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Abstract

Background: Our team’s prior work engaging state
medical boards (SMBs) resulted in 56 policy or practice
recommendations boards can adopt to protect the public
from egregious physician wrongdoing. Recommendations
have not seen adoption at a national scale.

Objective: The purpose of this study was to design,
conduct, and evaluate a policy implementation workshop
that provided board members and staff with dedicated
time and guidance to develop an action plan for
implementing the policy recommendations.

Methods: Attendees of the 2024 Federation of State
Medical Boards Annual Meeting were invited to
participate in the workshop and complete a pre-
workshop (n=106), immediate post-workshop (n=35),

and a long-term post-workshop (n=19) survey. Surveys
measured policy interest, action plan focus, policy
implementation, and reactions to the workshop.

Results: Attendees found the workshop valuable and
focused on various policy recommendations in their
action plans. In our five-month follow-up survey, 5 of 19
respondents reported implementing at least one policy
recommendation after the workshop, with another 5
indicating that their board has no intentions to implement
new policies.

Conclusions: There was not widespread adoption of
new policies across boards, but there was some
evidence that the workshop helped empower boards
to take initial steps toward implementing new policies.

Introduction

central mission of state medical boards

(SMBs) is to protect the public via licensing,

regulating, and disciplining physicians™? It is

estimated that nearly 0.1% of physicians
receive severe disciplinary action (eg, license
revocations, suspensions, voluntary surrenders) from
SMBs annually, and while this may seem like a small
percentage, it is similar to the rate of annual breast
cancer diagnoses.>* The significance of this statistic is
underscored by the nearly nine-fold variation in rates of
severe disciplinary actions taken by SMBs across the
United States for similar behaviors.®# It should be noted
that there is not widespread agreement about the
variation of state-based reported data from Public
Citizen’s analyses* being a compelling indicator of
potential problems at the state level. However, these
data do point to the need for discourse about variability
in state approaches to physician discipline. Types of
physician behaviors that warrant such severe dis-
ciplinary action, behaviors we collectively refer to as
egregious wrongdoing, include sexual abuse, performing
unnecessary invasive procedures, and improperly
prescribing controlled substances.®® These behaviors
directly harm the public and should not be allowed to
continue once identified.

Considering this concerning and inconsistent
disciplinary landscape, there is a critical need for boards
to implement new policies to protect the public from
egregious wrongdoing. Our team engaged members of
SMBs to generate and reach consensus on multiple
high-impact policy recommendations that boards can
adopt to better and more uniformly protect the public

from physicians who inflict harm.”® The policy recom-
mendations map to five distinct domains: 1) board
composition and characteristics, 2) board website,
outreach, and education, 3) internal board operations
and investigations, 4) coordination and information
sharing between boards, and 5) licensing and disciplinary
considerations.

Although these policy recommendations have been
made available to boards via publications, a podcast,
and presentations at the 2024 Federation of State
Medical Boards annual meeting, the recommendations
have not yet seen widespread adoption across SMBs.
Implementation of these policy recommendations by
boards nationally would substantially increase their
collective capacity to protect the public from harmful
physician conduct. However, boards face unique, board-
specific constraints that limit national board uniformity
in policies to protect the public, including issues related
to state legislation, resource access, and policy imple-
mentation approach.”™

To help boards approach new policy implementation in
a manner that is feasible within their board-specific
context, we sought to design and deliver a policy
implementation workshop where board members and
staff could develop a customized action plan for feasibly
adopting new policies and engage in discussion and
deliberation with peers about putting their policy
implementation plans into practice. Developing an action
plan is a practical and effective approach for helping
people set and follow through on goals, in this case the
goal being for their board to implement new policies to
protect the public'®'® Action plans require individuals
to indicate how and when a goal will be implemented
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and provide the specific steps needed for imple-
mentation.”2° A workshop not only enables peer-to-peer
learning about strategies for successfully implementing
policies, but also provides dedicated time and space to
help facilitate and scale the adoption of policy
recommendations across all 70 SMBs. The purpose of
this study is to measure planned and actual policy
implementation by SMBs after participating in a
hands-on policy implementation workshop and to
measure the perceived value of the workshop and action
plan by board members and staff.

Methods

Our team partnered with the Federation of State Medical
Boards to design and deliver a workshop for members
and staff of SMBs intended to help boards implement
new policies to protect the public from egregious
physician wrongdoing. A total of three surveys were
administered to measure boards’ planned and actual
adoption of new policies: a pre-workshop survey, an
immediate post-workshop survey, and a long-term post-
workshop survey. This study was approved by the
Washington University Institutional Review Board
(IRB #202309029).

Recruitment and Participants

The research team emailed 410 pre-registrants of the
2024 Federation of State Medical Boards Annual
Meeting inviting them to participate in the policy
implementation workshop and corresponding surveys
about their board’s policy adoption. Registrants included
not only members and staff of state medical boards, but
also individuals from other medical regulatory agencies
and professional groups (eg: International Association
of Medical Regulatory Authorities, American Academy
of Family Physicians, Accreditation Council for
Continuing Medical Education). The FSMB also
advertised the workshop to boards in advance of the
annual meeting and in the conference program.
Approximately 3 weeks before the FSMB Annual
Meeting, registrants were emailed a link to complete
the pre-workshop survey, which was completed by 106
participants who were members or staff of state medical
boards. Over 100 individuals participated in the
workshop, but we suspect this is an underestimation;
the exact number is not known. Immediately after the
workshop, attendees were emailed with a link to the
post-workshop survey, which was completed by
35 participants. The final long-term post-workshop
survey was emailed approximately 5 months after
the post-workshop survey, which was completed by
19 participants.

