  
 
(4)  Has a process by which accreditation standards can be reviewed and revised no less than every three 
years.  
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(5)  Maintains an available pool of allied health care practitioners to serve on accreditation review teams 
as appropriate.  
 
(6)  Has accreditation review teams that shall do all of the following:  
 
(A)  Consist of at least one physician and surgeon who practices in an outpatient setting; any other 
members shall be practicing actively in these settings.  
 
(B)  Participate in formal educational training programs provided by the accreditation agency in 
evaluation of the certification standards at least every three years.  
 
(7)  The accreditation agency shall demonstrate that professional members of its review team have 
experience in conducting review activities of freestanding outpatient settings.  
 
(8)  Standards for accreditation shall be developed with the input of the medical community and the 
ambulatory surgery industry.  
 
(9)  Accreditation reviewers shall be credentialed and screened by the accreditation agency.  
 
(10)  The accreditation agency shall not have an ownership interest in nor be involved in the operation of 
a freestanding outpatient setting, nor in the delivery of health care services to patients.  
 
(d)  Accreditation agencies approved by the division shall forward to the division copies of all certificates 
of accreditation and shall notify the division promptly whenever the agency denies or revokes a certificate 
of accreditation.  
 
(e)  A certification of an accreditation agency by the division shall expire at midnight on the last day of a 
three-year term if not renewed. The division shall establish by regulation the procedure for renewal. To 
renew an unexpired approval, the accreditation agency shall, on or before the date upon which the 
certification would otherwise expire, apply for renewal on a form, and pay the renewal fee, as prescribed 
by the division.  
 
(Amended by Stats. 1997, Ch. 769, Sec. 1. Effective October 8, 1997.) 
 
 
 
HSC § 1248.5.   
The board shall evaluate the performance of an approved accreditation agency no less than every three 
years, or in response to complaints against an agency, or complaints against one or more outpatient 
settings accreditation by an agency that indicates noncompliance by the agency with the standards 
approved by the board. 
 
(Amended by Stats. 2011, Ch. 645, Sec. 7. Effective January 1, 2012.) 
 
 
 
HSC § 1248.55.   
(a)  If the accreditation agency is not meeting the criteria set by the division, the division may terminate 
approval of the agency.  
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(b)  Before terminating approval of an accreditation agency, the division shall provide the accreditation 
agency with notice of any deficiencies and reasonable time to supply information demonstrating 
compliance with the requirements of this chapter, as well as the opportunity for a hearing on the matter in 
compliance with Chapter 5 (commencing with Section 11500) of Part 1 of Division 3 of Title 2 of the 
Government Code.  
 
(c)  (1)  If approval of the accreditation agency is terminated by the division, outpatient settings accredited 
by that agency shall be notified by the division and, except as provided in paragraph (2), shall be 
authorized to continue to operate for a period of 12 months in order to seek accreditation through an 
approved accreditation agency, unless the time is extended by the division for good cause.  
 
(2)  The division may require that an outpatient setting, that has been accredited by an accreditation 
agency whose approval has been terminated by the division, cease operations immediately in the event 
that the division is in possession of information indicating that continued operation poses an imminent 
risk of harm to the health of an individual. In such cases, the division shall provide the outpatient setting 
with notice of its action, the reason underlying it, and a subsequent opportunity for a hearing on the 
matter. An outpatient setting that is ordered to cease operations under this paragraph may reapply for a 
certificate of accreditation after six months and shall notify the division promptly of its reapplication.  
 
(Added by Stats. 1994, Ch. 1276, Sec. 2. Effective January 1, 1995 
 
 
 
HSC § 1248.6.   
(a)  The Division of Licensing shall establish by regulation a reasonable fee for an application for 
approval as an accreditation agency in an amount that is reasonably necessary to recover the cost of 
implementing and administering this chapter, and not to exceed five thousand dollars ($5,000). The 
division shall establish by regulation a reasonable fee for a temporary certificate of approval, as outlined 
in subdivision (a) of Section 1248.4, not to exceed two thousand dollars ($2,000). The division shall also 
establish a reasonable fee for renewal. The renewal fee shall be proportionate to the number of outpatient 
settings accredited by the approved accrediting body seeking renewal, and shall not exceed one hundred 
dollars ($100) per outpatient setting accreditation reviewed.  
 
(b)  All fees paid to and received by the division or the Medical Board of California under this chapter 
shall be paid into the State Treasury and shall be credited to a special fund that is hereby created as the 
Outpatient Setting Fund of the Medical Board of California. Funds in the Outpatient Setting Fund of the 
Medical Board of California shall be expended by the board for the purpose of implementing and 
administering this chapter upon appropriation by the Legislature. No surplus in the fund shall be 
deposited in or transferred to the General Fund or any other fund.  
 
(Added by Stats. 1994, Ch. 1276, Sec. 2. Effective January 1, 1995.) 
 
 
 
HSC § 1248.65.   
It shall constitute unprofessional conduct for a physician and surgeon to willfully and knowingly violate 
this chapter. 
 
(Added by Stats. 1994, Ch. 1276, Sec. 2. Effective January 1, 1995.) 
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HSC § 1248.7.   
(a) The board shall investigate all complaints concerning a violation of this chapter. With respect to any 
complaints relating to a violation of Section 1248.1, or upon discovery that an outpatient setting is not in 
compliance with Section 1248.1, the board shall investigate and, where appropriate, the board, through or 
in conjunction with the local district attorney, shall bring an action to enjoin the outpatient setting’s 
operation. The board or the local district attorney may bring an action to enjoin a violation or threatened 
violation of any other provision of this chapter in the superior court in and for the county in which the 
violation occurred or is about to occur. Any proceeding under this section shall conform to the 
requirements of Chapter 3 (commencing with Section 525) of Title 7 of Part 2 of the Code of Civil 
Procedure, except that the Division of Medical Quality shall not be required to allege facts necessary to 
show or tending to show lack of adequate remedy at law or irreparable damage or loss. 
 
(b) With respect to any and all actions brought pursuant to this section alleging an actual or threatened 
violation of any requirement of this chapter, the court shall, if it finds the allegations to be true, issue an 
order enjoining the person or facility from continuing the violation. For purposes of Section 1248.1, if an 
outpatient setting is operating without a certificate of accreditation, this shall be prima facie evidence that 
a violation of Section 1248.1 has occurred and additional proof shall not be necessary to enjoin the 
outpatient setting’s operation. 
 
(Amended by Stats. 2011, Ch. 645, Sec. 8. Effective January 1, 2012.) 
 
 
 
HSC § 1248.8.   
(a)  Any person or entity that willfully violates this chapter or any rule or regulation adopted under this 
chapter shall be guilty of a misdemeanor and subject to a fine not to exceed one thousand dollars ($1,000) 
per day of violation.  
 
(b)  In determining the punishment to be imposed under this section, the court shall consider all relevant 
facts, including, but not limited to, the following:  
 
(1)  Whether the violation exposed a patient or other individual to the risk of death or serious physical 
harm.  
 
(2)  Whether the violation had a direct or immediate relationship to health, safety, or security of a patient 
or other individual.  
 
(3)  Evidence, if any, of willfulness in the violation.  
 
(4)  The presence or absence of good faith efforts by the outpatient setting to prevent the violation.  
 
(c)  For purposes of this section, “willfully” or “willful” means that the person doing an act or omitting to 
do an act intends the act or omission, and knows the relevant circumstances connected with the act or 
omission.  
 
(d)  The district attorney of every county shall, upon application by the Division of Medical Quality or its 
authorized representative, institute and conduct the prosecution of any action or violation within the 
county of any provisions of this chapter.  
 
(Added by Stats. 1994, Ch. 1276, Sec. 2. Effective January 1, 1995.) 
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HSC § 1248.85.   
This chapter shall not preclude an approved accreditation agency from adopting additional standards 
consistent with Section 1248.15, establishing procedures for the conduct of onsite inspections, selecting 
onsite inspectors to perform accreditation onsite inspections, or establishing and collecting reasonable 
fees for the conduct of accreditation onsite inspections. 
 
(Amended by Stats. 2011, Ch. 645, Sec. 9. Effective January 1, 2012.) 
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16 CCR § 1313.2 
 
Cal. Admin. Code tit. 16, § 1313.2 
 
Barclays Official California Code of Regulations Currentness 
Title 16. Professional and Vocational Regulations 
Division 13. Medical Board of California [FNA1] 
Chapter 1. Division of Licensing 
 Article 3.5. Outpatient Setting Accreditation Agencies (Refs & Annos) 
[FNa1] For disposition of former Sections 1370-1375.45, see Table of Parallel Reference, Chapter 13.2, 
Title 16, California Code of Regulations. 
§ 1313.2. Definitions. 
 
 
(a) “Accredited” shall include, for purposes of section 1248.1(g) of the Health and Safety Code, not only 
full accreditation but also provisional accreditation granted by an accreditation agency to an outpatient 
setting, provided that (1) the outpatient setting is in substantial compliance with the accreditation agency's 
standards; (2) the deficiencies in compliance do not affect the quality of patient care; and (3) the 
deficiencies will be corrected within six months of the date on which the outpatient setting was granted 
provisional accreditation. 
 
(b) “Accreditation agency” has the meaning given to it in section 1248(d) of the Health and Safety Code. 
 
Note: Authority cited: Sections 2018 and 2217, Business and Professions Code. Reference: Section 1248, 
Health and Safety Code. 
 
HISTORY 
 
1. New Article 3.5 and section filed 1-18-96; operative 2-17-96 (Register 96, No. 3). 
 
16 CCR § 1313.2, 16 CA ADC § 1313.2 
 
This database is current through 3/8/13 Register 2013, No. 10 
 
END OF DOCUMENT 
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16 CCR § 1313.3 
 
Cal. Admin. Code tit. 16, § 1313.3 
 
Barclays Official California Code of Regulations Currentness 
Title 16. Professional and Vocational Regulations 
Division 13. Medical Board of California [FNA1] 
Chapter 1. Division of Licensing 
 Article 3.5. Outpatient Setting Accreditation Agencies (Refs & Annos) 
[FNa1] For disposition of former Sections 1370-1375.45, see Table of Parallel Reference, Chapter 13.2, 
Title 16, California Code of Regulations. 
§ 1313.3. Applications; Processing Times. 
 
 
(a) An application for approval as an accreditation agency shall be filed with the division at its principal 
office and shall be accompanied by the fee prescribed by this article. 
 
(b) An application shall include the following information and documents: 
 
(1) Name and address of applicant; 
 
(2) Date applicant began to operate as as accreditation agency; 
 
(3) Copy of applicant's current accreditation standards; 
 
(4) A list of all outpatient settings accredited or certified by applicant; 
 
(5) Information to establish the applicant's compliance with sections 1248.15 and 1248.4 of the Health 
and Safety Code and section 1313.4. 
 
(c) The division shall inform an applicant for approval as an accreditation agency in writing within 30 
days of receipt of an application whether the application is complete and accepted for filing or is deficient 
and what specific information or documentation is required to complete the application. 
 
(d) The division shall inform an applicant as an accreditation agency within 120 days after completion of 
the application of its decision whether the applicant meets the requirements for approval. An application 
is considered complete if it is in compliance with the requirements of sections 1248.15 and 1248.4 of the 
Health and Safety Code and section 1313.4. 
 
Note: Authority cited: Sections 2018 and 2217, Business and Professions Code; and Section 15376, 
Government Code. Reference: Sections 1248.15 and 1248.4, Health and Safety Code; and Section 15376, 
Government Code. 
 
HISTORY 
 
1. New section filed 1-18-96; operative 2-17-96 (Register 96, No. 3). 
 
16 CCR § 1313.3, 16 CA ADC § 1313.3 
 
This database is current through 3/8/13 Register 2013, No. 10 
END OF DOCUMENT 
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16 CCR § 1313.4 
 
Cal. Admin. Code tit. 16, § 1313.4 
 
Barclays Official California Code of Regulations Currentness 
Title 16. Professional and Vocational Regulations 
Division 13. Medical Board of California [FNA1] 
Chapter 1. Division of Licensing 
 Article 3.5. Outpatient Setting Accreditation Agencies (Refs & Annos) 
[FNa1] For disposition of former Sections 1370-1375.45, see Table of Parallel Reference, Chapter 13.2, 
Title 16, California Code of Regulations. 
§ 1313.4. Standards. 
 
 
(a) An accreditation agency shall meet the standards set forth in sections 1248.15 and 1248.4 of the 
Health and Safety Code. 
 
(1) With respect to section 1248.15(a)(2)(C)(i), a written transfer agreement shall include a mechanism 
for patient transport; a plan for transfer of the patient's records; policies defining the role of each person in 
handling an emergency; and a plan for continuity of the patient's care upon transfer of that care. 
 
(2) With respect to section 1248.15(a)(6), the required system for quality assessment and improvement 
shall include, in addition to chart review, actions that utilize information derived through quality 
assessment to improve systems to maximize patient protection. 
 
(3) With respect to section 1248.15(a)(7), the actual sample size shall be determined by the accreditation 
agency. 
 
(b) An accreditation agency shall send to the division any change in its accreditation standards within 30 
calendar days after making the change. 
 
(c) An accreditation agency shall, within fourteen calendar days after issuance, provide to the division a 
copy of any certificates of accreditation it issues and any denial or revocation of a certificate of 
accreditation. For each setting whose accreditation it denies or revokes, the accreditation agency shall also 
provide to the division in writing the reasons for its action. 
 
Note: Authority cited: Sections 2018 and 2217, Business and Professions Code; and Section 1248.15, 
Health and Safety Code. Reference: Sections 1248.15 and 1248.4, Health and Safety Code. 
 
HISTORY 
 
1. New section filed 1-18-96; operative 2-17-96 (Register 96, No. 3). 
 
2. New subsection (a)(1), subsection renumbering, amendment of subsection (c) and amendment of Note 
filed 12-5-2000; operative 1-4-2001 (Register 2000, No. 49). 
 
16 CCR § 1313.4, 16 CA ADC § 1313.4 
 
This database is current through 3/8/13 Register 2013, No. 10 
 
END OF DOCUMENT 
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16 CCR § 1313.5 
 
Cal. Admin. Code tit. 16, § 1313.5 
 
Barclays Official California Code of Regulations Currentness 
Title 16. Professional and Vocational Regulations 
Division 13. Medical Board of California [FNA1] 
Chapter 1. Division of Licensing 
 Article 3.5. Outpatient Setting Accreditation Agencies (Refs & Annos) 
[FNa1] For disposition of former Sections 1370-1375.45, see Table of Parallel Reference, Chapter 13.2, 
Title 16, California Code of Regulations. 
§ 1313.5. Renewal. 
 
 
An application for renewal of approval shall be filed with the division at its principal office prior to 
expiration of the approval. It shall include all of the information required by section 1313.3(b) and shall 
be accompanied by the renewal fee prescribed by this article. 
 
Note: Authority cited: Sections 2018 and 2217, Business and Professions Code; and Section 1248.4(e), 
Health and Safety Code. Reference: Section 1248.4, Health and Safety Code. 
 
HISTORY 
 
1. New section filed 1-18-96; operative 2-17-96 (Register 96, No. 3). 
 
16 CCR § 1313.5, 16 CA ADC § 1313.5 
 
This database is current through 3/8/13 Register 2013, No. 10 
 
END OF DOCUMENT 
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16 CCR § 1313.6 
 
Cal. Admin. Code tit. 16, § 1313.6 
 
Barclays Official California Code of Regulations Currentness 
Title 16. Professional and Vocational Regulations 
Division 13. Medical Board of California [FNA1] 
Chapter 1. Division of Licensing 
 Article 3.5. Outpatient Setting Accreditation Agencies (Refs & Annos) 
[FNa1] For disposition of former Sections 1370-1375.45, see Table of Parallel Reference, Chapter 13.2, 
Title 16, California Code of Regulations. 
§ 1313.6. Fees. 
 
 
(a) The fee for temporary approval as an accreditation agency is $2,000. 
 
(b) The fee for approval as an accreditation agency is $5,000. 
 
(c) The fee for renewal of approval is $100 for each outpatient setting accredited or reaccredited during 
the three years immediately preceding the filing of the renewal application. 
 
Note: Authority cited: Sections 2018 and 2217, Business and Professions Code; and Section 1248.6, 
Health and Safety Code. Reference: Section 1248.6, Health and Safety Code. 
 
HISTORY 
 
1. New section filed 1-18-96; operative 2-17-96 (Register 96, No. 3). 
 
16 CCR § 1313.6, 16 CA ADC § 1313.6 
 
This database is current through 3/8/13 Register 2013, No. 10 
 
END OF DOCUMENT 
  



 
OUTPATIENT SURGERY SETTING 

INFORMATIONAL PRESENTATION 
 
 

April 25, 2013 
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Business and Professions Code Section 2215 
 

“The Legislature finds and declares that in this state, 
significant surgeries are being performed in 
unregulated out-of-hospital settings.  The Legislature 
further finds and declares that without appropriate 
oversight, some of these settings may be operating in 
a manner which is injurious to the public health, 
welfare and safety…” 

 
(Added Stats. 1994, ch. 1276, § 1 (AB 595.) 

 
 
 
 
 
 
 
 

2 



Business and Professions Code Section 2216 
 

“On or After July 1, 1996, no physician and surgeon shall 
perform procedures in an outpatient setting using 
anesthesia, except local anesthesia or peripheral nerve 
blocks, or both, complying with the community standard 
of practice, in doses that when administered, have the 
probability of placing a patient at risk for loss of the 
patient’s life-preserving protective reflexes, unless the 
setting is specified in Section 1248.1…” 

 
(Added Stats. 1994, ch. 1276, § 1 (AB 595.) 
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Health and Safety Code Section 1248 
 

(b)(1) “Outpatient setting” means any facility, 
clinic, unlicensed clinic, center, office, or other 
setting that is not part of a general acute care 
facility, as defined in Section 1250, and where 
anesthesia, except local anesthesia or peripheral 
nerve blocks, or both, is used in compliance with 
the community standard of practice, in doses that, 
when administered have the probability of 
placing a patient at risk for loss of the patient’s 
life-preserving protective reflexes... 

4 



Required Settings 
Health and Safety Code Section 1248.1 specifies 

them as: 
“(d)  Any primary care clinic licensed under 
subdivision (a) and any surgical clinic licensed 
under subdivision (b) of Section 1204. 

* * *  
(g)  An outpatient setting accredited by an 
accreditation agency approved by the division 
pursuant to this chapter.” 
 5 



 
Outpatient Surgery Settings are “authorized” in 

the following ways : 
1) Licensed by California Department of  
 Public Health; 
2)  Accredited by an agency approved by the 
 Medical Board of California; or 
3)   Fit another statutory classification.  
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 A court decision (Capen v. Shewry) altered the 

landscape relating to the operation of these 
settings.     

 After Capen, the Department of Public Health 
will not license Outpatient Surgery Settings 
that are owned in whole or part by physicians 

 If these sites don’t fit within a statutory 
classification, they need to be accredited  
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 To implement these laws, MBC has adopted 

regulations specifying approval and renewal 
criteria for Accreditation Agencies 

 
 These criteria may be found at California Code 

of Regulations, Title 16, Division 13, Sections 
1313.2 – 1313.6 
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Important Concept 
 

  An Outpatient Surgery Setting is a place  
 
  A fixed location with an address 
 
  If we had a vehicle with a GPS device, we 

 could drive there 

9 



Contrast A Personal License  
 

 Physician’s and Surgeon’s Certificate  
 
 Law License  
 
 These licenses follow you around 

10 



Q.  Does the Medical Board of California License 
 Outpatient Surgery Settings? 
 
A.  No. The Medical Board of California  indirectly 
 oversees Outpatient Surgery Settings 

 

Q.  How does it do that? 
 
A.   The Board approves the agencies that accredit 
 Outpatient Surgery Settings 
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Who can operate, manage, conduct or maintain an 
Outpatient Surgery Setting? 
 

 An Association  
 Corporation 
 Firm  
 Partnership 
 Individual Person 
 
 (Health and  & Safety Code, § 1248.1) 
 

12 



 
Exemptions from accreditation: 
 
An ambulatory surgical center that is certified to 
participate in Medicare program… 
 
Any clinic conducted, maintained, or operated by a 
federally recognized Indian tribe or tribal 
organization,… 
 
Any clinic directly conducted, maintained or 
operated by the United States… 
 
 
 

13 



Any primary care clinic or surgical clinic licensed 
under section 1204 
 
Any health facility licensed as a general acute care 
hospital 
 
Outpatient surgical setting where anxiolytics and 
analgesics are administered in compliance with the 
community standard of practice, in doses that do not 
have the probability of placing the patient at risk for 
loss of life preserving protective reflexes 
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Powers of the Board 

 
The Board Approves Accreditation Agencies 
 
The Board may inspect outpatient settings and shall investigate 
complaints 
 
The Board shall evaluate approved accreditation agencies not 
less than every three years 
 
The Board may terminate the approval of an accrediting agency 
 
The Board, under certain circumstances, may seek injunctive 
relief  
 

15 



The Board grants approval to an Accreditation 
Agency upon the Accreditation Agency 
submitting the application and necessary fee, the 
required supporting documentation, and the 
Board determining that the materials submitted 
indicate the Accreditation Agency meets the 
minimum requirements set forth in the relevant 
sections of the California Health and Safety Code 
and the California Code of Regulations. 
 