Workshop Design

Prior to the workshop, our team prepared and provided
both electronic and physical copies of various documents
for attendees to read and have available as a resource
during and after the workshop to facilitate action
plan development and implementation, including a
consolidated list of all policy recommendations, and an
annotated bibliography of articles reporting findings on
our team'’s prior work about egregious wrongdoing and
articles reporting summaries from FSMB workgroups
to provide context about the importance of adopting
new policies to protect the public.5™:2"23 The workshop,
titled “Addressing sexual misconduct and opioid
misprescribing: A policy implementation workshop”
lasted 75 minutes and was designed by the research
team with input from FSMB staff leadership. Table 1
presents the workshop schedule, including details about
different workshop components.

Each attendee was provided with an action plan template
to help them think through how to implement a policy
recommendation. The template comprised 4 primary
sections: 1) defining the board’s goal, 2) identifying
resources to supportimplementation, 3) leveraging the
board’s network to support implementation, and 4)
identifying and addressing barriers to implementation.
To define the board’s goal, attendees were asked to
identify a policy recommendation to focus on, articulate
what goals they are trying to achieve by implementing
the policy, and a proposed timeline for implementing
the policy. To identify resources to support imple-
mentation, attendees were then asked to specify what
resources and information their board already has and
that their board needs but does not yet have that can
be leveraged to implement the policy recommendation.
To identify how to leverage their professional networks,
attendees were asked to specify what individuals or
entities their board needs to coordinate with (eg: law
enforcement, medical schools, professional societies,
government officials, other board members and staff),
what board leadership and personnel would be
designated to manage the implementation of the
recommendation(s), and what individuals or entities
need to receive what type of information from the board
about the newly implemented recommendation. And
finally, to identify barriers, attendees were asked to
anticipate what barriers their board is likely to face when
adopting the specific policy and specify what strengths,
resources, and facilitators their board can leverage to
overcome those barriers. The research team did not
collect or review action plans; workshop attendees were
told that their action plans were for personal use only.
In addition to being provided with an action plan
template, attendees were also provided with a struc-
tured worksheet to take notes about key takeaways from
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the flash presentations and group discussions during
the workshop.

Data Collection
Pre-workshop survey. The pre-workshop survey in-

tended to measure which policy recommendations
boards were interested in adopting as part of their action

plan. For each of the aforementioned 5 policy clusters,
participants were presented with all policy options
within that cluster and asked 3 questions: 1) which
recommendations from that cluster they believed would
have the greatest positive impact on effective handling
of cases of egregious wrongdoing if adopted, 2) what
one recommendation from that cluster their board had
not yet adopted that they would like their board to try

TABLE 1: Workshop Agenda

Introduction (10 minutes)

components.

Reflection Exercises (5 minutes)

Flash Presentations (15 minutes)

Action Plan Development (20 minutes)

Action Plan Discussion (20 minutes)

to get feedback and new ideas and insights.

with the larger group.

Closing Remarks (5 minutes)

as a means of protecting the public.

» Opening remarks made about the purpose and value of the workshop, including an overview of workshop

« Overview provided of prior FSMB efforts that aligned with the workshop (eg: workgroup on opioid addiction
treatment, workgroup on physician sexual misconduct).

* Summary of the team’s prior work on egregious wrongdoing provided.

» Exercise #1: Presentation of 5 policy clusters with illustrative policies that aligned with the 2 policy
recommendations from each cluster that boards were most interested in adopting based on the pre-workshop
survey. Workshop attendees completed a virtual poll answering the question “Which of the 5 clusters of
recommendations would you say your board struggles with the most?”. Group discussed challenges boards
face and brainstormed about how to address and overcome these challenges.

« Exercise #2: To encourage engagement and thinking about the workshop and implications for their board,
attendees individually reflected on and then engaged in a group discussion about the prompt: “Think about a
major improvement your board has implemented in the past that involved changes to state legislation. What
went well? What didn’t? What were the major areas of resistance when the idea was originally proposed?”

» Representatives from 3 boards known for successfully implementing new policy recommendations each gave a
3-minute flash presentation about the policy recommendations they adopted and the process for doing so. Flash
presenters also shared key lessons learned from their board’s experience to share with members of other boards.

» Attendees were provided with guidance on action plan development, including the recommendation to focus on
1 policy recommendation during the workshop to use as a starting point for their board to implement additional
policies in the future. Specifically, attendees were encouraged to focus on a policy that does not require
changes to state laws, does not require major new resources, and can be implemented relatively quickly.

 After independent work on action plans, attendees discussed action plan content with others at their table
« After small group discussion about action plans, attendees shared highlights from small group discussion

» Attendees were provided with a reminder of the materials assembled to be used as a resource.

» Concluding remarks were made, emphasizing 2 key points: 1) building relationships and effectively
communicating with other stakeholders is essential, and, 2) leveraging a continuous improvement mindset

* Attendees were reminded about completing the immediate and long-term post-workshop surveys.

[
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to adopt over the next year, and 3) how many recom-
mendations from that cluster their board had not adopted
but may be interested in adopting. Participants were
then asked to rate on a scale of 1 (strongly disagree) to
5 (strongly agree) their agreement with three statements:
1) it would be beneficial for my board to adopt new
policies and practices for handling cases of egregious
wrongdoing, 2) to the extent possible, there should be
some degree of uniformity in policies and practices
across all state medical boards, and, 3) improvements
are needed in how boards investigate and adjudicate
egregious wrongdoing by physicians. There was also
an opportunity for participants to provide open-ended
feedback or information about their board, its policies,
and the forthcoming workshop.

During-workshop poll about policy clusters. During the
workshop Reflection Exercise #1, workshop attendees
were presented with a QR code for a live poll that asked,
“Which of the five clusters of recommendations would
you say your board struggles with the most?” Response
options reflected the 5 aforementioned policy clusters.
Responses auto populated on the presentation screen
as attendees answered the question on their phones.

FSMB-administered Evaluation Survey. After the FSMB
annual meeting, 458 meeting attendees were sent a
feedback survey about different sessions and events at
the annual meeting. There was one survey item asking
attendees to rate the workshop on a scale of 1(poor) to
5 (excellent). Attendees were also given the opportunity
to provide open-ended feedback about the workshop.

Immediate post-workshop survey. The immediate post-
workshop survey was intended to solicit feedback about
the workshop itself and the action plan attendees
developed as part of the workshop. Participants were
asked to rate on a scale of 1 (strongly disagree) to 5
(strongly agree) their agreement with a series of
evaluative statements about the workshop, their action
plan, and the same 3 attitudinal statements presented
in the pre-workshop survey. Participants were also asked
to provide open-ended responses to questions asking
what about the workshop they found most valuable,
what their key takeaways were from the large group
discussion about action plan content, and any other
feedback about their action plan or the workshop.
Additionally, participants were presented with the policy
options for each of the 5 policy clusters and asked to
identify any policy recommendations from that cluster
they focused on in their action plan during the workshop.

Long-term post-workshop survey. The long-term post-
workshop survey was intended to follow up with
workshop attendees about the status of their action

plan and gather information about which policy rec-
ommendations their board had adopted since the
workshop or planned to adopt in the future. Participants
who indicated their board had implemented any policies
since the workshop were asked to describe how many
and what policies were recently implemented. Those
whose boards had not implemented any new policies
but had taken steps toward implementing new policies
were asked to describe what policies their board is
interested in and the steps their board had already taken
toward implementing the policy. Participants whose
boards had not taken steps toward implementation were
asked if their board had any intentions to implement a
new policy. Those who indicated their board had
intentions to implement any new policies were asked
to describe what policies their board is interested in,
what steps their board plans to take to implement the
new policies, and the timeline for their plan. Those who
indicated their board does not have intentions to
implement were asked to explain why their board does
not intend to pursue implementing any policies.
Participants were also given the opportunity to share
any other open-ended feedback.

Data Analysis

Quantitative data were analyzed in SPSS Version 27.
Given the small and unequal sample sizes across the
three surveys, and the fact that the same participants
did not complete all three surveys, we were limited to
the extent to which we could use inferential statistics.
Consequently, we focus on reporting descriptive
statistics. Open-ended qualitative data were reviewed
and analyzed in Excel.

Results

Participants. Demographic data across the 3 surveys
were combined to characterize the sample. A range of
boards were represented across the US and its
territories, with an estimate of at least 42 unique boards
participating in the surveys. Of the 128 participants who
answered the demographic questions, 51 (40%) were
physician members, 26 (20%) were executive directors,
11(9%) were public members, 9 (7%) were legal counsel,
and 31(24%) considered themselves to be in an “other”
position not listed (eg: licensing program manager,
medical director, investigations manager, assistant
director). Of the 116 participants who answered the
demographic questions in the pre-workshop and
immediate post-workshop surveys, they had an average
of 5.25 years (SD = 4.78) of experience in their role.

Attitudes about policy implementation. During the
workshop Reflection Exercise #1, attendees indicated
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To help boards approach new policy
implementation in a manner that is feasible
within their board-specific context, we
sought to design and deliver a policy
implementation workshop where board
members and staff could develop a
customized action plan for feasibly
adopting new policies and engage in
discussion and deliberation with peers
about putting their policy implementation
plans into practice.

JMR Federation of State Medical Boards | 11
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that policy Cluster #2 (ie: board website, outreach, and
education) and Cluster #4 (ie: coordination and
information sharing between boards) were domains
where their boards struggled the most. Table 2 depicts
pre-workshop and immediate post-workshop responses
to the 3 attitudinal items focused on views about policy
implementation. Given the low post-workshop survey
response rate and a lack of matched pairs in our sample,
pre-workshop and post-workshop survey data should
not be compared to make inferences about the effect
of the workshop. Pre-workshop survey responses
indicated approximately 59% of participants agreed or
strongly agreed with the statement “/t would be
beneficial for my board to adopt new policies and
practices for handling cases of egregious wrongdoing
(eg: sexual misconduct, opioid mis-prescribing).” Post-
workshop survey responses indicated that 68% of
participants agreed with the statement. About 84% of
participants agreed or strongly agreed with the
statement “To the extent possible, there should be some
degree of uniformity in policies and practices across
all state medical boards” in the pre-workshop survey.
Approximately 92% of participants agreed with the
statement in the post-workshop survey. Similarly, 64%
of pre-workshop survey participants agreed or strongly
agreed with the statement “Improvements are needed
in how boards investigate and adjudicate egregious

wrongdoing by physicians.” About 74% of post-workshop
participants agreed with the statement.