16 



Outpatient Surgery Setting Accreditation 
Requirements 

 
Outpatient Surgery Settings must meet the 
minimum requirements pursuant to Health and 
Safety Code Section 1248.15 and California Code 
of Regulations Section 1313.4  to be eligible for 
accreditation by a Medical Board of California 
approved Accreditation Agency. 
 

17 



The Medical Board of California currently has approved 
four Accreditation Agencies: 
 
American Association for Accreditation of Ambulatory 
Surgery Facilities Inc. (AAAASF) 
 
Accreditation Association for Ambulatory Health Care 
(AAAHC) 
 
Institute for Medical Quality (IMQ) 
 
The Joint Commission (JC) 

18 



IMPROVING HEALTH CARE QUALITY THROUGH ACCREDITATION

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

AAAHC Accreditation Process

Thursday, April 25, 2013
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Presenter

Carolyn Kurtz, JD
General Counsel & Vice President, Public/ 
Government Affairs

Mary Wei
Assistant Director, Accreditation Services
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Session objectives

Outline activities:
─Before the survey
─During the survey 
─After the survey
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Before the survey
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Preparing to Apply for AAAHC 
Survey
Review Handbook
Determine Survey Eligibility
• In order to qualify for survey an 
organization requesting a AAAHC survey 
must 

•Provide Health Care services ≥ 6 mo prior to 
survey
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Preparing to Apply for AAAHC 
Survey (cont’d)

•Be a formally organized and legally 
constituted entity
•In compliance with applicable laws and 
regulations
•Licensed by the state, if applicable
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Preparing to Apply for AAAHC 
Survey (cont’d)

•Provides health care services under 
direction of 

•MD, DO, DDS, DMD, DPM, OD, DC, APRN 
(practicing in compliance with state law and 
regulation), and licensed clinical behavioral 
health professional
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Preparing to Apply for AAAHC 
Survey (cont’d)

•Shares facilities, records, equipment, and 
business management among its members
•Complies with US EEOC law
•Submits a completed application for survey
•Pays the appropriate fees
•Acts in good faith in providing information 
to AAAHC
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Application for Survey

For California outpatient settings, the 
application includes questions related to
• Ownership 
• Anesthesia provision
• Any previous denial of accreditation
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Survey Scheduling

• Organization provides available 
timeframes for survey, including dates 
not available

• If Medicare, 5 days not available
• Appropriately privileged surveyors are 
scheduled

• Written confirmation of scheduled 
survey (if Medicare, the survey will be 
unannounced)
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

On‐site survey
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

While we’re on‐site

During the on‐site visit, surveyors will 
1. Review documents such as (but not 

limited to)
 Policies and Procedures
 Records (Credential, Personnel, Clinical)
 Quality Improvement Program
 Infection Prevention Program
 Risk Management Program
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

While we’re on‐site (cont’d.)

During the on‐site visit, surveyors will 
2. Interview staff to determine 

understanding of policies
3. If necessary, allow for members of 

the public to share information

BRD 4A-13



Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

While we’re on‐site (cont’d.)

During the on‐site visit, surveyors will 
4. Review compliance for previously 

cited deficiencies
5. For Medicare, follow the process 

from admission to discharge
6. Share findings with leadership 

members of the organization
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

While we’re on‐site (cont’d.)

For California Outpatient Settings, 
surveyors review
• Compliance with the requirements of 
Section 2216, Section 61638.2 and 
2259.8

• Compliance with previously cited 
deficiencies
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

After the survey
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

After the survey

AAAHC surveyors submit the survey 
report to AAAHC. 

Report is reviewed internally and by the 
Accreditation Committee
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

After the survey (cont’d.)

If Medicare, and deficiencies identified 
during the survey, organization receives a 
request for a plan of correction 

An accreditation decision is granted by 
the Accreditation Committee. 
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Standards

© 2013 Accreditation  Association  for  Ambulatory Health Care,  Inc.  All rights reserved.

Reporting 

Every month
• A list of outpatient settings accredited by 
AAAHC during the previous month

• Accreditation Expiration list for Outpatient 
Settings 

More immediate reports
• Denial of accrediation
• Actions related to complaints
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During the accreditation term

AAAHC expects organizations to maintain 
compliance with AAAHC standards as 
they change from year to year

•Random surveys
•Discretionary surveys (complaints)
•Interim surveys
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Standards
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Questions?
Questions? 

Contact AAAHC at (847)853‐6060 or 
info@aaahc.org
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The Accreditation Process
Presented by: Thomas Terranova, MA

AAAASF Director of Accreditation
847-775-1970

tom@aaaasf.org
http://www.aaaasf.org
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Mission
Patient Safety is the Mission of the American
Association for Accreditation of Ambulatory
Surgery Facilities, Inc (AAAASF)
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About AAAASF
• Established in 1980
• Peer based inspection process
• Educational not punitive
• 100% compliance with standards
• Board certified or eligible medical 

specialists
• Hospital privileges for procedures 

performed in facility
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Why Accreditation?

• Self-regulation reduces the need for 
government regulation

• Statistical data indicates accreditation 
improves outcomes 

• Better informed patients demand higher 
standards of care
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Collaboration with State Legislators

• 27 States have guidelines or regulations 
• Recognize accreditation in lieu of state 

licensure
• Cost containment-takes burden from state 

agencies 
• Established program proven effective 
• Adequate inspector pool and reporting system
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Accreditation Program
3 Year Accreditation Cycle
Initial On-site Inspection Survey
2nd Year and 3rd Year Self Evaluation
Re-inspection On-site Inspection Survey
No reciprocal inspections
No concurrent inspections
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AAAASF # 1 Goal: Patient Safety
• Collaborative efforts
• Physician Credentialing
• Standardized Care
• Safe Environment
• Continuing Education

Puts patient safety first &
achieves a common goal.
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Accreditation Programs
• ASC/OBS Surgical Accreditation
• ASC/OBS Procedural Accreditation
• ASC/OBS Oral & Maxillofacial Surgery
• Medicare Ambulatory Surgery Centers
• Medicare Outpatient Physical Therapy
• Medicare Rural Health Clinics
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Facility Classification
Classified by type of anesthesia
• A = Local Anesthesia
• B = IV anesthesia
• Cm = IV anesthesia (including propofol)
• C = General anesthesia
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Process
• Submission of application
• All materials checked by staff
• Inspector assigned
• Inspection performed

– Meeting with key staff
– Walk through the environment
– File review
– Interviews with staff and medical director
– Summation conference

• Report submitted
• Deficiencies corrected
• Accreditation conferred
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Accreditation Program
Ten Areas of Inspection include:

1. General Environment 
2. Operating Room Environment, Policy & 
Procedures
3. Recovery Room Environment, Policy & 
Procedures
4. General Safety in the Facility
5. Blood and Medications 
6. Medical Records
7. Quality Assessment/Quality Improvement 
8. Personnel
9. Governance (Medicare only) 
10. Anesthesia
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Personalized Services
• Online option
• Assigned accreditation specialist assistance 
• Floor plan review for new facilities
• Clear explanation of deficiencies
• Published transparent rates
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Accreditation Assistance
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Inspector Training Program
• Certified Surveyors 

receive ongoing 
updates

• Written Examination
• Performance evaluation 

by QA Committee
• Surveyor Mentoring for 

Medicare Program
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Patient Safety Initiatives and 
Statistics

• AAAASF mission is to ensure the highest quality of 
patient care through an accreditation program that 
serves both the medical community and the public 
interest 

• Peer review reporting system collects statistical data 
for quality assurance measures

• Good data improves patient care
• AAAASF accredited facilities are associated with a low 

incidence of unanticipated sequelae
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MOST COMMON DEFICIENCIES

1. NO BOUND NARCOTIC LOG 

2. NO CONSENT FOR PEER REVIEW OF MEDICAL RECORDS

3. NO TIMELY H&P OR OR REPORT ON CHART

4. NO PROTOCOL FOR DISABLED SURGEON OR ANESTHESIOLOGIST 

5. INADEQUATE OR NON-EXISTENT PEER REVIEW 

6. NO WEEKLY SPORE TEST OF STERILIZER

7. INADEQUATE OR NON-EXISTENT PERSONNEL FILES

8. NO YEARLY UPDATE OF EXPOSURE CONTROL OR HAZARD COMMUNICATION PLAN

9. INADEQUATE NARCOTIC STORAGE

10. IMPROPER SEPARATION OF DIRTY – CLEAN AREAS IN UTILITY ROOM

• NO ADA COMPATIBLE BATHROOM; NO EMERGENCY PROTOCOL; OUTDATED FIRE 
EXTINGUISHERS; NO EMERGENCY LIGHTING; NO EXIT SIGNAGE; INADEQUATE INSPECTION OF 
EQUIPMENT
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ADDITIONAL MEDICARE PROGRAM REQUIREMENTS

• DEAL PRIMARILY WITH PHYSICAL PLANT
• INFECTION CONTROL and QAPI REQUIREMENTS
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• Policy and documentation requirements can seem 
daunting

• Essential documents and resources for AAAASF 
accreditation on CD
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• 14 SECTION POLICY AND 
PROCEDURES MANUAL:

• Administrative Policies
• Job Descriptions 
• Infection Control
• Quality Assurance
• Surgical Services
• Anesthesia Services
• Ancillary Services
• Nursing Services
• Environmental Services
• Fire, Safety and Disaster
• Supplies and Equipment
• Personnel Procedures
• Pre\Post Operative Procedures
• Operative Procedures
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• RESOURCE GUIDE 
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Thank you!
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180 Howard Street, Suite 210
San Francisco, CA  94105

phone: (415) 882‐5151 ▪ fax: (415) 882‐5149 website: 
www.imq.org
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MEDICAL BOARD OF CALIFORNIA

Thursday, April 25, 2013
Los Angeles, California
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Overview
• IMQ’s Ambulatory Program began in 1996
• Response to passage of California Law AB 595 (Health 
and Safety Code § 1248)

• Non‐profit subsidiary of the California Medical 
Association

• IMQ is the only California based accrediting entity 
recognized by the California Medical Board
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Overview, cont’d
• IMQ’s program developed to accommodate specific needs 
of California ambulatory facilities.
– All IMQ surveys are conducted by  California physicians 
meeting certain pre‐requisites

– Two surveyor teams may include a second physician or a 
California administrator or registered nurse with expertise in 
ambulatory facility practice

• Focus is on quality care and patient safety
• Standards are based on specific needs of California 
facilities

• Separate Standards for solo/small practices and larger  or 
group practices
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Areas Covered by IMQ Standards
• Administration
• Personnel and Credentialing
• Quality Programs and Peer Review
• Medical Records
• Care and Treatment
• Facility and Environmental Safety
• Surgery, Anesthesia and Invasive Diagnostic 
Procedures
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Types of Facilities Accredited by IMQ

 Ambulatory Surgery Centers
 Endoscopy Centers
 Fertility Clinics
 Medical Groups
 Managed Care Organizations
 Office‐Based Surgery Practices
 OMS/Dental Practices
 Pain Management Centers
 Student Health Centers
 Urgent Care Centers
 Women’s Health Centers
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Types of Surveys
• Initial Readiness Review

– Designed for facilities that are just becoming 
operational.  
• Physical plant, Policies, Procedures, Staffing, Credentials, 
Privileges

• Six‐month Accreditation with a follow‐up survey resulting in a 
one‐year or three‐year accreditation
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Types of Surveys, con’t
• Survey 

– For facilities that are operational but have not been 
accredited by IMQ

• One‐year resurvey or Three‐year resurvey
– Full survey for facilities that have been accredited with 
with IMQ

• For‐Cause survey
– In response to complaints, when warranted
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Survey Process 
 Self Assessment and Review

 Facilitated by use of IMQ’s comprehensive standards 
manual

 Application and Pre‐survey Forms
 All facilities complete IMQ’s application and submit 
required documentation 

 Submitted documentation is reviewed by the IMQ 
surveyor prior to the survey,  resulting in increased 
feedback and reducing on‐site time
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Survey Process, Cont’d
 Application and pre‐survey process, cont’

 Pre‐ survey assistance provided by IMQ  staff
 Written pre‐survey analysis of materials submitted by the 
applicant facility pointing out potentially problematic areas 
and suggesting corrections

 Scheduling
 Surveyor selected by IMQ from a credentialed and 
trained surveyor panel

 Survey scheduled at a mutually agreeable time
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Survey Process, con’t.
• Surveyor spends a full day at the facility

– Interviews key staff
– Reviews polices and procedures
– Reviews Credential files and HR files
– Reviews Quality Assurance and peer review documents
– Medical record review
– Billing review
– Observes a procedure
– Conducts a final meeting with physicians and staff to 
review findings and recommendations.

BRD 4C-11



Our Surveyors
 All physician surveyors are or have been in active 
ambulatory practice in California

 Attend a mandatory yearly surveyor training
 Are evaluated routinely by peers and the facilities they 
survey
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Our Surveyors, Cont’d
 Application Process

All applicants submit curriculum vitae along with the 
application form to be reviewed by the IMQ staff and 
the ACRC for their suitability to become a surveyor.  
Those with appropriate background, experience, 
credentials, references, and qualifications are then 
appointed to observer status to continue with the 
training.
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Our Surveyors, Cont’d
 Training

IMQ ambualtroy surveyors complete a designated 
surveyor training prior to becoming a surveyor, and 
every year henceforth.  Those in observer status also are 
required to attend two observation surveys.
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Our Surveyors, Cont’d
 Peer Review

Each surveyor participating in an accreditation survey is 
required to complete Peer Review Forms, in which 
he/she evaluates performance and competencies of 
other surveyors on the Survey Team.  The Peer Review 
Forms are returned to IMQ office, and any notable 
feedback is reported to the surveyors.  The Ambulatory 
Chair counsels any surveyors requiring education or 
redirection.
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Our Surveyors, Cont’d
 Annual Credentialing

Each active ambulatory surveyor is required to annually 
submit a reappointment request form.  IMQ staff and 
ACRC review their requests, training histories, and any 
notable findings from the peer reviews and facility feed 
back forms and determine the continuation of 
surveyorship into the succeeding year.  Any surveyors 
who are found to be not suitable to continue surveys are 
asked to reapply when their issues are resolved or 
corrected.  The credentialing recommendations are 
presented to IMQ’s Board of Directors for approval.
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Program Staff
 The program staff undergo annual performance 
reviews, which include facility feedback forms, self‐
evaluation, and the comprehensive performance 
review by the manager and IMQ executive staff.  
During this process, any issues and weaknesses are 
assessed, and performance goals are set for the 
following year.

 Regular performance feedback is given to the program 
staff on an ongoing basis.
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Accreditation Decision
• Made by the Ambulatory Care Review Committee (ACRC)

– Composed of surveyors
– Meets monthly

• Six‐month accreditation to facilities having and initial 
readiness review survey
– Followed in six months by a second survey

• One‐year accreditation granted to facilities that meet the 
requirements but have room for improvement
– Facilities asked to submit interim reports Corrective Actions 
Plans (CAP) in problem areas which are reviewed by the 
surveyor
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Accreditation Decision, Cont’d
• Three‐year accreditation awarded to facilities that 
meet all standards and demonstrate a higher level of 
compliance.

• Deferral may occur if additional information is needed
• Non‐accreditation occurs if a facility does not meet 
the minimum mandatory standards and/or does not 
meet a significant number of the non‐mandatory 
standards
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Facility Notification
 The facility will receive notice of the decision within 15 
days of ACRC meeting.

 When a facility has standards that have not been met 
or are partially met, Interim Reports (CAP) will be 
required to maintain their accreditation, and will be 
noted in the Accreditation Report (AR)/CAP that is 
sent to the facility.

 The MEDICAL BOARD OF CALIFORNIA is notified 
of the accreditation decision and accreditation period.
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Facility Notification, Cont’d
 Upon receipt of the Accreditation Report (AR)/CAP 
the facility must:
 Identify the person responsible (by title, not by name) 
for each corrective action listed in the “Accreditation 
Report and Corrective Action Plan” (AR/CAP).

 Have the medical director sign and date that s/he agrees 
to this plan of correction.

 Fax the document to IMQ within one week of the date on 
the letter.
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Facility Notification, Cont’d
 Once IMQ receives the Corrective Action Plan 
identifying the person responsible for each of the 
corrections and signed by the Medical Director, the 
MEDICAL BOARD OF CALIFORNIA is sent a copy of 
the Accreditation Report and Corrective Action Plan.
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Facility Notification, Cont’d
 The facility must post the CAP with this added 
information in public view, and

 Submit to IMQ interim reports as indicated in the 
AR/CAP. 
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Facility Notification, Cont’d
 Once all interim reports have been submitted and 
approved by the ACRC, the facility will receive a letter 
stating that all requirements of accreditation have 
been met. At that time, the facility may remove the 
AR/CAP from public view.

 The MEDICAL BOARD OF CALIFORNIA is notified 
when all the items in the Corrective Action Plan have 
been approved by the ACRC.
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Re‐accreditation
 Three to six months before a facility’s expiration date 
(depending on the accreditation period) IMQ sends a 
letter and application packet to the facility.
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Questions
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Senior Associate Director
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Today’s Discussion

Overview of Joint Commission
Accreditation Requirements
Onsite survey process
Post Survey Activities
Complaint Process
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About The Joint Commission

The Joint Commission evaluates and 
accredits more than 20,000 health care 
organizations and programs in the United 
States

An independent, not-for-profit organization, 
The Joint Commission is the nation's oldest 
and largest standards-setting and accrediting 
body in health care 
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Mission and Vision

Mission:  Continuously improve health care 
for the public, in collaboration with other 
stakeholders, by evaluating health care 
organizations and inspiring them to excel in 
providing safe and effective care of the 
highest quality and value.

Vision: All people always experience the 
safest, highest quality, best-value health 
care across all settings
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Governance

The Joint Commission is governed by a 
32-member Board of Commissioners 
including physicians, administrators, 
nurses, employers, a labor representative, 
quality experts, a consumer advocate, and 
educators

The Joint Commission’s corporate 
members are the: American College of 
Physicians, American College of 
Surgeons, American Dental Association, 
American Hospital Association, and 
American Medical Association 
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Accreditation Services
 The Joint Commission provides accreditation services 

for more than 4,000 hospitals and more than 13,000 
other health care organizations including: 
– General, psychiatric, children’s, rehabilitation, and critical 

access hospitals 
– Home care organizations, including medical equipment 

services and hospice services 
– Nursing homes and other long term care facilities 
– Independent or freestanding clinical laboratories
– Behavioral health care organizations and addiction services 
– Ambulatory care providers, including ambulatory surgery 

centers and office-based surgery practices 
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Goals of Accreditation Process

Emphasizes direct on-site observations, 
staff and patient interviews

Evaluates staff effectiveness and 
organization-wide performance

Focuses on integration of systems across 
the organization

Fosters team-building
Provides education and consultative 

feedback
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Initial accreditation surveys

Application for survey
– questions specific to California law 

included
Early Survey Option process

– Two onsite surveys conducted
– 1st survey prior to services being offered –

limited set of standards
–Preliminary Accreditation awarded

– 2nd survey (full) conducted approximately 
4 – 6 months
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Renewal Process

Accreditation cycle is 36 month
Triennial survey could occur anywhere 

between 18-36 months
Intra-cycle monitoring requirement

– Focus Standard Assessments
– Unannounced Compliance Validation 

Survey
– For-cause surveys
– Extension Surveys
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Standards and Survey Process

BRD 4D-10



©
 C

op
yr

ig
ht

, T
he

 J
oi

nt
 C

om
m

is
si

on

Standards Development

 The Joint Commission develops its standards in 
consultation with health care experts, providers, 
measurement experts, purchasers and consumers

 The standards are designed to 
– address the organization’s level of performance in key 

functional areas such as patient rights, patient treatment, 
medication safety, and infection control

– focus on setting expectations for an organization’s actual 
performance and for assessing its ability to provide safe, 
high quality care

BRD 4D-11



©
 C

op
yr

ig
ht

, T
he

 J
oi

nt
 C

om
m

is
si

on

Accreditation Requirements

 Accreditation Participation 
Requirements 

 Environment of Care 
 Emergency Management 
 Human Resources 
 Infection Control 
 Information Management 
 Leadership 
 Life Safety 
 Medication Management 

 National Patient Safety 
Goals 

 Performance Improvement 
 Provision of Care
 Record of Care
 Rights of the Individual
 Sentinel Events
 Transplant Safety
 Waived Testing
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On-Site Survey Process
 The objectives of the on-site survey process are to evaluate the 

organization, and provide education and good practice 
guidance to help staff continually improve the organization’s 
performance

 The on-site survey process 
– is data-driven, patient-centered, and focused on evaluating actual 

care processes

– is designed to be organization-specific, consistent, and support 
the organization’s effects to improve performance

– includes tracer methodology, an evaluation method in which 
surveyors select a patient, resident or client and use that 
individual’s record as a roadmap to move through an organization 
to assess and evaluate the organization’s compliance with 
selected standards and the organization’s systems of 
providing care and services 
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Tracer Methodology

Individual Tracers
– Surveyors trace by observing and talking to staff 

in areas where the patient received care.
System Tracers

– Interactive session that explores important 
organization-wide processes/functions related to 
safety and quality of care.