Open-ended feedback from the pre-workshop survey.
Comments from participants who provided open-ended
feedback during the pre-workshop survey varied,
including praise for their board’s current practices,
information about how their board is structured
within their state, indication that several policy
recommendations had already been adopted by their
board, and that they were looking forward to the
workshop. Example comments include, “Our board
already has the majority of these recommendations in
place,” “I believe the [Board] Staff are due diligent
in responding in a timely manner to investigate and
handle egregious wrongdoing by physicians,” and “This
workshop will hopefully educate Boards to adopt
stronger policies concerning sexual misconduct and
opioid mis-prescribing.”

There was a contrast in perspectives about the per-
ceived consistency and quality of disciplinary action.
For example, one participant articulated their views
about balancing physician and public protection: “/t is
important to always keep in [mind] that the function of
the medical board is to “protect the public” while at the
same time provide a fair and equitable investigation of

TABLE 2: Comparison of attitudes about policy adoption pre- and post-workshop

PRE | POST PRE

POST PRE | POST PRE | POST PRE | POST

It would be beneficial for my
board to adopt new policies
and practices for handling
cases of egregious wrongdoing
(eg: sexual misconduct,

opioid mis-prescribing).

8(9)

To the extent possible, there
should be some degree of
uniformity in policies and
practices across all state
medical boards.

49| 00| 22

Improvements are needed in
how boards investigate and
adjudicate egregious
wrongdoing by physicians.

22| 00| 6(

25(29) | 10(29) | 33(39) | 11 (31) | 17(20) | 13(37)

0()| 8(9| 3(9)|40@r) | 17(49) | 31(37) |15(43)

0(0) | 23(27) | 9(26) | 33(39) | 14(40) | 21(25) | 12(34)

Note. Pre = pre-workshop survey respondents (n=106). Post = immediate post-workshop survey respondents (n=35). Not all participants completed
all survey questions for both surveys, so pre-and post-workshop survey responses should not be compared to make inferences.
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Physician accusations by the public of Provider
misconduct egregious errors.” Another participant felt
differently, “/Board] members need training in egregious
wrongdoing by licensees...The board members are too
generous when disciplining these egregious licensees,
ie: they do not revoke. The [investigations team] regularly
sees repeat offenders...for repeat conduct that is not
addressed sufficiently by the board.”

Pre-workshop and immediate post-workshop policy
implementation plans. In the supplementary material
provided, Supplemental Table 1 depicts participant
pre- and immediate post-workshop responses related
to Cluster 1 policy recommendations (ie: board
composition and characteristics). Participants who
completed the pre-workshop survey indicated they were
interested in adopting 1(41%), 2 (12%) or 3 (12%) Cluster
1 policy recommendations; 16 participants (15%)
indicated they were not interested in adopting any
Cluster 1 recommendations. Of those who completed
the immediate post-workshop survey, 16 (46%) did not
choose a Cluster 1 policy recommendation to focus on
in their action plan.

In the supplementary material provided, Supplemen-
tal Table 2 shows pre- and post-workshop responses
related to Cluster 2 policy recommendations (ie: board
website, outreach, and education). Pre-workshop survey
results indicate participants were interested in adopting
1(34%), 2 (20%) or 3 (14%) Cluster 2 recommendations,
with 12 participants (13%) not interested in adopting any
policies from this cluster. A total of 9 participants (26%)
did not choose a Cluster 2 policy recommendation to
focus on in their action plan.

In the supplementary material provided, Supplemental
Table 3 illustrates pre- and post-workshop responses
for Cluster 3 policy recommendations (ie: internal board
operations and investigations). Prior to the workshop,
participants were interested in adopting 1(33%), 2 (23%)
or 3 (12%) Cluster 3 policy recommendations, and 13
participants (14%) indicated no interest in Cluster 3
policy recommendations. Twelve (34%) participants did
not choose Cluster 3 policy recommendations for their
action plan.

In the supplementary material provided, Supplemental
Table 4 depicts pre- and post-workshop responses for
Cluster 4 policy recommendations (ie: coordination and
information sharing between boards). For the pre-
workshop survey, participants indicated interest in
adopting 1(26%), 2 (23%) or 3 (12%) Cluster 4 policy
recommendations, with 8 participants (9%) expressing
no interest in adopting Cluster 4 policies. Post-workshop
assessment data indicate 12 participants (34%) did not

choose any Cluster 4 recommendations for their
action plan.