– Key system tracers: Medication Management, 
Data Use, Infection control 

Program Specific Tracers
– Targeted tracers that explore high priority issues 

for each of the accreditation programs (AHC: 
Continuity of Care and Imaging Services)
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Additional Survey Components

Competence Assessment and 
Credentialing & Privileging

Leadership Session 
Environment of Care and Emergency 

Management 
– Life Safety Code Building Assessment 

(when applicable) 
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Post Survey Activities
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Post Survey Findings 

Following the survey, the organization is 
provided with a report of preliminary findings

The preliminary findings will undergo a 
comprehensive review by TJC central office 
staff

Accreditation reports are posted to the 
organization w/in 10 days

Organizations are afforded the opportunity to 
request a clarification 

Accreditation decisions are not final until all 
noncompliant standards are resolved*

*except for adverse accreditation decisions
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Follow Up Activities

Majority of organization will have 
Requirements for Improvement (RFI)

Organization must submit Evidence of 
Standards Compliance (ESC) for all 
standards that were less than fully compliant

Based on the critically of the finding the ESC 
is due within 45 days or 60 days

 If compliance is not resolved with the 
established timeframes, a progressively 
more adverse accreditation decision may 
result
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Adverse Accreditation Decisions

Central office staff may recommend an 
adverse accreditation decision if:
– The findings at the time of survey meet one the 

Joint Commission rules for adverse decisions
– Based on findings that demonstrate systemic 

patterns, trends, or repeat findings from previous 
surveys

– The organization is not able to submit an 
acceptable ESC within the established timeframe

All adverse decisions are reviewed and 
approved by a sub-committee of the Board
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Complaint Process
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How The Joint Commission Responds 
to Complaints

 Depending on the nature of the complaint, The Joint 
Commission will take one of the following actions:

– Conduct an unannounced on-site evaluation of the 
organization 

– Ask the organization to provide a written response to the 
complaint. 

– Review the complaint and compliance with related 
standards at the time of the organization’s next 
accreditation survey, if it is scheduled in the near future. 

– Incorporate the complaint into the quality monitoring 
database that is used to track health care organizations 
over time to identify trends or patterns in their performance.
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Complaint Review Process

The Joint Commission has established 
objective criteria to guide its analysis of 
complaints:
– An initial review is conducted to determine 

if the complaint information is relevant to 
Joint Commission standards and relates to 
the organization's performance within the 
past three years.

– The complaint is categorized into one of  
three incident levels 
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Complaint Priority Incident Levels

Low Priority Incidents
– Because of the importance of all complaints, low 

priority complaints are acknowledged as having 
been received and maintained on file, but not 
pursued actively.

Medium Priority Incidents
– These complaints are processed within 10 

business days
High Priority Incidents

– Processed within 2 business days of receipt and 
a determination of appropriate action is made 
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Onsite Review of Complaint

Focus of survey is on the nature of the 
complaint, but other areas of concern 
may be identified

Depending on nature of complaint
– Review records for type of procedure
– Review record over a specified date range
– Focus on organization process for a specific 

issue (IC, EC, HR etc) 
Post survey requirements are consistent 

with full accreditation process
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Questions?
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Medical Board of California 

Inactive License – Misdemeanor Convictions 
Specific Language 

Modified Text 

Changes to the originally proposed language are shown by double underline for new text 
and double strikeout for deleted text. 

 

1.  Adopt Section 1355.45 of Title 16, Division 13, Chapter 2: 

Section 1355.45. (a) For purposes of subdivision (b) of section 2236.2 of the Code, "notice" 

means a certified copy of a release issued by the applicable local jurisdiction where the licensee 

was incarcerated which is provided by the licensee either by regular mail or by personal service, 

at the option of the licensee. statement signed under penalty of perjury and dated by the 

licensee and provided to the board by means of a facsimile transmission, regular mail, or 

personal service at the option of the licensee.  The statement shall include the date and time of 

the licensee’s release, his or her physician’s and surgeon’s certificate number, and the name 

and location of the facility at which the licensee was formerly incarcerated. 

(b) Whenever a license is placed on inactive status pursuant to section 2236.2 of the Code, 

the Bboard shall display the status of the license as follows: “Inactive License - Misdemeanor  

Conviction.   Licensee was convicted of a misdemeanor and is currently incarcerated. No 

practice is permitted.” 

 
NOTE: Authority cited: Section 2018, Business and Professions Code. Reference: Section 
2236.2, Business and Professions Code. 
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TITLE 16.  Medical Board of California 

NOTICE IS HEREBY GIVEN that the Medical Board of California (hereinafter referred to 
as the “Board”) is proposing to take the action described in the Informative Digest.  Any person 
interested may present statements or arguments orally or in writing relevant to the action 
proposed at a hearing to be held at Doubletree by Hilton – Torrance – South Bay, 21333 
Hawthorne Boulevard, Torrance, CA  90503 at 9:00 a.m. on May 4, 2012.  Written comments, 
including those sent by mail, facsimile, or e-mail to the addresses listed under Contact Person in 
this Notice, must be received by the Board at its office not later than 5:00 p.m. on April 23, 2012 
or must be received at the hearing.  The Board, upon its own motion or at the instance of any 
interested party, may thereafter adopt the proposals substantially as described below or may 
modify such proposals if such modifications are sufficiently related to the original text.  With the 
exception of technical or grammatical changes, the full text of any modified proposal will be 
available for 15 days prior to its adoption from the person designated in this Notice as contact 
person and will be mailed to those persons who submit written or oral testimony related to this 
proposal or who have requested notification of any changes to the proposal. 

Authority and Reference:  Pursuant to the authority vested by Section 2018 of the 
Business and Professions Code, and to implement, interpret or make specific the provisions in 
Section 2236.2 of the Code, the Board is considering changes to Division 13 of Title 16 of the 
California Code of Regulations as follows: 

INFORMATIVE DIGEST/POLICY STATEMENT OVERVIEW 

Adopt Section 1355.45 in Article 1, Chapter 2, Division 13, defining the notice required of 
a physician and surgeon in order to restore the license to active status following a period of 
incarceration after the conviction of misdemeanor; and, the license status description to be 
posted on Board’s Internet site, to reflect current law. 

Current law authorizes the Board to automatically place a physician’s and surgeon’s 
certificate on inactive status during any period of time that the holder of the certificate is 
incarcerated after the conviction of a misdemeanor.  A physician’s and surgeon’s certificate 
which has been placed on inactive status pursuant to this law shall be returned by the Board to 
its prior or appropriate status within five business days of receiving notice that the physician is 
no longer incarcerated.  

The proposed regulation will implement, interpret, and make specific the type of notice 
required to be submitted to the Board when the physician is no longer incarcerated.  This 
regulation will also provide a definition to the public of the term “inactive” when posted to the 
Board’s Internet site in connection to a physician who is incarcerated and unable to practice 
medicine.  The Board notes that the status of a physician’s and surgeon’s certificate must be 
posted on its Internet site pursuant to the provisions of Sections 803.1 and 2027 of the Code. 

The specific benefits of this proposal are two-fold:  1) By identifying the type of notice 
(certified copy of release), public protection is enhanced because the Board will have good 
basis for returning an inactive license to its prior status, instead of simply relying on the verbal or 
written statement of the licensee, and 2) by defining the type of statement that will accompany 
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the change in license status, the public will know the reason a physician’s license was placed on 
inactive status. 

This proposed regulation is not inconsistent or incompatible with existing state 
regulations.  Additionally, providing notice to the Board of a release from incarceration if 
consistent with the reporting of criminal information to the Board (B&P Sections 803.5, 803.6). 

FISCAL IMPACT ESTIMATES 

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

Nondiscretionary Costs/Savings to Local Agencies:  None 

Local Mandate: None 

Cost to Any Local Agency or School District for Which Government Code Sections 
17500-17630 Require Reimbursement:  None 

Business Impact:  The Board has made an initial determination that the proposed 
regulatory action would have no significant statewide adverse economic impact directly 
affecting business, including the ability of California businesses to compete with 
businesses in other states. 

Impact on Jobs/New Businesses:  The Board has determined that this regulatory 
proposal will not have a significant adverse economic impact on the creation of jobs or 
new businesses or the elimination of jobs or existing businesses or the expansion of 
businesses in the State of California.  The benefit to the health and welfare of California 
residents is the enhanced notice to the consumer so the public will know the reason a 
physician’s license was placed on inactive status.  This regulation has no benefit to 
worker safety and to the State’s environment.  

Cost Impact on Representative Private Person or Business:  The Board is not aware of 
any cost impacts that a representative private person or business would necessarily 
incur in reasonable compliance with the proposed action. 

Effects on Housing Costs:  None 

EFFECT ON SMALL BUSINESS 

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

CONSIDERATION OF ALTERNATIVES 

The Board must determine that no reasonable alternative considered by the Board or 
that has otherwise been identified and brought to the attention of the Board would be more 
effective in carrying out the purpose for which the action is proposed, would be as effective and 
less burdensome to affected private persons than the proposed action, or would be more cost-
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effective to affected private persons and equally effective in implementing the statutory policy or 
to other provision of law.  Any interested person may present statements or arguments orally or 
in writing relevant to the above determinations at the above-mentioned hearing. 

INITIAL STATEMENT OF REASONS AND INFORMATION 

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

TEXT OF PROPOSAL 

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

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

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

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

CONTACT PERSON 

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

 Name:   Natalie Lowe, Enforcement Analyst 
    Medical Board of California 
 Address:  2005 Evergreen Street, Suite 1200 
    Sacramento, CA  95815 
 Telephone No.: (916) 263-2389 
 Fax No.:  (916) 263-2387 
 E-Mail Address: regulations@mbc.ca.gov 

The backup contact person is: 

 Name:   Chris Valine 
    Medical Board of California 
 Address:  2005 Evergreen Street, Suite 1200 
    Sacramento, CA  95815 
 Telephone No.: (916) 263-2389 
 Fax No.:  (916) 263-2387 
 E-Mail Address: regulations@mbc.ca.gov 

Website Access:  Materials regarding this proposal can be found at: 
http://www.medbd.ca.gov/laws/regulations_proposed.html. 
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ENFORCEMENT PROCESS OVERVIEW

ROLE/RESPONSIBILITIES OF THE 
PHYSICIANS

IN THE ENFORCEMENT PROCESS
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SELECTION CRITERIA FOR ALL MEDICAL REVIEWERS

MBC 
HISTORY

•Possess a current California medical license in good standing
•No prior discipline 
•No accusations pending
•No complaint history within the last 3 years

SPECIALTY
EXPERTISE

• Board certification in one of the 24 ABMS specialties

PRACTICE
REQUIRED

• Active practice or retired within the last 2-3 years
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CENTRAL COMPLAINT UNIT
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Complaint received in 
CCU and assigned to 

Quality of Care analyst

Analyst obtains all 
relevant patient medical 

records and a 
summary/response from 

the physician

Case referred to the 
Case Management 

Unit for assignment to 
a CCU Medical 

Reviewer

CCU MEDICAL REVIEWER
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Case Management 

Initial
Review

•The case file and the physician’s CV are reviewed to identify the physician’s practice 
specialty.  The analyst must also identify the type of treatment that was provided to ensure 
the CCU Reviewer has expertise in that area

Reviewer
Identification

•The case management analyst reviews the CCU database to identify if any CCU Medical 
Reviewers are available with the requisite experience or expertise.

•When an available  CCU Medical Reviewer with the requisite expertise is identified, the 
prospective reviewer is contacted by phone or email to discuss the assignment

•Most  reviewers receive at least 2 cases per assignment

Follow-Up

•Case file is shipped to the CCU Medical Reviewer through overnight delivery service
•Analyst follows up with Medical Reviewer if case is not returned within 3 weeks.

•Total Number of cases reviewed in 2011/2012: 
•Average number of days to complete review:  
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Pursuant to Business and Professions Code 
Section 2220.08

(a) Except for report received by the board pursuant to Section 805 that may be 
treated as complaints by the board and new complaints relating to a physician and 
surgeon who is the subject of a pending accusation or investigation or who is on 

probation, any complaint determined to involve quality of care, before referral to a 
field office for further investigation, shall meet the following criteria:

(1) It shall be reviewed by one or more medical 
experts with the pertinent education, training, 

and expertise to evaluate the specific standard of 
care issues raised by the complaint to determine 

if further field investigation is required.
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Medical Specialty No. of consultants
Anesthesiology 14
Cardiology 13
Dermatology 4
ENT/Otolaryngology 3
Gastroenterology 4
Family Practice 16
Hematology/Oncology 7
Internal Medicine 31
Midwife 1
Obstetrics/Gynecology 12
Ophthalmology 7
Orthopedics 6
Neurology 5
Neurological Surgery 4
Pathology 2
Pediatrics 11
Plastic Surgery 2
Psychiatry 12
Radiology (interventional) 4
Radiology (diagnostic) 5
Surgery 15
Urology 6
Total No. of Consultants 184

Composition of CCU Expert Pool
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•No departure from the standard of practice or any other 
misconduct by the physician.  The complaint is  closed by CCU 
without further investigation.

No Violation/
No Departure 

•Physician’s conduct deviated from the standard of practice 
but does not warrant further investigation. The complaint is 
closed by CCU and retained for 5 years.Simple Departure 

•Care found to potentially represent an extreme departure 
from the standard of practice.  The complaint is referred for 
further investigation.

Refer for further 
investigation

CCU MEDICAL REVIEWER
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THE FIELD 
INVESTIGATION
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Case assigned to an 
Investigator  who 

prepares investigation 
plan that DAG approves.

For quality of care cases, 
investigator obtains certified 

records from the subject 
physician, prior and subsequent 

treating physicians, and any 
relevant data (fetal monitor strip, 

EKG, CXR, MRI, etc).

Investigator conducts 
any necessary interviews 

(nurses, ancillary 
physician personnel, the 
patient or patient’s care 

givers).

Case goes to DISTRICT MEDICAL 
CONSULTANT (Board employee who 

works in a district office; 
requirements are identical to that 
of a CCU Expert Reviewer). DMC 
can recommend closure at this 

point if no violation of the MPA is 
identified and DMC’s specialty 

compatible with that of the subject 
physician

Subject interview takes 
place (investigator, 
subject physician,  
District Medical 

Consultant, DAG and 
subject’s attorney.

Case can close or 
will be referred to an 

Expert Reviewer
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SELECTION OF EXPERT REVIEWER
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Investigator provides DAG with CVs of 
two proposed Expert Reviewers DAG approves Expert Reviewer

Investigator does background check 
on Expert Reviewer – must have no 
complaints or lawsuits. Investigator  or  
Medical Consultant contacts Expert 
Reviewer.  Confirms expert has 
expertise in this area at the time of the 
procedure; discusses the volume of 
materials; time constraints.  Expert 
can either accept or decline case

Investigator  prepares expert package 
to exclude materials that might bias 

the expert.  Supervisor and DAG review 
this package 

REV IEW/APPROVAL  OF  EXPERT  REV IEWER
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EXPERT REVIEWER receives case 
for opinion.  This is a person with 

whom we contract (NOT an 
employee).  This person will be 

the one who testifies in a 
hearing, if necessary.

Opinion received. 
No departure:  closed

Simple Departure: may close or 
transmit to AG

Extreme departure/lack of 
knowledge:  transmit to AG

Opinion reviewed by DAG.  
Decision made to close or 

transmit for Accusation
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THE OFFICE OF THE 
ATTORNEY GENERAL

Prosecution

BRD 9-15



DAG begins to draft accusation 
(may confer with Expert Reviewer

in this process).

SDAG approves accusation.  
Accusation forwarded to 

Discipline Coordination Unit for 
processing.  Chief of MBC 

reviews prior to submission to 
Executive Director for signature.

Accusation filed  
Notice of defense received: case 
proceeds to settlement 
negotiations
No notice of defense received:  
Default

Mandatory settlement 
negotiations. Expert Reviewer

may be contacted to review 
information provided by the 

defense.

PROSECUT ION PROCESS
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Settlement unsuccessful, DAG 
prepares for trial.  This may 

involve conferring with Expert 
Reviewer re: strategy.

Hearing takes place.  Expert 
Reviewer will be called upon to 

testify. 

ALJ writes proposed decision. Board adopts/non-adopts 
proposed decision.

PROSECUT ION PROCESS
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Complaint received in CCU and 
assigned to Quality of Care 

analyst

Analyst obtains all relevant 
patient medical records and 
a summary/response from 

the physician

Case referred to the Case 
Management Unit for 
assignment to a CCU 

Medical Reviewer

CCU Medical Reviewer recommends 
referral for further investigation

Case assigned to an 
Investigator District Medical Consultant

Interviews Conducted
Medical records obtained, Expert 

selected.
Expert Reviewer Case Referred to the AG for 

an Accusation

Accusation Filed Hearing held ALJ Issues proposed 
decision
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PROPOSED DECISION ISSUED

• Our Expert is identified as the “Complainant’s” Expert

• The Physician’s Expert is identified as the “Respondent’s Expert”
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MEDICAL BOARD STAFF REPORT 
 
DATE REPORT ISSUED:  April 10, 2013 
ATTENTION:    Medical Board of California Members 
SUBJECT: Joint Forum to Promote Appropriate Prescribing and Dispensing  
STAFF CONTACT:   Letitia Robinson, Research Program Specialist     
 
RECOMMENDED ACTION:  
The Medical Board of California (Board) should review the various ideas presented at the Joint 
Forum to Promote Appropriate Prescribing and Dispensing.   
 
BACKGROUND AND ANALYSIS:  
Prescription drug abuse and the resulting deaths are something the Board recognized as an issue that 
must be given the utmost priority. The Board wanted to provide education to its licensees and the 
public in an effort to prevent prescription drug abuse. To that end, the Board, in collaboration with 
the Pharmacy Board, held a “Joint Forum to Promote Appropriate Prescribing and Dispensing” for all 
interested parties on February 21-22, 2013.  
 
The Forum focused on 1) the problem, including inappropriate prescribing, inappropriate security of 
drugs, etc; 2) the responsible parties, including prescribers, dispensers, patients, and regulators/law 
enforcement; and 3) the solutions, including education, enforcement, and necessary tools (CURES).  
 
Both the Pharmacy and Medical Boards provided staff to ensure the Forum activities were 
sufficiently planned before, during and after the event.  The Boards provided Continuing Medical 
Education (CME) to physicians and pharmacists who could earn up to four credit hours on the first 
day of the Forum and up to six credit hours on the second day.  Certificates were mailed to all 
participants.      
 
A link has been placed on the Board’s Web site under “Highlights”, “Licensees”, and “Consumers”.  
The link provides all the speakers presentations as well as video clips of each speaker.  Getting this 
information placed on the Board’s Web site is a first step in endeavoring to educate physicians and 
the public on efforts to prevent prescription drug abuse. 
 
Below is a breakdown on the number of Forum attendees by type: 
 

 Day 1 Day 2 
• Osteopathic Physician 3 2 
• Pharmacist 115 112 
• Physician 206 216 
• Physician Assistant 1 2 
• Registered Nurse 6 4 
• Other Interested Parties 50 30 

                           Total Attendees 381 366 
 
 
The Forum was well received by most attendees.  The Program Evaluation forms were completed by 
approximately 83% of the attendees on the first day and 88% of attendees on the second day.  The 
Program Evaluation data indicates that about 87% of responders agreed or strongly agreed that 



Joint Forum to Promote Appropriate Prescribing and Dispensing 
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Speaker presentations were effective and enhanced participants' knowledge base.  The following are 
additional responses from the evaluations (full statistics are attached):   

 
• I gained knowledge from this activity: 95% strongly agreed or agreed  

 
• I will apply what I learned in my practice: 88% strongly agreed or agreed; 11%                                                                                            

were neutral; 1% disagreed  
 

• What I learned will change my practice: 71% strongly agreed or agreed; 26% were neutral; 
3% strongly disagreed or disagreed  

 
In addition to providing feedback via the Program Evaluations, when solicited, many attendees 
voiced their comments and suggestions during the final segment of the Forum: “Expectations vs. 
Reality: What is the future? Developing operational and legal solutions”.  The following 
recommendations were compiled from attendees, speakers, and staff feedback with regard to 
additional needs.    
 

Educational Recommendations 
 
Prescribers 

• Provide Tip Sheets on prescribing issues 
• Develop/include Board Newsletter articles on prescribing issues 
• Educate prescribers to not use a “default” prescription amount 
• Promote subscription to CURES  
• Provide samples of patient pain management contracts (links on Web site) 
• Identify actions for prescribers to take if a prescription pad has been stolen 
• Educate prescribers on communicating with dispensers 

 
Dispensers 

• Provide Tip Sheets on dispensing issues 
• Develop/include Board Newsletter articles on dispensing issues 
• Educate dispensers on how to work more closely with prescribers   
• Promote subscription to CURES  
• Identify actions for dispensers to take if presented with a fake prescription 

 
Other Interested Parties 

• Provide consumer Tip Sheets 
• Partner with advocacy groups to educate the public 
• Link to other Web sites with tips and information, such as, take back programs  

 
Other Recommendations 

 
• Develop an enforcement task force to develop and address best practices related to prescribing 

controlled substances to relieve pain 
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Program Evaluation Data – Day 1 – Thursday, February 21, 2013 
 
Please rate your level of agreement for the program meeting the following objectives: 

Objective Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 
To educate participants in the problems 
created by overprescribing narcotics, 
addiction, and diversion of prescription 
drugs. 

6 1 5 114 196 

To inform participants of the nature of drug 
diversion – how legitimate patients’ 
medications are diverted to illegitimate 
use. 

5 2 10 127 180 

To provide tools to physicians and 
pharmacists on how to spot problematic 
patients and prescriptions. 

7 4 37 136 126 

To inform participants of resources 
available to physicians who may have 
patients who are addicts. 

12 15 56 129 107 

To inform participants of the tools available 
from state and federal regulatory agencies 7 9 40 145 113 

 
Please rate your level of agreement with the following statements: 

 Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 
This activity was commercially biased. 219 63 13 8 16 
I gained knowledge from this activity. 2 1 13 140 169 
I will apply what I learned in my practice. 1 2 38 146 135 
What I learned will change my practice. 3 6 102 124 74 

 
Please indicate whether the speaker(s) was/were effective and enhanced your knowledge base. 

Speakers Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 
Michael P. Botticelli 2 3 35 153 124 
Joseph Rannazzisi 7 6 15 69 221 
Laura Meyers  and Ruth Morentz 5 5 40 131 92 

 
  

California Medical and Pharmacy Boards’ 
Joint Forum to Promote Appropriate  

Prescribing & Dispensing   
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Program Evaluation Data – Day 2 – Friday, February 22, 2013 
 

Please rate your level of agreement for the program meeting the following objectives: 

Objective Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 
To provide tools to physicians and 
pharmacists on how to spot problematic 
patients and prescriptions. 

3 4 13 156 156 

To inform participants of resources available 
to physicians who may have patients who are 
addicts. 

9 20 38 149 114 

To educate participants in the use of the 
California CURES program. 3 14 0 135 180 

To educate participants of the penalties 
related to improper prescribing and 
dispensing of controlled substances. 

3 10 31 158 120 

To inform participants of the tools available 
from state and federal regulatory agencies. 4 10 51 148 109 

To inform and encourage cooperation and 
communication between physicians and 
pharmacists. 

4 1 11 131 185 

To inform participants in how they can 
become involved in the public policy 
discussions. 

5 21 66 127 82 

 
Please rate your level of agreement with the following statements: 

 Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 
This activity was commercially biased. 242 62 12 7 11 

I gained knowledge from this activity. 2 2 12 148 169 

I will apply what I learned in my practice. 2 2 34 153 139 

What I learned will change my practice. 4 6 62 155 100 
 

California Medical and Pharmacy Boards’ 
Joint Forum to Promote Appropriate  

Prescribing & Dispensing   
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Please indicate whether the speaker(s) was/were effective and enhanced your knowledge base. 

Speakers Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 
Cesar A. Aristeiguieta, M.D. 5 5 20 114 177 

Judi Nurse, Pharm.D. 5 2 35 145 134 

Darlene Fujimoto, Pharm.D.  5 3 21 154 137 

David Greenberg, M.D. 9 1 24 123 167 

Michel Sucher, M.D. 3 0 25 54 32 

Kevin Barnard  7 5 39 146 107 

Panel of Medical and Pharmacy Experts 4 3 40 143 135 

Darlene Fujimoto, Pharm.D. /             
Gregory Polston, M.D. 6 3 32 144 128 

Mike Small 5 1 34 133 136 

Panel of Experts from Federal, State, and 
Local Law Enforcement/Prosecutors 5 3 35 133 132 

Panel of Regulators and Policy Makers 3 5 25 112 99 
 
 



                     
 
 
 
 
 
 

             
         
 
 
                    
 
 
 
 
    
 
 
 



MEDICAL BOARD OF CALIFORNIA - 2013 TRACKER LIST 
   April 16, 2013  

 

Green – For Discussion, Yellow – Consent Items, Orange – Position Taken, Blue – Spot or 2-year Bill 

BILL AUTHOR TITLE STATUS POSITION AMENDED 
AB 27 Medina UC Riverside Medical School:  Funding Asm. Approps. Reco:  Support 3/21/13 
AB 154 Atkins Healing Arts:  Reproductive Health Care Asm. Health Exec. Reco:  Neutral 3/19/13 
AB 186 Mainschein Professions & Vocations:  Military Spouses:  

Temporary Licenses 
Asm. B&P Reco:  Oppose Unless 

Amended 
4/1/13 

AB 496 Gordon Task Force:  LGBT Cultural Competency Asm. B&P  Reco:  Neutral 4/10/13 
AB 512 Rendon Sponsored Health Care Events:  Sunset 

Extension 
Asm. Approps.  Reco: Support Intro. 

AB 565 Salas California Physician Corps Program Asm. Health Reco: Support 4/10/13 

AB 589 Fox Underrepresented Medical Specialties Asm. Health 2-year Bill Intro. 

AB 635 Ammiano Drug Overdose Treatment:  Liability Senate Exec. Reco: Support 
in Concept 

4/11/13 

AB 809 Logue Healing Arts:  Telehealth Asm. Health Reco:  Neutral 4/3/13 
AB 831 Bloom Drug Overdoses Asm. Approps. Exec. Reco: Support 4/3/13 

AB 860 Perea Medical School Scholarships Asm. Approps. Reco:  Support 4/8/13 

AB 916 Eggman Healing Arts:  False or Misleading 
Advertising 

Asm. B&P Exec. Reco:  Support Intro. 

AB 1000 Wieckowski Physical Therapists:  Direct Access to 
Services 

Asm. B&P Reco:  Oppose 
Exec - Defer 

3/21/13 

AB 1003 Mainschein Professional Corporations:  Healing Arts 
Practitioners 

Asm. B&P Reco:  Support 4/1/13 

AB 1176 Bocanegra 
& Bonta 

Medical Residency Training Program Grants Asm. Health Reco:  Support 3/21/13 

AB 1182 Brown Medically Underserved Areas Assembly SPOT Intro. 
AB 1269 Gray Medicine:  Special Faculty Permit Asm. B&P SPOT Intro. 

AB 1278 Hueso Integrative Cancer Treatment Now SB 117 Exec. Reco:  Neutral SB 117 

AB 1288 Perez, M. Medical Board of California:  Licensing 
Application 

Asm. Health Reco:  Neutral 4/11/13 



MEDICAL BOARD OF CALIFORNIA - 2013 TRACKER LIST 
   April 16, 2013  

 

Green – For Discussion, Yellow – Consent Items, Orange – Position Taken, Blue – Spot or 2-year Bill 

BILL AUTHOR TITLE STATUS POSITION AMENDED 

AB 1308 Bonilla Midwifery Asm. B&P Exec. Reco:  Support if 
Amended 

3/21/13 

ACR 40 Perez Donate Life California Day Enrollment Reco: Support 4/8/13 

SB 20 Hernandez Health Care:  Workforce Training Sen. Approps. Reco:  Support 2/14/13 

SB 21 Roth UC Riverside Medical School: Funding Sen. Education Reco:  Support 3/18/13 

SB 62 Price Coroners:  Reporting Requirements:  
Prescription Drug Use 

Sen. B&P, 4/15 Support if Amended 4/9/13 
 

SB 117 Hueso Integrative Cancer Treatment Sen. Health Exec. Reco:  Neutral 4/8/13 

SB 304 Price Healing Arts:  Sunset Bill Sen. B&P Reco:  Support Intro. 

SB 305 Price Healing Arts:  Boards Sen. B&P Reco:  Support 4/15/13 

SB 352 Pavley Medical Assistants:  Supervision Sen. 3rd 
Reading 

Exec. Reco:  Neutral if 
Amended 

4/10/13 

SB 410 Yee Controlled Substances & Dangerous Drugs Senate SPOT Intro. 

SB 491 Hernandez Nurse Practitioners Sen. B&P Reco:  Oppose 4/1/13 

SB 492 Hernandez Optometric Corporations Sen. B&P Reco:  Oppose 4/1/13 

SB 493 Hernandez Pharmacy Practice Sen. B&P Reco:  Oppose 4/1/13 

SB 670 Steinberg Limitation on Licensee Authority:  
Controlled Substances 

Sen. B&P Reco:  Support in 
Concept 

4/8/13 

SB 701 Emmerson Hospital-Affiliated Outpatient Settings Sen. B&P Reco:  Neutral Intro. 

SB 796 Nielsen Medicine:  Physicians and Surgeons Senate SPOT Intro. 

SB 809 DeSaulnier Controlled Substances:  Reporting:  CURES Sen. B&P, 4/15 Exec. Reco:  Support 
in Concept 

Intro. 

SCR 8 DeSaulnier Prescription Drug Abuse Awareness Month Asm. 3rd 
Reading 

Support Intro. 

 

























































































































































































































































































































































































































































































































































































































































































































BRD 13B - 1 
 

 
MEDICAL BOARD OF CALIFORNIA 

Status of Pending Regulations 
 

Subject 
 

Current Status 
 

Date 
Approved 
by Board 

 
Date 

Notice 
Published 

by OAL 

 
Date of 
Public 

Hearing 

 
Date of 
Final 

Adoption 
by Board 

 
Date to DCA 
(and other 

control 
agencies) for 
Final Review * 

 
Date to 
OAL for 

Review ** 

 
Date to 
Sec. of 
State*** 

 
Misdemeanor 
Convictions 
 

3/1/13 Returned by Agency to 
MBC for review and changes  
 

3/25/13 Modified Text mailed; 
15-day comment period ends 
4/17/13 
 

4/26/13 Board to 
review/approve changes 

 
2/03/12 

 
3/09/12 

 
(90 day 

extension 
granted until 

6/05/13) 

 
5/04/12 

 
5/04/12 

 
 

  

Physician Availability 
related to the use of 
lasers  

Delivered to OAL 3/4/13 

 
7/20/12 

 
8/31/12 

 
10/26/12 

 
10/26/12 At DCA for review 

and approval. 
Sent to Agency 
2/12/13 
Agency signed off 
on 2/27/13.   
 

 

 
Delivered to 
OAL 3/4/13 

 

Polysom Basic Life 
Support (to amend 
1379.50) 

10/26/12 Hearing held  
11/14/12 Modified text 
mailed; 15-day comment 
period ended 12/04/12. 
 

3/4/13 delivered to DCA for 
review and approval 
 
 

3/18/13 DCA returned for 
updates  
 

 
7/20/12 

 
8/31/12 

 
10/26/12 

 
10/26/12 

 
Returned to DCA 
with updates on 
3/26/13 

  

Prepared by Chris Valine        *DCA is allowed 30 calendar days for review   
Updated April 2, 2013        **OAL is allowed 30 working days for review 
For questions, call (916) 263-2466       ***Eff. Date depends on when OAL makes their approval decision 



Agenda Item 16B

CURRENT
ACTUAL YEAR BY BY+1 BY+2
2011-12 2012-13 2013-14 2014-15 2015-16

BEGINNING BALANCE 30,246$     24,613$     20,835$     16,243$     8,535$            
Prior Year Adjustment 752$          -$           -$           -$           -$                

Adjusted Beginning Balance 30,998$     24,613$     20,835$     16,243$     8,535$            

REVENUES AND TRANSFERS
Revenues:

125600 Other regulatory fees 355$          287$          288$          288$          288$               
125700 Other regulatory licenses and permits 5,946$       5,646$       5,647$       5,647$       5,647$            
125800 Renewal fees 46,269$     45,445$     45,481$     45,481$     45,481$          

125900 Delinquent fees 120$          98$            98$            98$            98$                 
142500 Miscellaneous services to the public 31$            30$            30$            30$            30$                 
150300 Income from surplus money investments 115$          88$            60$            42$            69$                 
160400 Sale of fixed assets 3$              -$           -$           -$           -$                
161000 Escheat of unclaimed checks and warrants 16$            -$           -$           -$           -$                
161400 Miscellaneous revenues 2$              19$            19$            19$            19$                 
164300 Penalty assessments - Probation Monitoring 900$          900$          900$          900$               

    Totals, Revenues 52,857$     52,513$     52,523$     52,505$     52,532$          

Transfers:
GENERAL FUND LOAN* (9,000)$      

TOTALS, REVENUES AND TRANSFERS 43,857$     52,513$     52,523$     52,505$     52,532$          

TOTAL RESOURCES 74,855$     77,126$     73,358$     68,748$     61,067$          

EXPENDITURES
Disbursements:

0840 State Controller (State Operations) 58$            67$            -$           -$                
8880 FSCU (State Operations) 2$              302$          259$          
FISCAL 126$          $

1110  Program Expenditures (State Operations) 50,056$     55,922$     ** 55,673$     57,993$     57,980$          

2013-2014 Proposed BCP 
BreEZe Costs 1,183$         

Anticipated Future Costs
Antcipated BreEZe Cost 1,300$         1,300$              
Northern Operation Safe Medicine 253$            203$                 
Enforcement Enhancements 667$            575$                 

    Totals, Disbursements 50,242$     56,291$     57,115$     60,213$     60,058$          

FUND BALANCE
Reserve for economic uncertainties 24,613$     20,835$     16,243$     8,535$       1,009$            

Months in Reserve 5.2 4.4 3.2 1.7 0.2

NOTES:
A. ASSUMES WORKLOAD AND REVENUE PROJECTIONS ARE REALIZED FOR  2011-12 AND BEYOND.
B. INTEREST ON FUND ESTIMATED AT .68% in FY 10/11 and beyond.

* This $9 million is part of the $15 million total loaned to the General Fund by the Board.  $6 million was loaned to the General Fund in FY 08/09.  These loans 
will be repaid when the fund is nearing its minimum mandated level.

** This includes $1.278 million for the BreEZe system.  This amount will not be completely expended due to the delay in implementation of the project.
4/8/2013

0758 - Medical Board
Analysis of Fund Condition
(Dollars in Thousands)

FY 2012-13 Governor's Budget
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            Medical Board of California
     FY 12/13

                 Budget Expenditure Report
                (As of FEBRUARY 28, 2013)
             (67% of fiscal year completed)

PERCENT OF
BUDGET EXPENSES/ BUDGET UNENCUMB

OBJECT DESCRIPTION ALLOTMENT ENCUMB EXP/ENCUMB BALANCE

PERSONAL SERVICES
  Salary & Wages
    (Staff & Exec Director) 15,268,382 9,633,699 63.1 5,634,683
  Board Members 31,500 36,384 115.5 (4,884)
  Phy Fitness Incentive Pay 29,623 20,250 68.4 9,373
  Temp Help 1,137,513 951,342 83.6 186,171
  Overtime 12,143 31,488 259.3 (19,345)
  Staff Benefits 7,775,513 4,621,315 59.4 3,154,198
  Salary Savings 0 0
TOTALS, PERS SERVICES 24,254,674 15,294,479 63.1 8,960,196

OPERATING EXP & EQUIP
  General Expense 608,071 450,352 74.1 157,719
  Fingerprint Reports 333,448 189,071 56.7 144,377
  Minor Equipment 132,300 41,081 31.1 91,219
  Printing 685,755 168,169 24.5 517,586
  Communications 372,190 134,594 36.2 237,596
  Postage 282,511 112,205 39.7 170,306
  Insurance 41,053 17,295 42.1 23,758
  Travel In-State 401,298 176,153 43.9 225,145
  Travel Out-of-State 7,000 2,854 40.8 4,146
  Training 78,895 65,734 83.3 13,161
  Facilities Operation (Rent) 2,702,140 2,204,846 81.6 497,294
  Consult/Prof Services 1,606,594 1,936,989 120.6 (330,395)
  Departmental Prorata 4,540,957 3,409,982 75.1 1,130,975
  Interagency Services 5,142 0 0.0 5,142
  Consolidated Data Center 650,230 428,842 66.0 221,388
  Data Processing 129,492 54,468 42.1 75,024
  Central Admin Svcs (Statewide Prorata) 2,348,960 1,761,720 75.0 587,240
  Attorney General Services 13,347,280 7,819,038 58.6 5,528,242
  Office of Administrative Hearings 1,525,080 824,762 54.1 700,318
  Evidence/Witness 1,893,439 1,185,994 62.6 707,445
  Court Reporter Services 225,000 187,018 83.1 37,982
  Major Equipment 652,000 44,401 6.8 607,599
  Other Items of Expense 81 64,560 79,703.7 (64,479)
  Vehicle Operations 261,925 186,587 71.2 75,338
  Court-ordered Payments 0 10,927 (10,927)
  Board of Control Claim 0 0 0
TOTALS, OE&E 32,830,841 21,477,642 65.4 11,353,199

TOTALS, EXPENDITURES 57,085,515 36,772,121 64.4 20,313,394

Scheduled Reimbursements (384,000) (236,858) 61.7 (147,142)
Distributed Costs (780,000) (402,746) 51.6 (377,254)

NET TOTAL, EXPENDITURES 55,921,516 36,132,517 64.6 19,788,998
Unscheduled Reimbursements (1,114,592)

35,017,925
Budget Expenditure Report.xls
Date: April 08, 2013
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     MEDICAL BOARD OF CALIFORNIA
              LICENSING PROGRAM

BUDGET REPORT
   JULY 1, 2012 to FEBRUARY 28, 2013

EXPENDITURES/ LAG
FY 12/13 ENCUMBRANCES TIME
BUDGET YR-TO-DATE (MONTHS)

PERSONAL SERVICES
  Salaries & Wages 2,476,739 1,602,667 current
  Staff Benefits 1,216,790 756,818 current

TOTAL PERSONAL SERVICES 3,693,529 2,359,485

OPERATING EXPENSES & EQUIPMENT
  General Expense 58,184 12,408 1-2
  Fingerprint Reports* 333,448 187,849 1-2
  Printing 61,000 25,741  1-2
  Communications 52,246 12,413  1-2
  Postage 125,000 68,661  1-2
  Travel In-State 14,758 628  1-2
  Training 8,500 1,478  1-2
  Facilities Operation 226,000 204,056 current
  Consult/Professional Services 1,225,873 1,710,180  1-2
  Departmental Services 519,486 333,331 current
  Interagency Services 587 0 current
  Data Processing 4,000 4,672  1-2
  Statewide Pro Rata 268,016 201,012 current
  Attorney General 190,000 83,140 current
  Evidence/Witness Fees 7,500 0 1-2
  Court Reporter Services 250 0 1-2
  Major Equipment 26,000 8,375 1-2
  Minor Equipment 0 0 1-2

TOTAL OPERATING EXPENSES &
                                  EQUIPMENT 3,120,848 2,853,944

SCHEDULED REIMBURSEMENTS (384,000) (236,858)

DISTRIBUTED COSTS (31,130) (15,565)

TOTAL BUDGET/EXPENDITURES 6,399,247 4,961,006

*Department of Justice invoices for fingerprint reports, name checks, and subsequent arrest reports
Includes Polysom 

4/8/2013
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      MEDICAL BOARD OF CALIFORNIA
           ENFORCEMENT PROGRAM

    BUDGET REPORT
      JULY 1, 2012-FEBRUARY 28, 2013

EXPENDITURES/ LAG
FY 12/13 ENCUMBRANCES TIME 
BUDGET YR-TO-DATE (MONTHS)

PERSONAL SERVICES
   Salaries & Wages 9,884,363 6,340,821 current
   Staff Benefits 4,545,798 2,707,052 current

TOTAL PERSONAL SERVICES 14,430,161 9,047,873

OPERATING EXPENSE & EQUIPMENT
   General Expense/Fingerprint Reports 389,307 319,423 1-2
   Printing 300,255 68,389 1-2
   Communications 222,358 91,579 1-2
   Postage 69,500 38,775 1-2
   Insurance 38,235 14,890 current
   Travel In-State 242,018 129,632 1-2
   Travel Out-State 7,000 2,674 1-2
   Training 31,000 51,168 1-2
   Facililties Operations 2,064,940 1,636,001 current
   Consultant/Professional Services 300,000 214,187 1-2
   Departmental Services 3,191,838 2,542,145 current
   Interagency Services 3,613 0 1-2
   Data Processing 18,000 1,795 1-2
   Statewide Pro Rata 1,650,379 1,237,784 current
   Attorney General 1/ 13,157,280 7,735,898 current
   OAH 1,525,080 824,762 1
   Evidence/Witness Fees 1,820,939 1,116,950 1-2
   Court Reporter Services 224,750 187,018 1-2
   Major Equipment 147,000 18,032 1-2
   Other Items of Expense (Law Enf.
       Materials/Lab, etc.) 81 62,293 1-2
   Vehicle Operations 210,925 156,234 1-2
   Minor Equipment 0 9,561 1-2
   Court-Ordered Payments 0 10,927 current

TOTAL OPERATING EXPENSES & 25,614,498 16,470,118
EQUIPMENT

DISTRIBUTED COSTS (744,053) (384,774)

TOTAL BUDGET/EXPENDITURES 39,300,606 25,133,217

Unscheduled Reimbursements (54,020)
25,079,197

1/See next page for monthly billing detail

4/08/2013
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MEDICAL BOARD OF CALIFORNIA
ATTORNEY GENERAL EXPENDITURES - FY 12/13
DOJ AGENCY CODE 003573 - ENFORCEMENT (6303)
page 1 of  2

Number of Hours Rate Amount

July Attorney Services 5,386.75 170.00 915,747.50
Paralegal Services 206.00 120.00 24,720.00
Auditor/Analyst Services 110.00 99.00 10,890.00
Cost of Suit 0.00