In the supplementary material provided, Supplemental
Table 5 shows pre- and post-workshop responses for
Cluster 5 policy recommendations (ie: licensing and
disciplinary considerations). Participants who completed
the pre-workshop survey indicated interest in adopting
1 (29%), 2 (29%) or 3 (13%) Cluster 5 policies; 10
participants (12%) were not interested in adopting
Cluster 5 policies. A total of 16 participants (46%) did
not implement a Cluster 5 policy in their action plan.

Table 3 depicts quantitative participant reactions to the
policy implementation workshop. Of the 35 participants
who completed the immediate post-workshop survey,
33 (94%) agreed that they felt engaged during the
workshop, and 30 (85%) agreed that the workshop was
worth their time. Only 15 participants (43%) felt confident
in their board’s capacity to address barriers to
implementing their action plan. Many participants
indicated they are aware of the resources they need
(n=24; 69%) and know what stakeholders their board
needs to coordinate with (n=24; 69%) to put their action
plan into practice.

Open-ended feedback from the immediate post-
workshop survey. Participants reported several com-
ponents of the workshop being valuable, with the flash
presentations about the experiences of other boards,
question and answer discussions, and networking and
information sharing being the most common. Example
comments include, “/’m glad we are discussing this at
the national level,” “The fact that the examples were
from what other boards have done and engaging in
discussions with members of other boards to see that
our struggles are not unique,” and “The manner in which
items were clustered and groups was interesting. It
made me think about things in a different way.” One
participant specifically mentioned that the action plan
template was beneficial, “The handouts were extremely
helpful in showing a roadmap of how to implement an
action plan.”

Constructive feedback was also provided, with some
participants reporting that certain recommendations
are not feasible to implement and that they felt they did
not have enough time during the workshop to complete
their action plan. Example comments include, “Some
of the action items raised interesting questions for how
we process cases. Some are statutorily out of reach. |
think that the workshop would have benefited by a
smaller group setting, but discussions by table was a
good workaround,” and “I did not check most of the
cluster recommendations because they are things
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already mandated in law or done by agency policy.”
There were also some comments about the size
of boards undermining the feasibility of policy imple-
mentation, “Many of the policies and discussions are
NOT feasible for small boards. It would be beneficial
to consider such small boards in developing
recommendations—or provide alternative recom-
mendations for small boards with limited staff
and resources.”

Participants also reported several distinct takeaways
from the large group discussion about action plan,
including recognition that change needs to occur within
their board, the value of providing quality training to
board members, and the importance of developing a

good relationship with the state legislature. Example
comments include, “My state needs to do some
legislative and rule changes to create clearer definitions
of sexual assault,” “Engaging legislators can be a key
tool to achieving our goals,” and “It is important to
assess practices at the micro level. Looking at various
specific issue items helps in the assessment of whether
all appropriate steps have been taken.”

FSMB-administered Evaluation Survey. Of the 72
individuals who completed the FSMB post-annual
meeting survey and answered the questions about the
workshop, 63 (88%) rated the session as “excellent” or
“very good,” with the remaining respondents rating the
session as “good” (n=8; 11%) or “fair” (n=1; 1%). Sixty-four

TABLE 3: Participant reactions to the policy implementation workshop

1- Strongly
Disagree

Question n (%)

| felt engaged during the

workshop. o)
The information shared during the

1(3)
workshop was useful.
| developed a quality policy
implementation action plan for 1(3)

my board.

Attending the workshop was
worth my time.

| feel confident about what my
board needs to do next to
implement the policy 0(0)
recommendation(s) detailed
in my action plan.

I am confident in my board’s
capacity to overcome barriers
to implementing the policy 0(0)
recommendations(s) detailed in
my action plan.

| am aware of the resources my
board needs to implement the
policy recommendation(s)
detailed in my action plan.

0(0)

| know what individual or entities
my board needs to coordinate
with to implement the 0(0)
recommendation(s) detailed
in my action plan.

2-Disagree 3-Neutral 5-Sternrg;\e{
2| noa o

0(0) 2 (6) 20 (57) 13 (37)

0(0) 2 (6) 17 (49) 15 (43)

4 (1) 15 (43) 13 (37) 2 (6)

1(3) 3(9) 18 (51) 12 (34)

0(0) 17 (49) 13 (37) 5(14)

1(3) 19 (54) 10 (29) 5 (14)

4 (11) 7(20) 19 (54) 5 (14)

2(6) 9(26) 21(60) 3(9)

Note. Immediate post-workshop survey n=35.
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individuals who completed the FSMB post-meeting
survey did not provide feedback about the workshop,
asindicated by a “NA” response. Open-ended feedback
provided in the FSMB-administered survey was mixed.
One respondent felt it was overwhelming to have a policy
change goal, and another respondent noted issues with
limited time during the workshop, “Time management
was an issue, and it was difficult to develop a policy
within the time allotted and with different states working
together on a policy that doesn’t apply to all states’
needs.” Other respondents mentioned enjoying the flash
presentations and small and large group discussions.
One respondent mentioned the workshop’s value in
reference to future revisions to their board’s sexual
misconduct rules, “We have been long overdue for
revising our sexual misconduct rules and listening to
the Ohio Medical Board gave us some ideas about
some best practices.”

Long-term Post-Workshop Survey. Of the 19 participants
who completed the long-term survey, 5 (26.3%) indicated
their board had implemented at least one policy
recommendation since the workshop. Of these 5,
only 1 provided an open-ended response about what
policy recommendation was implemented: “updated
our training for our interviewing investigators.” There
were 8 participants (42.1%) whose boards had taken
at least some steps toward implementing a policy
recommendation. Open-ended responses about
what specific steps were taken include, “looking
into disciplinary protocols,” “creating additional
communications,” and “updating rules and regs.” One
board indicated they had undertaken a rule project
regarding chaperones.

One participant (5.3%) indicated their board has
intentions to implement a new policy recommendation,
with their open-ended justification being that it “is only
at the staff level; no board discussions.” Five participants
(26.3%) indicated that their board has no intentions of
implementing a new policy recommendation. Reasons
for the lack of interest varied, with many pertaining to
perceived statute and rule limitations preventing policy
adoption. Other responses included, “board determined
that no action was necessary,” “many of the policies
are already in effect or do not apply to the board,” and
“board already has most if not all of the policy
recommendations in place by law or regulation.”

When providing other open-ended feedback about the
overall experience, comments were generally positive,
with some caveats. Positive comments included, “/
congratulate the FSMB that this is an important area
of evaluation and research,” “The project has been
helpful in generating staff and board awareness,” and

“The inclusion of policy implementation aspects for
both topics [sexual misconduct and opioid
misprescribing] suggests a thorough approach, helping
attendees understand not just the issues but also
practical steps for addressing them.” Yet one participant
commented that, “We are a complaint driven agency
and it is very difficult to bring anonymous complaints
under our state law.”

Discussion

The policy implementation workshop was intended to
help boards nationwide to protect the public from
egregious physician wrongdoing through adoption of
new policy and practice recommendations. Specifically,
the workshop provided dedicated time for board
members and staff to develop a policy implementation
action plan that addresses the constraints and contextual
factors unique to each board. It was noted in workshop

Participants reported several components of
the workshop being valuable, with the flash
presentations about the experiences of other
boards, question and answer discussions, and
networking and information sharing being
the most common.

breakout group and large group discussions that board
policy and practice changes were sometimes the result
of negative publicity about the board or cases involving
egregious physician wrongdoing being reported in the
press.?* A reactive approach to implementing policy
changes is unlikely to sustain a board’s ability to protect
the public in the long-term. Policy changes should be
pursued proactively and intentionally, and the policy
implementation workshop was a step forward in taking
a proactive approach.

The workshop attracted many board members and staff
across SMBs nationally, and evaluations of the workshop
itself were generally quite positive. We found some
support for the effectiveness of the workshop in
empowering boards to take concrete steps toward
implementing new policies to protect the public from
egregious wrongdoing. Although response rates were
low for the post-workshop follow-up surveys, the
workshop was effective in raising collective awareness
about areas for improvement and growth and mobilizing
initial steps toward policy change. However, we did not
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see widespread adoption of new policies across SMBs
5 months after the policy implementation workshop.

There are various factors that could explain this lack of
policy adoption by boards. Some boards may have
already been taking impactful steps toward policy
change prior to the workshop; other boards may perceive
limitations in their capacity to make certain policy
changes. Similar efforts to enact policy change in other
contexts (eg: hospitals, other types of state-level
policies) have also faced struggles with getting policy
recommendations put into practice, and there
are important implementation lessons to be learned
from these efforts.'*252¢ Prior research on policy imple-
mentation suggests several common barriers and
facilitators to policy adoption that emerge at individual,
policy, and external context levels. Such barriers include
gaps in financial and human resources, organizational
and operational complexities, ineffective coordination
with other relevant stakeholder groups, nuances in state
policies that make policy implementation cumbersome,
and resistance to new policies.?”2?° Resistance to new
policies is unlikely to be due to a single factor; rather,
resistance may be attributed to negative attitudes (eg:
lack of agreement with policy, doubts about policy’s
relevance orimpact) or a lack of knowledge or awareness
of potential new policies.?8 30

We found some support for the effectiveness
of the workshop in empowering boards to
take concrete steps toward implementing
new policies to protect the public from
egregious wrongdoing.

One possible study-specific explanation for a lack of
adoption lies in patterns of responses in the pre-
workshop survey. Some policies in the pre-workshop
survey were rated as high-impact but low-interest and
vice versa, and this paradoxical perception about certain
policies may affect motivation or willingness to
implement a new policy. For example, the policy “Board
markets its purpose via social media, professional
organizations, and liaising with hospitals and other
relevant groups” was perceived as impactful by 9% of
respondents, but 28% respondents were interested in
adopting the policy. In an inverse example, the policy
“The board website provides an easy-to-find platform
for patients and other whistleblowers to file complaints”
was perceived as impactful by 37% of respondents but

only 9% indicated interest in adopting this policy. Future
research is needed to understand these trends and
what policy characteristics motivate interest in adopt-
ing them. Perhaps certain policies have more appeal
to boards because of multiple perceived benefits
(eg: making the board look attractive to legislators and
other stakeholders) beyond solely protecting patients.
Additionally, future research could identify policy-
specific constraints that uniquely limit or discourage
adoption by boards and implement solutions that help
address these constraints.