951,357.50

August Attorney Services 6,056.00 170.00 1,029,520.00
Paralegal Services 215.00 120.00 25,800.00
Auditor/Analyst Services 79.50 99.00 7,870.50
Cost of Suit 264.00

1,063,454.50

September Attorney Services 5,132.25 170.00 872,482.50
Paralegal Services 201.50 120.00 24,180.00
Auditor/Analyst Services 76.00 99.00 7,524.00
Cost of Suit 726.58

904,913.08

October Attorney Services 6,249.75 170.00 1,062,457.50
Paralegal Services 242.00 120.00 29,040.00
Auditor/Analyst Services 97.00 99.00 9,603.00
Cost of Suit 315.00

1,101,415.50

November Attorney Services 5,098.25 170.00 866,702.50
Paralegal Services 169.00 120.00 20,280.00
Auditor/Analyst 121.50 99.00 12,028.50
Cost of Suit 2,238.45

901,249.45

December Attorney Services 4,833.25 170.00 821,652.50
Paralegal Services 230.50 120.00 27,660.00
Auditor/Analyst 82.00 99.00 8,118.00
Cost of Suit 1,853.20

859,283.70

          Total July-Dec = 5,781,673.73
          FY 12/13 Budget = 13,157,280.00

MEDICAL BOARD OF CALIFORNIA

BRD 16B-5



ATTORNEY GENERAL EXPENDITURES - FY 12/13
DOJ AGENCY CODE 003573 - ENFORCEMENT (6303)
page 2 of  2

January
Attorney Services 5,992.75 170.00 1,018,767.50
Paralegal Services 243.00 120.00 29,160.00
Auditor/Analyst 122.00 99.00 12,078.00
Cost of Suit 1,693.25

1,061,698.75

February
Attorney Services 4,991.75 170.00 848,597.50
Paralegal Services 273.00 120.00 32,760.00
Auditor/Analyst 110.00 99.00 10,890.00
Cost of Suit 278.50

892,526.00

March
Attorney Services 0.00 170.00 0.00
Paralegal Services 0.00 120.00 0.00
Auditor/Analyst Services 0.00 99.00 0.00
Cost of Suit

0.00

April
Attorney Services 0.00 170.00 0.00
Paralegal Services 0.00 120.00 0.00
Auditor/Analyst Services 0.00 99.00 0.00
Cost of Suit

0.00

May
Attorney Services 0.00 170.00 0.00
Paralegal Services 0.00 120.00 0.00
Auditor/Analyst Services 0.00 99.00 0.00
Cost of Suit

0.00

June
Attorney Services 0.00 170.00 0.00
Paralegal Services 0.00 120.00 0.00
Auditor/Analyst Services 0.00 99.00 0.00
Cost of Suit

0.00

Revised 04/08/2013           FYTD Total = 7,735,898.48
          FY 12/13 Budget = 13,157,280.00
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ENFORCEMENT/PROBATION RECEIPTS
MONTHLY PROFILE:  JULY 2010 -  JUNE 2013

FYTD
Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11  Total

Invest Cost Recovery 3,981 971 871 846 996 2,177 896 3,550 896 896 1,100 1,146 18,326
Criminal Cost Recovery 0 0 0 0 0 0 0 0 0 0 0 0 0
Probation Monitoring 43,697 74,202 31,474 35,029 120,104 157,971 332,595 170,590 72,520 94,712 71,738 47,283 1,251,913
Exam 2,475 3,730 1,750 9,456 4,031 1,158 1,237 2,621 1,400 4,235 2,500 627 35,219
Cite/Fine 5,500 9,000 10,075 4,000 2,600 5,700 5,000 2,896 1,950 5,650 950 200 53,521

MONTHLY TOTAL 55,653 87,903 44,170 49,331 127,731 167,006 339,728 179,656 76,766 105,493 76,288 49,255 1,358,980
FYTD TOTAL 55,653 143,557 187,727 237,058 364,788 531,794 871,522 1,051,178 1,127,944 1,233,436 1,309,725 1,358,980

FYTD
Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12  Total

Invest Cost Recovery 300 350 300 100 50 3,932 40,589 50 10,281 205 0 0 56,157
Criminal Cost Recovery 0 0 150 0 50 250 605 504 1,055 754 14,147 2,558 20,073
Probation Monitoring 42,542 41,848 44,639 105,369 96,368 109,993 343,253 222,925 83,025 97,287 59,217 34,113 1,280,578
Exam 1,639 777 2,481 627 1,692 2,552 977 1,106 6,495 1,831 6,024 2,224 28,424
Cite/Fine 200 4,350 800 10,650 3,250 6,400 8,650 7,002 3,450 7,825 3,075 3,800 59,452

MONTHLY TOTAL 44,681 47,325 48,370 116,745 101,409 123,127 394,074 231,587 104,307 107,903 82,462 42,695 1,444,684
FYTD TOTAL 44,681 92,005 140,375 257,120 358,530 481,657 875,730 1,107,317 1,211,624 1,319,527 1,401,989 1,444,684

FYTD
Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13  Total

Invest Cost Recovery 250 300 650 2,349 750 700 4,527 600 2,595 12,721
Criminal Cost Recovery 1,409 705 619 5,136 964 10,914 2,411 1,198 676 24,032
Probation Monitoring 38,879 47,871 26,432 65,999 45,648 146,950 434,545 323,937 52,448 1,182,709
Exam 1,848 3,456 6,563 2,666 5,212 975 3,074 1,625 4,725 30,144
Cite/Fine 2,800 1,900 4,750 6,268 11,086 12,300 8,700 4,059 4,200 56,063

MONTHLY TOTAL 45,186 54,232 39,014 82,418 63,660 171,839 453,257 331,419 64,644 0 0 0 1,305,669
FYTD TOTAL 45,186 99,418 138,432 220,850 284,510 456,349 909,606 1,241,025 1,305,669 1,305,669 1,305,669 1,305,669

excel:enfreceiptsmonthlyprofile.xls.revised 4/8/2013
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NAMES JULY AUG SEPT OCT NOV DEC JAN FEB MAR APRIL MAY JUNE YTD
DR. BISHOP - Per diem 1,100.00$ 400.00$    600.00$    600.00$      600.00$     400.00$     3,700.00$   
Travel 904.66$    517.90$    88.64$        1,511.20$   

2,004.66$ 400.00$    1,117.90$ 688.64$      600.00$     400.00$     -$          -$          -$          -$          -$          -$          5,211.20$   
DR. CARREON - Per diem 1,700.00$ 1,700.00$   
Travel -$            

1,700.00$ -$          -$          -$            -$          -$          -$          -$          -$          -$          -$          -$          1,700.00$   
DR. DIEGO - Per diem 1,300.00$ 800.00$    600.00$    1,800.00$   1,400.00$  1,100.00$  1,500.00$ 800.00$    9,300.00$   
Travel 244.80$    94.35$      619.76$      501.75$    320.35$    1,781.01$   

1,544.80$ 894.35$    600.00$    . 1,400.00$  1,100.00$  2,001.75$ 1,120.35$ -$          -$          -$          -$          11,081.01$ 
DR. DURUISSEAU - Per diem 1,100.00$ 1,100.00$   
Travel 126.56$    126.56$      

1,226.56$ -$          -$          -$            -$          -$          -$          -$          -$          -$          -$          -$          1,226.56$   
DR GNANADEV - Per diem 1,200.00$ 900.00$    700.00$    700.00$     600.00$     4,100.00$   
Travel -$          -$          -$          -$            

1,200.00$ 900.00$    700.00$    -$            700.00$     600.00$     -$          -$          -$          -$          -$          -$          4,100.00$   
DR. LEVINE - Per diem -$          -$            
Travel 413.90$    285.72$    359.62$      1,059.24$   

413.90$    -$          285.72$    359.62$      -$          -$          -$          -$          -$          -$          -$          -$          1,059.24$   
DR. LOW - Per diem -$            
Travel -$            

-$          -$          -$          -$            -$          -$          -$          -$          -$          -$          -$          -$          -$            

MS. PINES - Per diem 1,100.00$ 1,700.00$   1,600.00$  1,700.00$  1,800.00$ 1,500.00$ 9,400.00$   

Travel 171.68$    365.64$      446.49$     552.46$    1,536.27$   

-$          -$          1,271.68$ 2,065.64$   2,046.49$  1,700.00$  2,352.46$ 1,500.00$ -$          -$          -$          -$          10,936.27$ 
DR. SALOMONSON - Per diem 400.00$    200.00$    500.00$      200.00$    500.00$    1,800.00$   
Travel 742.92$    462.73$    515.94$      894.25$    687.68$    3,303.52$   

1,142.92$ -$          662.73$    1,015.94$   -$          -$          1,094.25$ 1,187.68$ -$          -$          -$          -$          5,103.52$   
MS.SCHIPSKE - Per diem 1,200.00$ 400.00$    600.00$    1,300.00$   700.00$     900.00$     700.00$    5,800.00$   
Travel 523.85$    498.39$      1,022.24$   

1,723.85$ 400.00$    600.00$    1,798.39$   700.00$     900.00$     700.00$    -$          -$          -$          -$          -$          6,822.24$   
MR. SERRANO SWELL- Per diem 600.00$    600.00$      600.00$     700.00$    800.00$    3,300.00$   

257.30$    774.36$      1,031.66$   

-$          -$          857.30$    1,374.36$   -$          600.00$     700.00$    800.00$    -$          -$          -$          -$          4,331.66$   
MS. YAROSLAVSKY - Per diem 1,600.00$ 1,300.00$ 900.00$    1,200.00$   1,000.00$  1,200.00$  300.00$    400.00$    7,900.00$   
Travel 688.35$    883.88$    454.51$    581.44$      2,608.18$   

2,288.35$ 2,183.88$ 1,354.51$ 1,781.44$   1,000.00$  1,200.00$  300.00$    400.00$    -$          -$          -$          -$          10,508.18$ 
MS. YIP - Per diem -$            
Travel -$            

-$          -$          -$          -$            -$          -$          -$          -$          -$          -$          -$          -$          -$            
As of: 4/09/2013

TOTAL PER DIEM 48,100.00$ 
TOTAL TRAVEL 13,979.88$ 

TOTAL 62,079.88$ 
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     Agenda Item # 16D 
 

MEDICAL BOARD STAFF REPORT 
 
DATE REPORT ISSUED  April 17, 2013 
ATTENTION:    Members, Medical Board of California 
SUBJECT:    2014 Dates/Locations for Board Meetings 
STAFF CONTACT:   Linda Whitney, Executive Director 
 
RECOMMENDED ACTION: 
 
Set dates for 2014 Board meetings. 
 
BACKGROUND AND ANALYSIS: 
 
A member has a conflict with the normally scheduled end of January, 2014 meeting.  Staff has done 
the analysis of dates that are possible for the meetings that will still maintain the quarterly status of 
meetings and enough time for staff work and panel action. 
 
PROPOSED DATES/LOCATIONS: (*Proposed by staff) 
 
January 16-17 or February 13-14*  Bay Area 
  
April 17-18 or     LA Area 
      (FSMB April 24-26) 
May 1-2* or           
May 8-9 
 
July 17-18 or July 24-25*   Sacto Area 
   
October 23-24*  or October 30-31  SD Area 
   
ANALYSIS OF DATES: 
 
If the board were to select the January date, this is only 12 weeks after the October meeting. With 
holidays in November and December it if very difficult for staff to complete all of its work for the 
Board packet.  In addition, the posting would be on January 2, which is still considered during a 
holiday period, and difficult for staff to complete the agenda and get materials on line. 
 
If the board were to select the February date, this would put the meeting at 16 weeks.  This could 
mean that interim panel meetings would have to be scheduled in early/mid-January.  If this date is 
selected then the April 17-18 date is only 9 weeks, and the May 1-2 date would be 11 weeks, making 
it a better fit.  If the board selects a later date, like May 8-9, this would make the dates of July 24-25 
11 weeks from the prior meeting. 
 
STAFF RECOMMENDATIONS: 
 
February 13-14, 2014 
May 1-2, 2014 
July 24-25, 2014 
October 23-24, 2014 
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         AGENDA ITEM 17 
 

MEDICAL BOARD STAFF REPORT 
 
 
DATE REPORT ISSUED:  April 11, 2013 
ATTENTION:    Board Members 
SUBJECT:    Teleconferencing of Board Meetings 
STAFF CONTACT:   Kimberly Kirchmeyer, Deputy Director 
 
RECOMMENDED ACTION:  
 
Review the information provided and determine the feasibility of providing teleconferencing for 
statewide public participation. 
 
BACKGROUND AND ANALYSIS: 
 
At previous Board meetings, and at the October Board meeting, the Board was asked to teleconference 
its future Board meetings to provide public participation from individuals not in attendance at the Board 
meetings.  Specifically, the request was to allow individuals from any location to be able to call in, listen 
to the Board meeting, and provide public comment throughout the meeting.  The Board Members 
requested staff research the feasibility of this request and provide the information back to the Members 
for their consideration. 
 
Board staff has determined that there are several ways in which this request could be fulfilled.  Although 
the options are discussed below, further research and paperwork would need to be completed to design, 
develop, and test the options as they are described below.  Additionally, some of the options would 
require authorization and processing by the Department of Consumer Affairs (DCA).   
 
Options for Teleconferencing: 
1) Provide an 800 number for anyone to call in and listen to the Board meeting and provide comments.  

Individuals, no matter where they are calling from, would be able to call in on the 800 line and 
provide comment at the appropriate times.  A moderator from the telephone company would assist 
callers in the process.  Individuals on the line would remain in a “mute” mode until the Board 
President (or Chair at Committee Meetings) would ask for public comment.  The individuals at the 
beginning of the call would be provided with a method of informing the moderator that they would 
like to make a comment (for example by pushing #1).  The moderator would then notify the staff 
monitoring the call that a comment is pending.  At the appropriate time, the callers would provide 
their comments.  The callers would need to be limited to specified minutes per comment per agenda 
item (example two minutes). 
 
The cost for the moderator is $.287/minute and the cost for the callers is $.021/minute/person.  The 
system can have up to 4,000 participants on the line at one time.  The Board would also need to 
request a telephone line from the hotel and would need one additional staff at each meeting in order 
to coordinate the call with the moderator and notify the Board President if there is someone who 
wants to make a comment.  If a Board meeting was approximately 6 hours long and there were 200 
people on the call, the cost would be $1,765.32 for the call at each meeting ($103.32 for the 
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moderator + $1,512.00 for the individuals on the phone call + $150.00 for the telephone line) plus 
one staff member’s time and attendance at a Board meeting (and therefore not performing his/her 
normal duties in the office). 
 
Note: In contacting the DCA to gather information on this option, the Board was notified that no 
other DCA board or bureau has made a request for such a system that would provide the public 
input as described.  Additionally, if this option were chosen, the Board would need to complete 
paperwork to obtain a system and would need to test the system.  It would be recommended that if 
this option were chosen, that this would be tested at the Sacramento Board meeting in July in order 
to have appropriate staff available. 
 
There have been other State agencies who have offered this type of service, however, these entities 
are not regulatory agencies who have both licensing and disciplinary responsibilities.  In most 
instances, these agencies would not have disgruntled licensees or consumers calling in to comment.   
 
Pros:   
• The public would not have to travel to the meeting location to make comments on items not on 

the agenda or items on the agenda. 
• More information can be gathered by the Members when making decisions. 
 
Cons: 
• The loss of work from the additional staff needed to attend the meeting. 
• The length of the meeting could be extensive.  If there are 200 callers and if only half wanted to 

make a comment on items not on the agenda, the meeting time would increase by over three 
hours.  In addition, depending on the number of individuals who wanted to comment on agenda 
items, the length of the meeting could increase just for the time comments are being made on 
agenda items, plus the administrative time for this function.  If only 20 people made two minute 
comments throughout the meeting, this would add close to an hour per meeting. 

• The Board President would be required to stop individuals at the end of their specified time (two 
minutes), which could be perceived as harsh if the comment was not completed. 

• There is no method to stop individuals from using several phones to call in and identify 
themselves as someone else in order to make it appear as if there is more support or opposition 
on an item than there actually is. 

• It would be difficult to ensure the callers do not discuss a specific case during their comment 
period.  The attorneys would have to jump in quickly and this could appear harsh. 

 
2) Provide an email Web account where an individual could listen to the meeting and provide written 

questions that would then be provided via staff for the Board’s consideration.  This type of 
communication is similar to a chat room.  The cost for this service is $8.50 per month ($102/year) 
and it would require a staff member to attend the meeting for the sole purpose of monitoring and 
reading the comments or questions provided via the Web.  There would not be a limit to the 
individuals who could provide comments.  The comments could be long and over the specified time 
limit, requiring interpretation by the staffer if comments need to be abbreviated. 
 
Pros: 
• The public would not have to travel to the meeting location to make comments on items not on 

the agenda or items on the agenda. 



Teleconferencing Board Meetings 
April 11, 2013 
Page 3 
 

BRD 17-3 

• More information can be gathered by the Members when making decisions. 
• These could be screened to ensure cases were not discussed. 
 
Cons: 
• The loss of work from the additional staff needed to attend the meeting. 
• The length of the meeting could be extensive.  If there are 100 individuals who wanted to make a 

comment on items not on the agenda, the meeting time would increase by over three hours.  In 
addition, depending on the number of individuals who wanted to comment on agenda items, the 
length of the meeting could increase just for comments on agenda items. 

• There is no method to stop an individual from using multiple email accounts to provide 
comments in order to make it appear as if there is more support or opposition on an item than 
there actually is. 

• Staff would need to respond to those who did not have a comment read to explain it was due to a 
case. 
 

3) Hold all meetings in Sacramento at the Evergreen Hearing Room and video conference to the three 
other locations throughout California where the Board has video conferencing equipment (San Jose, 
San Diego, and Cerritos).  Although the main meeting would take place in Sacramento, individuals 
would be able to go to the three district offices and attend the meeting via video conferencing 
equipment.  A staff member would have to be available at each of the off-site locations to monitor 
the meeting and equipment, as well as be the point of contact for moderating the public comment.  
There would be no additional cost to the Board other than the three staff who would not be 
performing their normal work duties, as long as the Board meets in the limited space of the 
Evergreen Hearing Room (seats 12 Members comfortably). 
 
Note: Staff is also looking into the possibility of the main location being at a hotel and video 
conferencing from the hotel to the three district offices, but the ability to do so and the quality of 
such a system is unknown. 
 
Pros: 
• The public would not have to travel to the meeting location to make comments on items not on 

the agenda or items on the agenda, but would have to travel to one of three locations.   
• More information can be gathered by the Members when making decisions. 
 
Cons: 
• The public would still need to travel to provide comments, though the travel would not be as 

extensive.  (Although this is the same or similar travel requirements to attend one meeting in the 
regional location.) 

• The loss of work from the additional staff needed to attend the meeting.  Also, these individuals 
are in the field and if clerical staff is not available, it would require a supervising investigator or 
an investigator to moderate the video conference. 

• The sites cannot hold a large number of people, therefore limiting those who could attend at 
these locations (most will hold 20 individuals). 

• The Evergreen Hearing Room cannot hold the Board’s full complement of Members and 
therefore could not be used when all members are on the Board. 

• It will add some time to the Board meetings due to the additional comments  
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4) Teleconference the Board meeting to locations throughout California where the Board has the most 
space available (San Jose and Cerritos).  The Board’s main meeting would take place in its normal 
locations, and individuals would also be able to go to the two district offices and attend the meeting 
via teleconferencing equipment.  A staff member would have to be available at each of the off-site 
locations to monitor the meeting and equipment as well as be the point of contact for moderating 
the public comment.  The Board would have to request a telephone line from the hotel and would 
have to have a staff member there to run the telephone.  There would be an additional cost of $150 
for the phone line and the three staff who would not be performing their normal work duties. 
 
Pros: 
• The public would not have to travel to the meeting location to make comments on items not on 

the agenda or items on the agenda, but would have to travel to one of two locations.   
• More information can be gathered by the Members when making decisions. 
 
Cons: 
• The public would still need to travel to provide comments, though the travel would not be as 

extensive. 
• The loss of work from the additional staff needed to attend the meeting.  Also, these individuals 

are in the field and if clerical staff is not available, it would require a supervising investigator or 
an investigator to moderate the video conference. 

• The sites cannot hold a large number of people, therefore limiting those who could attend at 
these locations. 

• It will add some time to the Board meetings due to the additional comments. 
 
These are the options available at this time.  Any of the options, as previously stated, would require 
implementation time, including development and testing.  Additionally, there may be issues that may 
arise in any of the options above that are currently unknown to staff.  It is important to note that State 
law provides the opportunity for written comments in the regulatory process.  These comments must be 
considered as if a person is testifying in person before the Board.  Please note that these options would 
not be applicable to closed session proceedings. 
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FY 12/13 Q1 Q2 Q3 Q4

Total Calls Answered                 69,207 26,022 20,578 22,607
Calls Requesting Call Back 8,859 2,850 2,516 3,493
Calls Abandoned 8,070 3,071 2,167 2,832
Address Changes Completed 4,254 2,046 1,373 835

FY 11/12 Q1 Q2 Q3 Q4

Total Calls Answered                 89,497 15,725 20,456 28,061 25,255
Calls Requesting Call Back 14,923 4,647 5,022 3,229 2,025
Calls Abandoned 13,448 4,356 4,616 2,657 1,819
Address Changes Completed 8,894 3,451 2,133 1,909 1,401

FY 11/12 Q1 Q2 Q3 Q4
Applications Received 5,145 1,722 1,715 1,708
Initial Reviews Completed 4,951 1,556 1,791 1,604
Total Pending N/A 3,907 4,244 4,468
          Reviewed N/A 3,365 3,770 3,900
          Not Reviewed N/A 542 474 568
          (SR2s Pending) N/A 93 88 38
Licenses Issued 4,002 1,447 1,264 1,291
Renewals Issued 47,378 16,282 14,830 16,266

FY 11/12 Q1 Q2 Q3 Q4
Applications Received 6,629 1,711 1,666 1,862 1,390
Initial Reviews Completed 6,729 1,491 1,689 1,979 1,570
Total Pending N/A 4,012 4,325 4,515 3,823
          Reviewed N/A 3,273 3,530 3,928 3,423
          Not Reviewed N/A 739 795 587 400
          (SR2s Pending) N/A 108 121 124 109
Licenses Issued 5,351 1,358 1,203 1,419 1,371
Renewals Issued 64,351 16,092 14,067 17,835 16,357

FY 12/13 Q1 Q2 Q3 Q4
Applications Received 0 0 0 0
Applications Pending N/A 1 1 1

FY 11/12 Q1 Q2 Q3 Q4
Applications Received 0 0 0 0 0
Applications Pending N/A 1 1 1 1

CONSUMER INFORMATION UNIT  FY 12/13

PHYSICIAN & SURGEON DATA  FY 12/13

CONSUMER INFORMATION UNIT  FY 11/12

PHYSICIAN & SURGEON DATA  FY 11/12

SPECIALTY BOARD APPLICATIONS FY 12/13

SPECIALTY BOARD APPLICATIONS FY 11/12
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FY 12/13 Q1 Q2 Q3 Q4

Alcohol/Drugs 17 5 9 3
PG/Medical Knowledge 57 25 19 13
Convictions 22 15 5 2
Other 47 11 19 17

FY 11/12 Q1 Q2 Q3 Q4

Alcohol/Drugs 86 30 12 27 17
PG/Medical Knowledge 188 59 40 60 29
Convictions 100 43 18 16 23
Other 179 92 44 21 22

FY 12/13 Q1 Q2 Q3 Q4

Schools Pending Recognition at Beginning of Quarter N/A 101 98 94
         Pending Self-Assessment Reports (included above) N/A 7 9 8
New Self-Assessment Reports Received 2 0 2 0
New Unrecognized Schools Received 68 27 24 17
        School Recognized Pursuant to CCR 1314(a)(1) 82 30 33 19
        School Recognized Pursuant to CCR 1314(a)(2) 1 0 0 1
TOTAL Schools Pending Recognition at End of Quarter N/A 98 94 91

FY 11/12 Q1 Q2 Q3 Q4

Schools Pending Recognition at Beginning of Quarter N/A 43 62 75 90
         Pending Self-Assessment Reports (included above) N/A 3 5 6 7
New Self-Assessment Reports Received 4 2 0 1 1
New Unrecognized Schools Received 102 22 15 18 47
        School Recognized Pursuant to CCR 1314(a)(1) 47 4 2 4 37
        School Recognized Pursuant to CCR 1314(a)(2) 1 1 0 0 0
TOTAL Schools Pending Recognition at End of Quarter N/A 62 75 90 101

FY 12/13 Q1 Q2 Q3 Q4

RP Applications Received 4 4 0 0
RP Licenses Issued 3 2 1 0

FY 11/12 Q1 Q2 Q3 Q4
RP Applications Received 2 1 0 1 0
RP Licenses Issued 4 3 0 0 1

RESEARCH PSYCHOANALYST  FY 12/13

RESEARCH PSYCHOANALYST  FY 11/12

SR 2 - CATEGORIES FY 12/13

INTERNATIONAL MEDICAL SCHOOL APPLICATIONS FY 11/12

INTERNATIONAL MEDICAL SCHOOL APPLICATIONS FY 12/13

SR 2 - CATEGORIES FY 11/12
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FY 12/13 Q1 Q2 Q3 Q4

Applications Received 29 8 12 9
Applications Pending N/A 5 6 8
Licenses Issued 22 5 12 5
Licenses Renewed 91 31 32 28

FY 11/12 Q1 Q2 Q3 Q4

Applications Received 33 9 5 13 6
Applications Pending N/A 6 3 5 4
Licenses Issued 31 4 8 10 9
Licenses Renewed 125 24 31 33 37

FY 12/13 Q1 Q2 Q3 Q4

P&S - FNP Received 902 363 230 309
P&S - FNP Issued 920 284 343 293
P&S - FNP Pending N/A 55 116 98
P&S - FNP Renewed 3,724 1,202 1,180 1,342
P&S - FNP Due Diligence 751 544 101 106
Podiatric FNP Received 14 6 4 4
Podiatric FNP Issued 15 6 7 2
Podiatric FNP Pending N/A 18 8 2
Podiatric FNP Renewed 119 38 37 44
Podiatric FNP Due Diligence 24 14 8 2

 

FY 11/12 Q1 Q2 Q3 Q4

P&S - FNP Issued 1,397 384 380 315 318
P&S - FNP Pending N/A 59 63 72 94
Podiatric FNP Issued 23 3 9 7 4
Podiatric FNP Pending N/A 0 0 0 2

 
 

LICENSED MIDWIVES  FY 12/13

FICTITIOUS NAME PERMITS  FY 12/13

FICTITIOUS NAME PERMITS  FY 11/12

LICENSED MIDWIVES  FY 11/12
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FY 12/13 Q1 Q2 Q3 Q4

RDO - Business Registrations Issued 24 0 9 15
RDO - Pending Applications Business N/A 1 20 28
CLS - Out-of-State - Business Registrations Issued 0 0 0 0
CLS - Pending Out of State Applications -Business N/A 1 1 1
Spectacle Lens Registrations Issued 140 66 32 42
Spectacle Lens - Pending Applications N/A 59 24
Contact Lens Registrations Issued 58 33 14 11
Contact Lens - Pending Applications N/A 20 7 9
Spectacle Lens Registrations Renewed 668 230 212 226
Contact Lens Registrations Renewed 310 94 110 106

FY 11/12 Q1 Q2 Q3 Q4

Business Registrations Issued 48 10 9 8 21
Pending Applications Business N/A 30 30 18 23
Out-of-State Business Registrations Issued 1 0 0 0 1
Pending Applications Out of State Bus. N/A 0 0 0 1
Spectacle Lens Registrations Issued 192 47 29 72 44
Pending Applications-Spectacle Lens N/A 78 107 29 57
Contact Lens Registrations Issued 85 13 11 43 18
Pending Applications-Contact Lens N/A 22 33 15 18
Spectacle Lens Registrations Renewed 991 216 217 276 282
Contact Lens Registrations Renewed 420 95 79 112 134

FY 12/13 Q1 Q2 Q3 Q4
Polysomnographic Trainee Applications Received 18 2 9 7
Polysomnographic Trainee Registrations Pending N/A 2 9 16
Polysomnographic Trainee Registrations Issued 7 0 6 1
Polysomnographic Technician Applications Received 95 20 68 7
Polysomnographic Technician Registrations Pending N/A 21 33 37
Polysomnographic Technician Registrations Issued 32 0 25 7
Polysomnogrpahic Technologist Applications Received 509 168 327 14
Polysomnogrpahic Technologist Applications Pending N/A 208 130 142
Polysomnogrpahic Technologist  Registrations Issued 253 0 197 56  

FY 11/12 Q1 Q2 Q3 Q4
Polysomnographic Trainee Applications Received 0 0 0 0 0
Polysomnographic Technician Applications Received 1 0 0 0 1
Polysomnogrpahic Technologist Applications Received 29 0 0 0 29

** Program began accepting applications April of 2012 

POLYSOM FY 11/12 **

OPTICAL REGISTRATIONS  FY 11/12

OPTICAL REGISTRATIONS  FY 12/13

POLYSOM FY 12/13
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COUNTRY Medical School Name Date Request 
Received

Letter Mailed 
to Medical 

School

Medical 
School 

Response

Status of 
Application

CCR 
1314.1(a)(1)

Chief & Legal 
Approval
(Per CCR 

1314.1(a)(1)

Self 
Assessment 

Report 
Received 

CCR 
1314.1(a)(2) Comments/Decision

Algeria Universite Mouloud Mammeri de Tizi-
Ouzou Faculty of Medicine 10/20/2011 3/14/2012 Pending ? ?

Letter sent on 3/14/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Argentina Universidad Abierta Interamericana Facultad de 
Medicina y Ciencias de la Salud 2/18/2013 3/4/2013 Pending ? ?

Letter sent on 3/4/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Australia Queensland University (QU) - Australia
U.S. Branch Campus 10/29/2010 1/18/2013 Pending  1/17/2012 X

Medical Consultant completed initial review of 
SAR on 1/16/13.  Additional information 

requested from school on 1/18/13.

Bangladesh University of Dhaka, Medical College for 
Women & Hospital 10/21/2011 3/12/2012      

6/19/2012 5/29/2012 Pending ? ? Additional information requested from school 
on 6/19/12.

Bolivia Universidad Privada del Valle Facultad de 
Ciencias de la Salud 5/2/2012 5/9/2012       

5/29/2012 5/18/2012 Pending X
School informed on 5/29/12 they will need to 

submit Self-Assessment Report since the 
school is a private, for profit university.

Brazil Faculdade de Ciencias Medicas de Minas 
Gerais (FCMMG) 8/21/2012 8/27/2012 Pending ? ?

Letter sent on 8/27/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Brazil Faculdade de Medicina de Itajuba (FMIT) 7/1/2011 9/21/2011
1/13/2012 Pending ? ?

Staff requested additional information from 
FMIT to determine eligibility for recognition 

pursuant to CCR 1314.1(a)(1).

Brazil Universidade Estacio de Sa (UNESA) 
Faculdade de Medicina 2/1/2012 3/27/2012      

11/6/2012
10/29/2012    
11/26/2012 Pending  X

School informed on 12/14/12 they will need to 
submit Self-Assessment Report since the 

school is a private, for profit university.

Brazil Universidade Estadual de Ciências da Saúde 
de Alagoas (UNCISAL) Faculdade de Medicina 3/21/2013 3/21/2013 Pending ? ?

Letter sent on 3/21/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Brazil
Universidade Federal do Estado do Rio de 

Janeiro (UNIRIO) Escola de Medicina e 
Cirurgia

3/1/2013 3/20/2013 Pending ? ?
Letter sent on 3/20/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Brazil Universidade Sao Francisco (USF) Faculdade 
de Ciencias Medicas 12/1/2011 4/13/2012 Pending ? ?

Letter sent on 4/13/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Bulgaria Medical University Prof. Dr. Paraskev Stoyanov 
Varna 6/10/2011 3/22/2012 Pending ? ?

Letter sent on 3/22/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Bulgaria Medical University, Sofia Faculty of Medicine 1/22/2013 Pending ? ?
Letter sent on 1/22/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

BRD 18C-1
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COUNTRY Medical School Name Date Request 
Received

Letter Mailed 
to Medical 

School

Medical 
School 

Response

Status of 
Application

CCR 
1314.1(a)(1)

Chief & Legal 
Approval
(Per CCR 

1314.1(a)(1)

Self 
Assessment 

Report 
Received 

CCR 
1314.1(a)(2) Comments/Decision

China Anhui Medical University Faculty of Medicine 10/12/2011 3/20/2012 Pending ? ?
Letter sent on 3/20/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

China Fujian Medical University Faculty of Medicine 2/21/2013 3/4/2013 Pending ? ?
Letter sent on 3/4/13 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

China HuBei University of Medicine 6/29/2012 6/19/2012 Pending ? ?
Letter sent on 6/19/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

China Jilin University, Norman Bethune College of 
Medicine 7/19/2012 7/25/2012 Pending ? ?

Letter sent on 7/25/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

China Liaoning Medical University College of Clinical 
Medicine 3/19/2013 3/20/2013 Pending ? ?

Letter sent on 3/20/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

China Peking University Health Science Center 6/15/2011 3/22/2012 Pending ? ?
Letter sent on 3/22/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

China Shanxi Medical University 11/27/2012 1/22/2013 Pending ? ?
Letter sent on 1/22/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

China Xi'an Jiaotong University College of Medicine 6/21/2010 4/9/2012 Pending ? ?
Letter sent on 4/9/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Colombia Universidad de Ciencias Aplicadas y 
Ambientales 2/14/2013 3/4/2013 Pending ? ?

Letter sent on 3/4/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Czech Republic Charles University 2nd Faculty of Medicine 12/17/2012 Pending 12/17/2012 X Staff needs to review Self-Assessment Report

Dominican 
Republic

Pontificia Universidad Catolica Madre y 
Maestra Facultad de Ciencias de la Salud 8/1/2012 8/1/2012 Pending ? ?

Letter sent on 8/1/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Dominican 
Republic Universidad Iberoamericana (UNIBE) 08/22/2008 3/12/2012 Pending 8/22/2008 X

Additional information was requested from 
UNIBE on 3/12/12 based on medical 

consultant's review of self-assessment report.

Egypt Benha Faculty of Medicine, Benha University 9/2/2011 3/22/2012 3/1/2013 Recognized X 3/18/2013  
Chief/Legal Counsel verified medical school is 

eligible for recognition pursuant to CCR 
1314.1(a)(1).
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Egypt October 6 University, Faculty of Medicine 9/27/2011 Pending 9/26/2011 X Staff needs to review Self-Assessment Report

Egypt Tanta University Faculty of Medicine 6/8/2012 6/26/2012 Pending ? ?
Letter sent on 6/26/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

France
Université de Paul Sabatier, UFR des Sciences 

Médicales de Purpan 7/23/2012 7/25/2012 12/13/2012 Recognized X 1/10/2013  
Chief/Legal Counsel verified medical school is 

eligible for recognition pursuant to CCR 
1314.1(a)(1).

Georgia Tbilisi Medical Institute 'Vita' 6/22/2011 4/11/2012      
10/10/2012

9/10/2012     
11/15/2012 Pending X

School informed on 11/15/12 they will need to 
submit Self-Assessment Report since the 

school is a private, for profit university.

Germany
Universität Duisburg-Essen Medizinische 
Fakultät     (University of Duisburg-Essen 

Faculty of Medicine)
10/31/2012 11/8/2012 3/14/2013 Recognized X 3/18/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Germany Univeritaet Leipzig Faculty of Medicine 9/6/2012 9/12/2012 Pending ? ?
Letter sent on 9/12/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Ghana Kwame Nkrumah University of Science & 
Technololgy 11/5/2012 11/8/2012 Pending ? ?

Letter sent on 11/8/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Haiti Université Notre Dame d'Häiti Faculté de Médicine 9/06/2012 9/12/2012      
10/10/2012 10/2/2012 Pending ? ?

Initial review completed by staff.  Unofficial 
response received from school - Requested 

school to resubmit formal response on 
10/10/12.

India
Dr. Babasaheb Ambedkar Marathwada 

University, Government Medical College 
Aurangabad

10/31/2012 11/8/2012 Pending ? ?
Letter sent on 11/8/12  to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India Gujarat University, Kerasal Medical College & 
Research Institute 10/11/2012 11/8/2012      

1/18/2013
11/28/2012    
2/8/2013 Recognized X 3/18/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

India Karnatak University, Karnataka Institute of 
Medical Sciences 10/7/2011 3/16/2012 Pending ? ?

Letter sent on 3/8/12  to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India
Kerala University of Health and Applied 

Sciences, Dr. Somervell Memorial CSI Medical 
College & Hospital

2/6/2013 3/4/2013 Pending ? ?
Letter sent on 3/4/13  to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India Maharashtra University of Health Sciences, 
JMF's A.C.P.M. Medical College 8/28/2012 9/12/2012 Pending ? ?

Letter sent on 9/12/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India
Maharashtra University of Health Sciences, 

Rajarshi Chhatrapati Shau Maharaj 
Government Medical College Kolhapur

8/9/2012 8/9/2012 Pending ? ?
Letter sent on 8/9/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).
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India Maharashtra University of Health Sciences, Shri 
Bhausahab Hire Government Medical College 5/1/2012 5/1/2012 Pending ? ?

Letter sent on 5/1/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India Mahatma Gandhi University, Malankara 
Orthodox Syrian Church Medical College 2/24/2011 3/16/2012 Pending ? ?

Letter sent on 3/16/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India NTR University of Health Sciences, Rangaraya 
Medical College, Kakinada 11/5/2012 11/8/2012 Pending ? ?

Letter sent on 11/8/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India Padmashree Dr. D. Y. Patil University, Navi 
Mumbai, Dr. D. Y. Patil Medical College 01/15/2013 1/22/2013 1/30/2013 Recognized X 2/5/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

India Rajiv Gandhi University of Health Sciences,     
Al-Ameen Medical College 3/28/2012 4/30/2012 Pending ? ?

Letter sent on 4/30/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India Rajiv Gandhi University of Health Sciences,     
Dr. B.R. Ambedkar Medical College 2/5/2013

3/4/2013    
3/18/2013 
(resent via 

email)

Pending ? ?
Letter sent on 3/4/13 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India

Rajiv Gandhi University of Health sciences, 
Father Muller's Institute of Medical Education 

and Research, Mangalore / Father Muller 
Medical College

6/17/2011
3/13/2012      
6/4/2012       
8/8/2012

11/19/2012 Recognized X 1/10/2013  
Chief/Legal Counsel verified medical school is 

eligible for recognition pursuant to CCR 
1314.1(a)(1).

India
Rani Durgavati Vishwavidyalaya University 

(formerly Jabalpur University), Netaji Chandra 
Bose Medical College

11/26/2012
11/27/2012     

Resent 
2/26/2013

Pending ? ?
Letter sent on 11/27/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India
Tamil Nadu Dr. M.G.R. Medical University, 
K.A.P. Vishwanathan Government Medical 

College
6/2/2011

3/15/2012      
Resent on 
1/22/2013

Pending ? ?

Letter sent on 3/15/12 and 1/22/13 to the 
medical school requesting information to 

determine eligibility for recognition pursuant to 
CCR 1314.1(a)(1).

India Tamil Nadu Dr. M.G.R. University, Stanley 
Medical College 8/28/2012 9/12/2012 Pending ? ?

Letter sent on 9/12/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India University of Kashmie, Jehlum Valley College of 
Medical Sciences 8/10/2011 3/20/2012 Pending ? ?

Letter sent on 3/20/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

India West Bengal University of Health Sciences, 
Nilratan Sircar Medical College 7/19/2011 4/5/2012 Pending ? ?

Letter sent on 4/5/12 to the medical school 
requesting information to determine eligibility 
for recogntion pursuant to CCR 1314.1(a)(1).

Iran Golestan University of Medical Education & 
Health Services 6/9/2011 3/26/2012 Pending ? ?

Letter sent on 3/26/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

BRD 18C-4



Licensing Chief's Report  REQUESTS FOR NEW SCHOOL CODES
 IMG Applicants

Agenda Item 18C

COUNTRY Medical School Name Date Request 
Received

Letter Mailed 
to Medical 

School

Medical 
School 

Response

Status of 
Application

CCR 
1314.1(a)(1)

Chief & Legal 
Approval
(Per CCR 

1314.1(a)(1)

Self 
Assessment 

Report 
Received 

CCR 
1314.1(a)(2) Comments/Decision

Iran Islamic Azad University, Ardabil Branch Faculty 
of Medicine 8/20/2012 8/27/2012 Pending ? ?

Letter sent on 8/27/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Iran Khorasan University of Medical Sciences 
(Mashhad University of Medical Sciences) 11/27/2012 1/22/2013 2/22/2012 Recognized X 3/4/2013  

Chief verified the names Mashhad University of 
Health Sciences and Khorasan University of 

Health Sciences are used interchangeably by 
the school.  New school code not needed; 

acceptable to use code IRA06.

Iraq Al-Anbar University College of Medicine 10/19/2011 4/5/2012 Pending ? ?
Letter sent on 4/5/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Iraq Kufa University College of Medicine 3/7/2013 3/21/2013 Pending ? ?
Letter sent on 3/21/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Iraq University of Tikrit College of Medicine 3/20/2013 3/21/2013 Pending ? ?
Letter sent on 3/21/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Ireland University of Dublin, Trinity College Dublin 
School of Medicine 9/17/2012 10/12/2012     

2/26/2013 Pending ? ?
Letter sent on 10/12/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Italy Universita degli Studi Insubria Varese-Como 
Facolta di Medicina e Chirurgia 11/21/2012 11/27/2012 2/7/2013 Recognized X 3/18/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Japan Ehime University School of Medicine 6/8/2012 6/19/2012 Pending ? ?
Letter sent on 6/19/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Japan Faculty of Medicine, University of Miyazaki 10/6/2010 3/20/2012 Pending ? ?
Letter sent on 3/19/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Japan Kansai Medical University 6/23/2010

3/22/2012      
9/7/2012       

1/18/2012      
3/14/2013

8/23/2012     
11/20/2012 Pending ? ?