Survey data also demonstrated heterogenous attitudes
across participants and boards about the perceived
need for policy change and for at least some uniformity
in policies across boards. There are likely board members
and staff who are strongly opposed or resistant to
adopting new policies and may not see the value in
having some degree of national board uniformity in
policies to protect the public. Future efforts by FSMB
leadership and others could work toward mitigating
points of resistance by providing additional opportunities
for discussion, information, and resources that help
address assumptions and concerns related to
policy change.

While the vast majority of workshop attendees felt
engaged during the workshop and that attending it was
worth their time, a sizeable portion of attendees were
ambivalent about the quality of the action plan they
developed, confidence in what steps their board needs
to take next, and confidence in their board’s capacity
to address barriers to policy implementation. There was
also a subset of workshop attendees who felt neutrally
or negatively about their awareness of resources their
board needs to implement new policies and what
entities their board needs to coordinate with to be
able to successfully put new policies into practice. This
uncertainty about various policy implementation steps
may have curtailed motivation or attempts to implement
new policies within the five-month post-workshop
period. These findings suggest additional efforts are
likely needed to equip boards with further information,
resources, and support to foster policy change.

There are several possible avenues for furthering board
policy change to protect the public from egregious
wrongdoing. Longer-term, multi-event (eg: workshop)
interventions could help provide more routine information
and resource sharing to boards to help support policy
change. Each “mini event” could focus on different
concerns about or components of policy change.
Another initiative to support policy change is through
the creation of a peer mentoring program where boards
who have been successful navigating challenges related
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to policy change are paired with and provide guidance
to other boards currently facing similar struggles. At the
state level, enhanced support from state legislatures
and improved budgetary support for SMBs would also
help address hurdles many boards face to implementing
new policies. Prior research on policy implementation
supports these recommendations.?”2° For example,
prior empirical work suggests having influential policy
champions to help motivate, focus, and mobilize
stakeholders, allowing for flexible implementation of
new policies to align with local contexts, and engaging
policymakers early and often may be effective avenues
for furthering policy implementation.

Limitations

First, most participants did not complete the immediate
or five-month follow-up surveys, and we cannot be sure
that they were represented in the pre-workshop survey
group, because that survey was sent to everyone who
pre-registered for the conference. This makes it
impossible to compare pre- and post-workshop changes.
The low response rate for the five-month survey limits
understanding of the broader impact of the workshop.
Furthermore, there may be a response bias where boards
with certain characteristics or contexts may have self-
selected into participating in the surveys.

Second, we were limited to only 75 minutes. It would
have been ideal to dedicate an entire session to helping
participants recognize the need for new policies and to
explore their sense of efficacy to implement new
policies, prior to setting goals, identifying barriers, and
resources.?"32 We suspect a full-day workshop would
be more effective, though the advantage of the 75-minute
format was that it was feasible to attract a large group
of participants who were attending the broader FSMB
meeting. Finally, policy implementation takes a
considerable amount of time and resources to come to
fruition, so measuring planned and actual policy
implementation five months after the workshop may not
have been enough time.

Conclusion

We designed, implemented, and evaluated a first-of-
its-kind policy implementation workshop for members
and staff of state medical boards where attendees
learned from other boards, engaged in group discussions,
and developed an action plan. A one-time 75-minute
workshop can only realistically accomplish so much.
We also faced limitations of low survey response rates
and possibly insufficient time for boards to implement
new policies after the workshop. While the workshop
was a meaningful step forward in providing boards with

initial awareness, motivation, and momentum for making
internal board policy changes to protect the public from
harmful physicians, additional efforts are needed to
sustain forward progress in a manner that leads to large-
scale policy change in the long-term.

There are several actionable steps that state medical
boards can take to cultivate policy changes within their
boards. Our team’s prior work interviewing members of
boards that have successfullyimplemented new policies
to protect the public yielded 13 practical, actionable
strategies that boards can adopt to facilitate successfully
policy implementation.?* For example, boards can
establish and strengthen relationships with relevant
stakeholders (eg: legislators, lobbyists, medical
societies) to better advocate for legislative changes that
support meaningful policy change. Boards can also
establish a dedicated policy implementation team or
include policy change as a dedicated agenda item in
meetings to support accountability and make forward
progress on policy implementation. Additionally, boards
can hold regular public forums to engage relevant
communities and gather their input on future policy
changes. We hope that this narrative report about
the workshop and associated survey data can help
inform areas where such efforts might be most impact-
fully directed.
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Supplemental Material

SUPPLEMENTAL TABLE 1: Cluster 1 pre- and immediate post-workshop action plan

Pre-Workshop Respondents (n=106)

Perceived Positive

Cluster 1Recommendations Impact of Ir::res.t in
Recommendation opting
n (%) n (%)
1. Board has an adequate number of investigative staff. 32 (30) 20 (19)
2. Board is required to include gender diversity. 4 (4) 5 (5)
3. Board has adequate number of administrative staff. 3(3) 11 (10)
4. Board is required to be racially diverse. 1(1) 5(5)
5. Board has an adequate number of members with clinical 5(5) 7(7)
expertise that is reasonably current.
6. Board has access to adequate legal counsel. 8(8) 2(2)
7. Sexual misconduct cases are investigated by specialized 16 (15) 28 (26)
gender-diverse teams.
8. Board utilizes a role-diverse investigative team (eg: including 30 (28) 16 (15)
clinicians, public members, and legal counsel).
9. Board includes more than one public member with no ties to 7(7) 12 (1)
medicine or industry.