Initial review completed by staff 9/6/12.  
Additional information requested from school 

on 9/7/12 and 1/18/12.

Japan Kawasaki Medical School 8/9/2012 8/9/2012 Pending ? ?
Letter sent on 8/9/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Japan Kyorin University School of Medicine 2/17/2012 3/13/2012      
7/13/2012 7/6/2012 Pending ? ? Additional information requested from school 

on 7/13/12.
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Kazakhstan Karaganda State Medical Academy 8/25/2010 3/9/2012 Pending ? ?
Letter sent on 3/9/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Kenya Moi University College of Health Sciences, 
School of Medicine 5/22/2012 6/6/2012       

7/12/2012
6/28/2012     
1/22/2013 Recognized X 2/5/2013

Chief/Legal Counsel verified medical school is  
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Libya Benghazi Medical University 6/20/2012 6/26/2012 Pending ? ?
Letter sent on 6/26/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Libya University of Tripoli (formerly Al Fateh Faculty 
of Medicine) 2/1/2013 2/5/2013 3/11/2013 Pending ? ? Staff needs to review information submitted by 

school.

Malaysia Manipal University, Melaka-Manipal Medical 
College 6/10/2011 4/11/2012 Pending ? ?

Letter sent on 4/11/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Mexico Benemerita Universidad Autonoma de Puebla 
Escuela de Medicina 10/1/2012 10/11/2012     

3/5/2012 12/12/12 Pending ? ? School's attorney has indicated that they are 
not able to release the requested information.

Morocco
Université  Sidi Mohammed Ben Abdellah Fez, 

Faculty of Medicine and Pharmacy 9/10/2012 9/12/2012 1/21/2013 Recognized X 2/21/2013  
Chief/Legal Counsel verified medical school is  

eligible for recognition pursuant to CCR 
1314.1(a)(1).

Nepal Universal College of Medical Sciences, 
Paklihawa Campus 7/15/2011 10/29/2012 Pending  7/15/2011 X

Staff completed initial review of Self-
Assessment Report.  Additional information 

requested from school on 10/29/12.

Neves Medical University of the Americas 3/19/2012 Pending 3/19/2012 X
Staff completed initial review of Self-

Assessment Report.  Additional information 
requested from school on 3/19/13.

Nigeria Ambrose Alli University College of Medicine 8/28/2012 8/28/2012 2/4/2013 Recognized X 3/18/2013  
Chief/Legal Counsel verified medical school is 

eligible for recognition pursuant to CCR 
1314.1(a)(1).

Pakistan Foundation University Medical College 5/29/2012 Pending ? 5/29/2012 ?
Legal Counsel will request additional 

information from school to determine if it can 
be categorized as a CCR 1314.1(a)(1) school.

Pakistan Peoples University of Medical and Health 
Sciences for Women 10/24/2012 11/8/2012 2/13/2013 Recognized X 3/18/2013 ?

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Pakistan University of Health Sciences Lahore,  Nishtar 
Medical College and Hospital (NMCH) 9/1/2010 5/17/2011      

5/21/2012 7/19/2011 Pending ? ? Letter sent on 5/21/12 requesting additional 
information from school.
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Pakistan University of Karachi, Jinnah Medical and 
Dental College 2/13/2013 3/4/2013 3/11/2013 Pending ? ? Staff needs to review information submitted by 

school.

Pakistan University of the Punjab, Fatima Jinnah Medical 
College for Women 6/26/2012 6/26/2012 Pending ? ?

Letter sent on 6/26/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Peru Universidad Nacional Mayor de San Marcos 
Facultad de Medicina 7/26/2012 8/2/2012 Pending ? ?

Letter sent on 8/2/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Peru Universidad Peruana Cayetano Heredia 
Facultad de Medicina Alberto Hurtado 11/15/2012 11/27/2012 1/18/2013 Recognized X 1/18/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Philippines Silliman University Medical School 11/28/2012 Pending 11/28/2012 X Staff needs to review Self-Assessment Report

Philippines University of the Philippines Manila College of 
Medicine 3/4/2013 3/20/2013 Pending ? ?

Letter sent on 3/20/13 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Poland Medical University of Warsaw
English Language Program 3/12/2012 3/12/2012 Recognized 4/15/2010 X

Approved at the January 2013 Board Meeting.  
Approval is retroactive to the beginning of the 

English Language Program in 1996.

Russia Ural State Medical Academy /                
Sverdlovsk State Medical Institute 10/2/2012 10/12/2012 Pending ? ?

Letter sent on 10/12/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Russia Yaroslavl State Medical Academy 5/10/2011 4/11/2012 11/27/2012 Recognized X 11/27/2012  
Chief/Legal Counsel verified medical school is 

eligible for recognition pursuant to CCR 
1314.1(a)(1).

Saudi Arabia University of Dammam College of Medicine 12/14/2012 1/22/2013 3/12/2013 Pending ? ? Staff needs to review information submitted by 
school.

Senegal Cheikh Anta Diop University, Faculty of 
Medicine, Pharmacy and Odontology 3/27/2012 5/18/2012 Pending ? ?

Letter sent on 5/18/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Serbia University of Nis Faculty of Medicine 11/26/2012 11/27/2012 Pending ? ?
Letter sent on 11/27/12  to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

South Korea Dongguk University College of Medicine 4/28/2011 4/30/2011 5/16/2011 Recognized X 5/17/2011
Dongguk University COM provided all of the 
necessary documents to verify eligibility for 
recognition pursuant to CCR 1314.1(a)(1).

South Korea Inha University College of Medicine 2/29/2012 4/5/2012 Pending ?
Letter sent on 4/5/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).
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South Korea Konkuk University College of Medicine 10/31/2011
4/5/2012       

6/19/2012      
3/14/2013

6/13/2012 Pending ? ?
Letter sent on 6/19/12  and resent on 

3/14/2013 requesting additional information 
from school.

South Korea Sungkyunkwan University School of Medicine 3/11/2013 4/20/2013 Pending ? ?
Letter sent on 3/20/13to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Spain Universidad Miguel Hernández Facultad de 
Medicina 9/12/2012

9/12/2012      
Resent on 
12/7/2012

Pending ? ?
Letter sent on 4/5/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Sudan International University of Africa Faculty of 
Medicine & Health Sciences 11/19/2012 11/27/2012 Pending ? ?

Letter sent on11/27/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Turkey
Istanbul University, Cerrahpasa School of 

Medicine
(Turkish and English)

11/12/2010 4/21/2011 Recognized X 4/28/2011
UICSM provided all of the necessary 

documents to verify eligibility for recognition 
pursuant to CCR 1314.1(a)(1).

Turkey Gulhane Askeri Tip Akademisi (Gulhane 
Medical Military Academy) 4/12/2012 4/13/2012 Pending ? ?

Letter sent on 4/13/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Ukraine Crimea State Medical University named after 
S.I. Georgievsky 11/8/2012 11/8/2012 1/29/2013 Recognized X 2/5/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Ukraine Lugansk State Medical University 8/6/2012 8/7/2012 12/27/2012 Recognized X 2/5/2013  
Chief/Legal Counsel verified medical school is 

eligible for recognition pursuant to CCR 
1314.1(a)(1).

Ukraine M. Gorky Donetsk National Medical University 7/8/2011 4/9/2012 Pending ? ?
Letter sent on 4/9/12 to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Ukraine Vinnica State Medical University 5/16/2012 5/18/2012 7/31/2012 Recognized X 8/7/2012  
Chief/Legal Counsel verified medical school is 

eligible for recognition pursuant to CCR 
1314.1(a)(1).

Ukraine Zaporozhye State Medical University 2/25/2013 3/4/2012 Pending ? ?
Letter sent on 3/4/12  to the medical school 

requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

United Kingdom University of London,King's College London 
School of Medicine 2/26/2013 3/4/2013 Pending ? ?

Letter sent on 3/4/12  to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

United Kingdom University of London, University College 
London School of Medicine 10/1/2012 10/10/2012 11/13/2012 Recognized X 1/10/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Venezuela Universidad Central de Venezuela Escuela de 
Medicina Jose Marie Vargas 3/22/2012 3/22/2012 5/7/2012 Recognized X 5/16/2012

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).
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Venezuela Universidad Central de Venezuela Escuela de 
Medicina Luis Razetti 3/22/2012

3/22/2012      
1/22/2013      
2/26/2013

Pending ? ?

Letter sent on 3/22/12 and resent on 1/22/13 
and 2/26/13  to the medical school requesting 

information to determine eligibility for 
recognition pursuant to CCR 1314.1(a)(1).

Vietnam Can Tho University School of Medicine and 
Pharmacy 7/30/2010 4/16/2012 Pending ? ?

Letter sent on 4/16/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Vietnam Hue University, Hue College of Medicine and 
Pharmacy 5/11/2011 4/16/2012 1/24/2013 Recognized X 2/5/2013  

Chief/Legal Counsel verified medical school is 
eligible for recognition pursuant to CCR 

1314.1(a)(1).

Zimbabwe University of Zimbabwe College of Health 
Sciences, Godfrey Huggins School of Medicine 8/28/2012 8/28/2012 Pending ? ?

Letter sent on 8/28/12 to the medical school 
requesting information to determine eligibility 
for recognition pursuant to CCR 1314.1(a)(1).

Color Code:
Green:  CCR 1314.1(a)(2)
Light Blue: Recognized
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         AGENDA ITEM 19 
 

MEDICAL BOARD STAFF REPORT 
 
 
DATE REPORT ISSUED:  April 26, 2013 
ATTENTION:    Medical Board of California  
SUBJECT:    Special Faculty Permit Review Committee 
     Recommendation 
STAFF CONTACT:   Curtis J. Worden, Chief of Licensing     
 
 
RECOMMENDED ACTION:  
 
Board approves the recommendations of the Special Faculty Permit Review Committee (SFPRC) 
for appointments pursuant to Section 2168.1 of the California Business and Professions Code. 
 
BACKGROUND AND ANALYSIS: 
 
The Medical Board of California is authorized to issue a Special Faculty Permit (SFP) to a 
person who is academically eminent and meets all of the other requirements pursuant to Section 
2168.1 of the California Business and Professions Code (B&P). 
 
 An individual who holds a valid SFP is authorized to practice medicine only within the medical 
school itself and any affiliated institutions in which the SFP holder is providing instruction as 
part of the medical school’s educational program and for which the medical school has assumed 
direct responsibility.  
 
The SFPRC is comprised of two Board members, one who is a physician and surgeon and one 
who is a public member, and of one representative from each of the medical schools in 
California.  The SFPRC reviews and makes recommendations to the Board regarding the 
applicants applying pursuant to Section 2161.1 of the B&P. 
 
At its March 14, 2013 meeting, the SFPRC reviewed the qualifications of one applicant from the 
University of California San Francisco, School of Medicine (UCSF-SOM,).  
 
 
Bertil Eric Damato, M.D., Ph.D., UCSF-SOM - SFP APPLICANT: 
 
Neal Cohen, M.D., M.P.H., M.S., UCSF, Vice Dean Academic Affairs, presented UCSF-SOM’s 
request for Bertil Eric Damato, M.D., Ph.D., to receive a special faculty permit and the qualifications 
of Dr. Damato.  Dr. Cohen indicated that Dr. Damato is an internationally recognized expert in the 
field of Ocular Oncology and is currently the President of the International Society of Ocular 
Oncology.  He is also the Director and Clinical Lead of Liverpool Ocular Oncology Centre, which he 
established at the Royal Liverpool University Hospital in 1993.  Dr. Damato is a highly sought after 
presenter at international scientific conferences and meetings. In addition, Dr. Damato has attracted 
trainees form around the world, who have gone back to leadership positions in their own right in their 
respective countries. Dr. Damato is an innovator in the field of Ocular Oncology, and his expertise in 
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April 26, 2013 
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proton beam therapy and the management of adult intraocular tumors, will provide a new level of 
patient care at UCSF.  
 
Dr. Damato was the first to employ direct proton beam treatment of iris melanomas, which is an 
excellent approach to treating disseminated tumor in the anterior chamber angle, while preserving the 
eye. This innovation necessitated abandoning prevailing concepts of the time which held that proton 
beam was damaging to the anterior segment of the eye. The work done by Dr. Damato found that this 
damage did not occur when the treated volume was limited to the iris plane. His expertise in proton 
beam therapy will provide a new level of care to patients with intraocular tumors.  In addition to 
proton therapy, Dr. Damato offers an exceptionally wide range of eye-conserving therapies, which 
include transpupillary thermotherapy, photodynamic therapy and endo- and exo-resection. As such, Dr 
Damato receives patients from over 32 countries and receives 700 cases per year.  
 
Dr. Damato is the primary adult ocular oncology specialist for the entire British National Health 
Service and currently practices in the UK.   
 
Dr. Damato will hold a full time faculty appointment as a Professor of Clinical Ophthalmology.  Dr. 
Damato will be teaching medical students, residents, and fellows in the field of Ocular Oncology, 
along with performing surgeries at UCSF Parnassus Campus, Moffitt-Long Hospitals, and Mt. Zion 
Campus. 
 
SPECIAL FACULTY PERMIT REVIEW COMMITTEE FINDINGS: 
 
The SFPRC recommended approval of Dr. Damato for a SFP at UCSF pursuant to Business and 
Professions Code Section 2168 (a)(1)(A).  
 
FISCAL CONSIDERATIONS: 
 
None 
 



 
 

 
 
 
April 11, 2013 
 
Ms. Carrie Sparrevohn 
8591 Diamond Oak Way 
Elk Grove, CA 95624 
 
Dear Ms. Sparrevohn, 
 
At your request, we are providing the additional costs which the Midwives Alliance, Division of Research 
(MANA-DOR) would incur on behalf of the state of California to manage data collection from all 
Licensed Midwives active in the state through the MANA Statistics Project (MANA Stats), allowing 
those midwives to submit their individual Annual Summary Report to OSHPD on an annual basis. 
 
Considerable discussion has already resulted in a good understanding of California’s requirements, 
including the reporting period and the final submission date that would allow reporting using MANA 
Stats to be successful.  The costs we are reporting here assume that legislation and/or rules and policies 
that are adopted are consistent with these discussions. 
 
Experience in other states has shown that it is vital for there to be clear lines of communication early in 
the roll-out of this process among the parties responsible for implementation.  In California those parties 
would include The MBC, OSHPD, the MANA-DOR, and CAM, the midwives’ professional organization.  
Early in the implementation of the new regulations, these parties would work together to develop a clear 
understanding of how the process would work, and then provide information for the midwives that 
describes their requirements. 
 
The MANA Stats Project requires that midwives, beginning a year before their first reporting deadline 
and continuing year-round as long as they maintain their licenses, enroll and remain active as contributors 
to the MANA Stats data registry.  For this reason, it is imperative that the midwives be informed about 
these requirements well over a year before their first reporting deadline. This is why it is emphasized that 
early coordination among all parties is essential for success. 
 
It is expected that a method will be determined by which midwives may submit their Annual Summary 
Reports from their MANA Stats accounts to OSHPD by electronic means, in the interest of efficiency.  If 
this is desired, implementation of software on the MANA web system supporting a mutually agreed-upon 
method for electronic submittal will be the responsibility of the MANA-DOR, and implementation on the 
OSHPD end will the responsibility of OSHPD. 
 
Given the above, the MANA-DOR is prepared to support data collection by licensed midwives using 
MANA Stats.  Our costs quoted here are exclusively for the support of the midwives to promote their 
success in meeting the requirements, and work with OSHPD and CAM as described above.  Specifically, 
costs quoted here include: 
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 Consulting with state agencies on: the role of MANA Stats, roll-out of requirement, report timing, 
instructions for state's midwives, etc. 

 Enrolling or updating enrollment of all licensed midwives in the state, ensuring that all midwives 
will be able to report accurately; contacting each midwife to provide orientation, instructions, and 
strategies for success. 

 Individual support of midwives being required to submit data: technical support as required, 
proactive support in following reporting protocols, reminders sent or individual contact initiated 
if not current in data submittal. 

 
Other ongoing costs of maintaining the MANA Stats registry will be borne by the MANA-DOR as part of 
our mission to operate the national research registry.  These include maintenance of our existing software, 
maintenance and ongoing validation of the data collection instrument, ongoing data review and sentinel 
event review, and database maintenance. 
 
The cost structure is attached, which varies by number of licensed midwives in the state.  Based on the 
current number in California of 2411, the cost for the above California-specific services would be: 

$19,000 for the first year 
$9,500 per year thereafter 

 
Thank you for your work on this potential improvement to data collection by California Licensed 
Midwives.  We trust that if enacted it will benefit consumers and professionals within the state, streamline 
operations to ultimately save taxpayer money, provide accurate reporting, and by mandating participation 
in the MANA Stats research registry, benefit public health nationwide. 
 
 
 
Bruce Ackerman 
Data Collection Director 
Midwives Alliance of North America 
17 Valley Road 
Fairfax, CA 94930-1914 
Phone 415-721-7692 

                                                           
1 2011 Annual Reports Submitted, as reported to MAC at August 30, 2012 meeting, agenda item 5A 
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MANA STATISTICS PROJECT
COSTS OF MANAGING MANDATORY DATA-COLLECTION FOR STATES

Start-up
Base cost of
$2,500

Covers consulting with state agency on: role of MANA Stats, roll-out of requirement, report timing,
instructions for state's midwives, etc.

Variable start-up
cost

Based on number of midwives being required to submit data. Covers enrolling or updating enrollment of
all licensed midwives in the state, ensuring that all midwives will be able to report accurately; contacting
each midwife to provide orientation, instructions, and strategies for success.

Annual cost Based on number of midwives being required to submit data.  Covers tech support on demand, proactive
support in following reporting protocols, reminders sent or individual contact initiated if not current in data
submission.

Number of
Midwives

Start-up Cost,
first year only Annual Cost

= FIrst-year
cost

1-20 LMs $3,000 $1,150 $4,150
21-40 LMs $3,500 $2,300 $5,800
41-60 LMs $4,000 $3,400 $7,400
61-80 LMs $5,000 $4,500 $9,500
81-100 LMs $5,500 $5,700 $11,200

Pricing for over 100 LMs
reflects the following
assumed volume
savings on annual
costs:

101-120 LMs $5,500 $6,250 $11,750 9%
121-140 LMs $6,500 $6,700 $13,200 16%
141-160 LMs $7,000 $7,200 $14,200 21%
161-180 LMs $7,500 $7,600 $15,100 26%
181-200 LMs $8,000 $8,100 $16,100 29%
201-220 LMs $8,500 $8,650 $17,150 31%
221-240 LMs $9,000 $9,050 $18,050 34%
241-260 LMs $9,500 $9,500 $19,000 36%
261-280 LMs $10,000 $10,050 $20,050 37%
281-300 LMs $10,500 $10,500 $21,000 39%
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AGENDA ITEM 22B 
Medical Board of California 

Expert Reviewer Program Report 
CASES BY SPECIALTY SENT FOR REVIEW 

USE OF EXPERTS BY SPECIALTY 
ACTIVE LIST EXPERTS BY SPECIALTY 

April 2, 2013 
 
SPECIALTY Number of cases 

reviewed/ 
sent to Experts  
(Jan-Mar, 2013) 

Number of Experts Utilized  
 
 
(Jan-Mar, 2013) 

Active List 
Experts 
950↓ 
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ADDICTION   3 3 EXPERTS 

3 LIST EXPERTS REVIEWED 1 CASE 
16 

 
ALLERGY & IMMUNOLOGY (A&I)    4 
 
ANESTHESIOLOGY (Anes) 4 5 EXPERTS 

5 LIST EXPERTS REVIEWED 1 CASE 
63 ↓ 

 
COLON & RECTAL SURGERY (CRS) 2 2 EXPERTS 

2 LIST EXPERTS REVIEWED 1 CASE 
3 

 
COMPLEMENTARY/ALTERNATIVE MEDICINE   

9 
4 EXPERTS 

2 LIST EXPERTS REVIEWED 1 CASE 
1 LIST EXPERT REVIEWED 3 CASES 
1 LIST EXPERT REVIEWED 4 CASES 

 
21 ↑ 

 
CORRECTIONAL MEDICINE   29 
 
DERMATOLOGY (D) 1 1 EXPERT 

1 LIST EXPERT 
10 

 
EMERGENCY (EM) 6 4 EXPERTS 

2 LIST EXPERTS REVIEWED 1 CASE 
2 LIST EXPERTS REVIEWED 2 CASES 

49 ↓ 

 
FAMILY (FM)  

30 
23 EXPERTS 

16 LIST EXPERTS REVIEWED 1 CASE 
4 LIST EXPERTS REVIEWED 2 CASES 
2 LIST EXPERTS REVIEWED 3 CASES 
1 LIST EXPERT REVIEWED 4 CASES 

 
82 ↓ 

 
INTERNAL (General Internal Med)   

21 
15 EXPERTS 

11 LIST EXPERTS REVIEWED 1 CASE 
3 LIST EXPERTS REVIEWED 2 CASES 
1 LIST EXPERT REVIEWED 5 CASES 

 
189 ↓ 

Cardiovascular Disease (Cv) 
 

 
5 

4 EXPERTS 
3 LIST EXPERTS REVIEWED 1 CASE 
1 LIST EXPERT REVIEWED 2 CASES 

 
33 

 
Gastroenterology (Ge) 

 
1 

 
1 EXPERT 

1 LIST EXPERT 

 

18 ↑ 

 
Medical Oncology (Onc) 

 
3 

 
3 EXPERTS 

3 LIST EXPERTS REVIEWED 1 CASE 

 

11 
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SPECIALTY Number of cases 

reviewed/ 
sent to Experts  
(Jan-Mar, 2013) 

Number of Experts Utilized  
 
 
(Jan-Mar, 2013) 

Active List 
Experts 
950↓ 
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Nephrology (Nep) 1 1 EXPERT 
1 LIST EXPERT 

9 

 
Rheumatology (Rhu) 

 
1 

 
1 EXPERT 

1 LIST EXPERT 

 

8 

 
MIDWIFE REVIEWER  

1 
1 EXPERT 

1 LIST EXPERT 

 

6 
 
NEUROLOGICAL SURGERY (NS) 

 
4 

 
2 EXPERTS 

2 LIST EXPERTS REVIEWED 2 CASES 

 

10 

 
NEUROLOGY (N)  

 
3 

 
3 EXPERTS 

3 LIST EXPERTS REVIEWED 1 CASE 

 

26 ↓ 

 
NEUROLOGY with Special Qualifications in Child 
Neurology (N/ChiN) 

 
 

 
 

 

2 

 
NUCLEAR MEDICINE (NuM) 

 
 

 
 

 

5 
 
OBSTETRICS & GYNECOLOGY (ObG) 

 
12 

 
12 EXPERTS 

10 LIST EXPERTS REVIEWED 1 CASE 
2 LIST EXPERTS REVIEWED 2 CASES 

 

81 ↑ 

 
OPHTHALMOLOGY (Oph) 

 
7 

 
4 EXPERTS 

2 LIST EXPERTS REVIEWED 1 CASE 
1 LIST EXPERT REVIEWED 2 CASES 
1 LIST EXPERT REVIEWED 3 CASES 

 

31 

 
ORAL & MAXILLOFACIAL SURGERY 

 
1 1 EXPERT 

LIST EXPERT 
 

 

1 
 
ORTHOPAEDIC SURGERY (OrS) 

 
4 

 
3 EXPERTS 

2 LIST EXPERTS REVIEWED 1 CASE 
1 LIST EXPERT REVIEWED 2 CASES 

 

27 

 
OTOLARYNGOLOGY (Oto) 

 
 

 
 

 

22 ↑ 
 
PAIN MEDICINE (PM) 

 
15 

 
9 EXPERTS 

4 LIST EXPERTS REVIEWED 1 CASE 
4 LIST EXPERTS REVIEWED 2 CASES 
1 LIST EXPERT REVIEWED 3 CASES 

 

18 ↓ 
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Number of Experts Utilized  
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Active List 
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PATHOLOGY (Path) 

 
 

 
 

 

10  
PEDIATRICS (Ped) 

 
2 

 
3 EXPERTS 

3 LIST EXPERTS REVIEWED 1 CASE 

 

43 ↓ 

 
PHYSICAL MEDICINE & REHABILITATION (PMR) 

 
1 

 
2 EXPERTS 

2 LIST EXPERTS REVIEWED 1 CASE 

 

10 

 
PLASTIC SURGERY (PIS) 

 
18 

 
9 EXPERTS 

4 LIST EXPERTS REVIEWED 1 CASE 
2 LIST EXPERTS REVIEWED 2 CASES 
1 LIST EXPERT REVIEWED 3 CASES 
2 LIST EXPERTS REVIEWED 4 CASES 

 

49 ↓ 

 
PSYCHIATRY (Psyc) 

 
26 

 
19 EXPERTS 

13 LIST EXPERTS REVIEWED 1 CASE 
5 LIST EXPERTS REVIEWED 2 CASES 
1 LIST EXPERT REVIEWED 3 CASES 

 

81 

 
RADIOLOGY (Rad) 

 
1 

 
1 EXPERT 

LIST EXPERT 

 

33 

 
SLEEP MEDICINE (S) 

 
 

 
 

 

8  
SURGERY (S) 

 
9 

 
7 EXPERTS 

5 LIST EXPERTS REVIEWED 1 CASE 
2 LIST EXPERTS REVIEWED 2 CASES 

 

47 ↑ 

 
Vascular Surgery (VascS) 

 
 

 
 

 

8  
THORACIC SURGERY (TS) 

 
 

 
 

 

17 ↑  
(MEDICAL) TOXICOLOGY 

 
 

 
 

 
 

 

3  
UROLOGY (U) 

 
6 4 EXPERTS 

2 LIST EXPERTS REVIEWED 1 CASE 
2 LIST EXPERTS REVIEWED 2 CASES 
 
 

 

14 ↓ 

 
TOTAL CASES SENT (1ST QUARTER) 185 

TOTAL LIST EXPERTS UTILIZED (1ST QUARTER) 140 
TOTAL ACTIVE LIST EXPERTS 950 
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Enforcement Data Markers
All Case Types
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Complaint Received by Board → Analyst Assigned/Initial Review Conducted 10 6761 11 6869 9 7513 12 7699 9 2141 8 1974 9 1918
Analyst Assigned/Initial Review Conducted → Request Medical Release 25 1216 24 1360 28 1567 42 1557 29 395 28 354 28 330
Request Medical Release → Medical Release Returned 29 1044 26 1166 25 1321 27 1281 29 327 29 310 30 291
Medical Release Returned → Request Records from Subject/Provider 7 687 7 802 11 888 17 865 14 222 15 192 19 180
Request Records from Subject/Provider → Records Received from Subject/Provider 39 1759 38 1879 35 1906 35 2015 34 548 32 469 34 447
Records Received from Subject/Provider → Complaint to Medical Consultant 15 1617 16 1865 17 1768 21 1798 23 456 20 377 26 411
Complaint to Medical Consultant → Complaint Returned from Medical Consultant 54 1934 54 2120 52 2129 45 2164 39 535 31 467 36 473
Complaint Returned from Medical Consultant → Case Closed/Complaint to Investigation 7 1932 4 2114 5 2126 4 2151 5 534 7 464 3 472

Complaint to Investigation → Complainant Interview Completed 103 349 102 424 110 490 89 531 95 132 71 132 71 130
Complainant Interview Completed → Subpoena Served 173 42 237 43 172 44 202 45 155 18 161 18 127 16
Complainant Interview Completed → Medical Records Requested with Release 76 141 88 170 59 194 87 203 69 49 75 60 44 56
Subpoena Served → All Records Received 124 120 100 178 88 166 82 146 90 40 60 27 119 36
Medical Records Requested with Release → All Records Received 95 372 92 406 85 420 64 416 67 114 43 109 55 96
All Records Received → Case to Medical Consultant for Review 78 227 84 318 70 369 59 322 50 79 52 75 63 70
Case to Medical Consultant for Review → Subject Interview Attempted 110 374 109 488 77 558 76 532 87 109 73 111 70 116
Subject Interview Attempted → Subject Interview Completed 66 712 53 880 53 961 51 1046 57 255 46 244 48 247
Subject Interview Completed → Case Sent to Expert Review 97 412 81 511 72 580 57 626 60 147 48 147 39 148
Case Sent to Expert Review → Case Back from Expert Review 79 510 72 601 63 658 61 701 78 171 55 172 52 178
Case Back from Expert Review → Case Closed or Referred for Action 39 495 31 585 30 656 29 705 35 169 32 174 32 175

FY 
2010/2011

Data represents average days to complete Complaint and Investigation 
processes for records closed during reported time frames.

FY 
2008/2009

FY 
2009/2010

FY 
2011/2012

FY 
2012/2013
3rd Qtr

Complaint Processes

Investigative Processes

FY 
2012/2013
2nd Qtr

FY 
2012/2013
1st Qtr
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Enforcement Data Markers
All Case Types
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Case Referred for Action → Accusation/Petition to Revoke Probation Filed 121 239 113 237 103 219 129 284 146 70 95 84 104 72
Accusation/Petition to Revoke Probation Filed → Stipulation Received 330 159 291 173 318 142 329 202 294 46 301 53 334 51
Stipulation Received → Mail Vote Sent 6 136 6 132 4 124 5 153 5 35 3 39 4 35

Accusation/Petition to Revoke Probation Filed → Date Hearing Closed ‐ Submit to ALJ 416 25 370 30 393 44 318 45 484 15 400 15 482 10
Date Hearing Closed ‐ Submit to ALJ → Proposed Decision Received 28 35 98 43 39 58 40 63 67 27 58 22 37 18
Proposed Decision Received → Mail Vote Sent 5 54 5 53 6 60 6 72 6 27 4 22 4 19

Mail Vote Sent → Case Outcome 131 206 87 208 111 205 82 262 109 72 74 75 76 57
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Complaint Received → Closure in Complaint Unit 84 5278 84 5247 80 5755 91 5687 73 1583 74 1440 77 1452
Complaint Received → Closure at Field/Referred for Administrative or                                  
Criminal Action/Citation Issued

467 1585 464 1747 453 1861 419 2101 396 585 396 558 411 497

Data represents average days to complete Disciplinary processes for 
records closed during reported time frames.

FY 
2008/2009

FY 
2009/2010

FY 
2010/2011

FY 
2008/2009

FY 
2009/2010

FY 
2010/2011

FY 
2011/2012

FY 
2012/2013
3rd Qtr

FY 
2012/2013
3rd Qtr

FY 
2012/2013
2nd Qtr

FY 
2012/2013
2nd Qtr

FY 
2012/2013
1st Qtr

FY 
2012/2013
1st Qtr

FY 
2011/2012

Data represents overall average days from Receipt to Closure for records 
closed during reported time frames.
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 Complaint 
Received by 

Board 

Analyst 
Assigned/ 

Initial 
Review 

Conducted 

Request 
Medical 
Release 

Medical 
Release 

Returned 

Request Records 
from 

Subject/Provider 

Records 
Received from 

Subject/Provider 

Complaint to 
Medical 

Consultant 

Complaint 
Returned from 

Medical 
Consultant Complaint to 

Investigation 

Complainant 
Interview 

Completed 

Subject 
Interview 

Attempted 

Case to 
Medical 

Consultant 
for Review 

All 
Records 
Received 

Subpoena 
Served 

Medical 
Records 

Requested 
with 

Release 

Subject 
Interview 

Completed 

Case 
Close

 

Case Back 
from Expert 

Review 

Case Sent 
to Expert 
Review 

Date Hearing 
Closed – Submit 

to ALJ 

Stipulation 
Received 

Accusation/ 
Petition to 

Revoke 
Probation Filed 

Case Referred 
for Cite/Fine 

Case Referred 
for Criminal 

Action 

 

Case Referred 
for Disciplinary 

Action 

Mail Vote Sent Case 
Outcome 

Proposed 
Decision 
Received 

Case 
Close

 

9
 
 
 
  

28 30 19 34 26 36 3 

71 127 

44 55 

119 63 70 39 32 48 52 

482 

334 

4 

37 

4 

76 

All Case Types – FY 2012/2013 Qtr 3 
 Data represents average days to complete process  

for records closed during timeframe. 

104 
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Cases1 AVG2 Cases AVG Cases AVG Cases AVG Cases AVG Cases AVG Cases AVG
Complaint 6426 75 6563 76 7008 74 7217 83 1980 67 1844 63 1808 70
% of Complaints Below 50 days (Goal: 50-60%)
Investigation 1100 349 1290 328 1411 312 1545 264 406 267 394 269 373 277
Discipline 
   AG Processing to Preparation of an Accusation 240 103 304 106 294 107 333 103 73 83 79 70 65 100
   Other Stages of the Legal Process (e.g., after charges filed) 228 381 232 368 216 417 280 396 67 440 80 412 71 408

1 Some cases closed were opened in a prior fiscal year. 
(Footnote applies to all years provided on report)

2  Average time (calendar days) in processing complaints 
during the fiscal year, for all cases, from date of original 
receipt of the complaint, for each stage of discipline, through 
completion of judicial review. (Footnote applies to all years 
provided on report)

2012/2013
Qtr 3

44%

2012/2013
Qtr 2

50%

2012/2013
Qtr 1

48%

Enforcement Process
2009/2010

41%

2011/2012

42%

2010/2011

35%43%

2008/2009
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FISCAL YEARS
AVERAGE MEDIAN AVERAGE MEDIAN AVERAGE MEDIAN AVERAGE MEDIAN AVERAGE MEDIAN AVERAGE MEDIAN AVERAGE MEDIAN

54 49 61 49 75 63 76 63 74 77 83 64 67 54

INVESTIGATION 307 289 324 272 349 309 328 292 312 283 264 225 271 246

TOTAL MBC 
 DAYS 361 338 385 321 424 372 404 355 386 360 347 289 338 300
YEARS 0.99 0.93 1.05 0.88 1.16 1.02 1.11 0.97 1.06 0.99 0.95 0.79 0.93 0.82

127 76 121 58 103 63 106 66 107 72 104 78 84 71

446 350 471 324 381 311 368 312 417 324 396 351 421 344

TOTAL AG
DAYS 573 426 592 382 484 374 474 378 524 396 500 429 505 415
YEARS 1.57 1.17 1.62 1.05 1.33 1.02 1.30 1.04 1.44 1.08 1.37 1.18 1.38 1.14

TOTAL MBC & AG 
DAYS 934 764 977 703 908 746 878 733 910 756 847 718 843 715
YEARS 2.56 2.09 2.68 1.93 2.49 2.04 2.41 2.01 2.49 2.07 2.32 1.97 2.31 1.96

Years calculated using 365 days per year
Data source: MBC Annual Reports, except 2012-2013

* Data through 3/31/2013

2012 - 2013 *

ENFORCEMENT TIMEFRAMES

AG PREP FOR ACC

OTHER LEGAL

2008- 2009 2009 - 2010 2010 - 2011 2011 - 2012 

COMPLAINT PROCESSING

2006 - 2007 2007 - 2008
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Suspension Order Type FY 04/05 FY 05/06 FY 06/07 FY 07/08 FY 08/09 FY 09/10 FY 10/11 FY 11/12 FY 12/13 *
Automatic Suspension Order 5 1 5 0 3 7 4 6 3
PC 23 Order 8 4 8 6 15 7 12 12 18
Out of State Suspension Order 15 14 8 11 18 18 21 17 6
Agreement - No Practice/Restriction 2 6 5 2 3 3 2 0 3
Suspension/Cease Practice Issued by Chief 5 5 3 1 2 1 3 4 3
Interim Suspension Order 31 32 22 18 22 22 28 35 24
Temporary Suspension Order 1 0 0 1 0 0 1 0 0
Totals 67 62 51 39 63 58 71 74 57

* Suspensions Issued through 3/31/2013
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2005 2011 2012 2013 Qtr 1 
Prior to VE All VE All VE All VE All VE All VE All All All

Calendar Day Age from Case Assigned to Case 
Closed Not Resulting in Prosecution
Average 271 299 138 330 268 374 358 383 381 333 333 296 263 266
Median 252 285 134 304 269 335 324 346 346 298 297 273 230 246
Record Count 827 703 192 648 539 609 588 673 672 664 663 857 794 222
Calendar Day Age from Request to Suspension 
Order Granted
Average 51 44 4 34 38 19 19 52 39 40 40 43 73 33
Median 17 3 2 22 23 10 10 23 23 1 1 17 24 29
Record Count 24 21 11 17 13 21 17 17 16 27 27 31 51 9
Calendar Day Age from Request to Receipt of 
Medical Records
Average 58 53 37 59 57 63 58 73 73 64 64 67 46 69
Median 32 31 26 31 31 28 28 32 32 29 29 30 28 34
Record Count 475 376 228 264 259 256 252 243 243 257 257 246 236 46
Calendar Day Age from Request to Physician 
Interview Completed
Average 48 51 43 52 50 63 63 52 52 46 46 52 47 48
Median 36 42 38 37 36 41 42 37 37 34 34 38 35 37
Record Count 597 453 172 406 371 473 466 696 696 582 582 729 664 145
Calendar Day Age from Request to Receipt of 
Expert Opinion
Average 51 47 35 51 43 50 50 48 48 47 47 58 57 47
Median 41 35 31 36 35 39 38 36 35 37 37 39 38 36
Record Count 519 424 82 344 270 374 359 426 424 415 415 599 447 142
Calendar Day Age from Case Assigned to 
Completed Investigation and Accusation Filed

Average 556 554 140 543 340 565 493 584 578 589 588 552 495 558
Median 525 504 120 523 339 541 486 575 569 616 616 533 457 530
Record Count 187 149 17 198 95 157 131 189 186 200 199 239 231 54
Calendar Day Age from Accusation Filed to 
Disciplinary Outcome**
Average 608 602 85 576 188 561 243 473 339 426 340 425 449 459
Median 526 466 99 426 182 384 238 351 309 326 304 391 367 422
Record Count 212 195 3 226 29 203 80 198 145 171 156 190 237 51

*Excludes Out of State and Headquarters Cases
**Excludes Outcomes where no Accusation Filed

2006 2007 20092008 2010
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New Senior Assistant Attorney General, Gloria Castro, 
Health Quality Enforcement Section 

 
   
Ms. Castro has over 15 years of experience as an attorney – the majority of which 
have been with the Department of Justice. Before joining the Attorney General’s 
Office, she was awarded a fellowship by Equal Justice Works, where she combated 
immigration benefit fraud by creating and directing the Notario Fraud Project.  
  
Upon joining the Attorney General’s office in 1999, Ms. Castro began her tenure as 
a deputy in the Civil Rights Enforcement Section.  She helped lead a year-long 
investigation of two immigration consulting firms, which resulted in the filing of 
two lawsuits against fourteen defendants. Ms. Castro received the Attorney 
General’s Award for Excellence for her work on these two cases. She joined HQE in 
2005, where she has developed her knowledge of administrative law and established 
herself as a skilled civil litigator. In 2010, she became a Supervising Deputy. 
 
Ms. Castro holds Bachelor of Arts degrees in History and Latin American Studies 
from U.C. Santa Barbara and a J.D. from the University of Southern California. 
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MEDICAL BOARD STAFF REPORT 
 
 
DATE REPORT ISSUED:  April 17, 2013 
ATTENTION:    Members, Medical Board 
SUBJECT:    Summary of the Gag Clause for Physicians  
STAFF CONTACT:   Linda Whitney, Executive Director and 
     Renee Threadgill, Chief of Enforcement 
 
 
History of Gag Clause Legislation: 
 
2003/04 – Assembly Member Correa introduced AB 320.  This bill would prohibit a licensee, or 
an entity acting on behalf of a licensee, which licensee is regulated by the Department of 
Consumer Affairs or various boards, bureaus, or programs from including, or permitting to be 
included, a provision in an agreement to settle a civil dispute that prohibits the other party in that 
dispute from contacting, filing a complaint with, or cooperating with the department, board, 
bureau, or program or that requires the other party to withdraw a complaint from the department, 
board, bureau, or program. A licensee in violation of these provisions would be subject to 
disciplinary action by the board, bureau, or program.  This bill passed out of the legislature but 
was vetoed by the Governor. 
 
2005 -  Assembly Member Negrete McLeod introduced AB 446. This bill would prohibit a 
licensee who is regulated by the Department of Consumer Affairs or various boards, bureaus, or 
programs, or an entity or person acting as an authorized agent of a licensee, from including or 
permitting to be included a provision in an agreement to settle a civil dispute that prohibits the 
other party in that dispute from contacting, filing a  complaint with, or cooperating with the 
department, board, bureau, or program, or that requires the other party to withdraw a complaint 
from the department, board, bureau, or program. A licensee in violation of these provisions 
would be subject to disciplinary action by the board, bureau, or program. The bill would also 
prohibit a board, bureau, or program from requiring its licensees in a disciplinary action that is 
based on a complaint or report that has been settled in a civil action to pay additional moneys to 
the benefit of any plaintiff in the civil action.  This bill passed out of the legislature but was 
vetoed by the Governor. 
 
2006 – Assembly Member Negrete McLeod introduced AB 2260, sponsored by the Medical 
Board of California.  This bill addressed revisions to the special programs (B&P 2111, 2113, 
2168) and the gag clause, as follows.  This bill would prohibit a physician and surgeon from 
including certain provisions in an agreement to settle a civil dispute arising from his or her 
practice that interferes with communications, as specified, between the board and another 
party to the dispute. The bill would make the violation of this requirement subject to disciplinary 
action by the board.  This bill was signed into law on 9/28/06, effective on 1/1/07. 
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Business and Professions Code section 2220.7 provides (commonly referred to as prohibition 
against gag clause or confidentiality agreement):  
 

“(a) A physician and surgeon shall not include or permit to be included any of the 
following provision in an agreement to settle a civil dispute arising from his or her 
practice, whether the agreement is made before or after filing the action: 
(1) A provision that prohibits another party to the dispute from contacting or cooperating 

with the board. 
(2) A provision that prohibits another party to the dispute from filing a complaint with 

the board. 
(3) A provision that requires another party to the dispute to withdraw a complaint he or 

she has filed with the board. 
(b) A provision described in subdivision (a) is void as against public policy. 
(c) A physician and surgeon who violates this section is subject to disciplinary action by 
the board.” 

 
The board has taken several actions against licensees since this law was enacted.  
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