Immediate Post-Workshop Respondents

Cluster 1 Recommendations (n=35)

Action Plan Focus

1. Board has an adequate number of investigative staff. 4 (11)
2. Board is required to include gender diversity. 4 (1)
3. Board has adequate number of administrative staff. 2 (6)
4. Board is required to be racially diverse. 2 (6)
5. Board has an adequate number of members with clinical
. . 7(20)
expertise that is reasonably current.
6. Board has access to adequate legal counsel. 4 (1)
7. Sexual misconduct cases are investigated by specialized
. 7(20)
gender-diverse teams.
8. Board utilizes a role-diverse investigative team (eg: including
S . 5(14)
clinicians, public members, and legal counsel).
9. Board includes more than one public member with no ties to 3(9)
medicine or industry.

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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Supplemental Material

SUPPLEMENTAL TABLE 2: Cluster 2 pre- and post-workshop action plan reactions

Cluster 2 Recommendations

1. The board website provides an easy-to-find platform for patients
and other whistleblowers to file complaints.

2. Board publishes documents on hearings and disciplinary actions
on its website.

3. Board website includes information about state laws and board
policy on sexual misconduct.

4. The board website includes information about the investigation
process and what the person reporting can expect.

5. Board markets its purpose via social media, professional
organizations, and liaising with hospitals and other relevant groups.

6. Board website defines physician sexual misconduct.

7. Board provides physicians with specific information on what
disciplinary actions occur if they violate provisions of the
medical practice act.

Cluster 2 Recommendations

Pre-Workshop Respondents (n=106)

Perceived Positive

Impa01.2 of "::;:iltl:;
Recommendation

n (%) e

35(37) 90

5 (5) 2@

19 (20) 1419

7(7) 15 (16)

9(9) 27(28)

7(7) o

14 (15) 2229

Immediate Post-Workshop Respondents

(n=35)

1. The board website provides an easy-to-find platform for patients
and other whistleblowers to file complaints.

2. Board publishes documents on hearings and disciplinary actions
on its website.

3. Board website includes information about state laws and board
policy on sexual misconduct.

4. The board website includes information about the investigation
process and what the person reporting can expect.

5. Board markets its purpose via social media, professional
organizations, and liaising with hospitals and other relevant
groups.

6. Board website defines physician sexual misconduct.

7. Board provides physicians with specific information on what
disciplinary actions occur if they violate provisions of the
medical practice act.

Action Plan Focus

9 (26)

4 (14)

9 (26)

10 (29)

15 (43)

11(31)

7 (20)

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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Supplemental Material

SUPPLEMENTAL TABLE 3: Cluster 3 pre- and post-workshop action plan reactions

Pre-Workshop Respondents
(n=106)

Perceived Positive .
Interestin

Adopting

Cluster 3 Recommendations Impact of

Recommendation

n (%) n (%)

1. Board has the authority to open an investigation in the absence of a
complaint based on factors such as criminal history reports, prosecutorial

charging instruments, FSMB, NPDB, and PMP reports, other agency and A 2112
jurisdictional enforcement actions, or journalistic reporting.
2. Board established qualifications for experts consulted during investigations
. 5 (5) 7(8)
and hearings.
3. Board obtains relevant mental health information during investigations. 3(3) 5(5)
4. Board allows patients to present complaints in strict confidentiality. 10 (11) 5(5)
5. Board requires all physicians to complete a criminal background check at
. . S 6 (7) 3(3)
the time of their application.
6. The board permits anonymous reporting. 4 (4) 5(5)

7. The board defines which types of alleged misconduct trigger special
procedures to protect the public (eg: consideration of emergency 10 (11) 17 (19)
suspension of a license, expedited investigation).

8. Board has a screening committee that triages incoming complaints. 7(8) 9 (10)

9. Board routinely checks the Prescription Monitoring Program (PMP) for the
top prescribers of opioids and checks for suspicious patterns of 11(12) 9 (10)
prescribing or dispensing opioids.

10. When the National Practitioner Data Bank (NPDB) has a plausible category
to characterize wrongdoing (eg: sexual misconduct), then the Board would

ban the use of the "other" or "N/A" categories. "Other" or "N/A" categories 33) 8
would be used as a last resort.
11. Board requires all physicians to complete a criminal background check at 6(7) 15 (16)

the time of their renewal.

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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Supplemental Material

SUPPLEMENTAL TABLE 3: Cluster 3 pre- and post-workshop action plan reactions

Immediate Post-Workshop

Cluster 3 Recommendations Respondents (n=35)

Action Plan Focus

1. Board has the authority to open an investigation in the absence of a
complaint based on factors such as criminal history reports, prosecutorial

charging instruments, FSMB, NPDB, and PMP reports, other agency and 2(6)
jurisdictional enforcement actions, or journalistic reporting.
2. Board established qualifications for experts consulted during investigations 7(20)
and hearings.
3. Board obtains relevant mental health information during investigations. 8(23)
4. Board allows patients to present complaints in strict confidentiality. 5 (14)
5. Board requires all physicians to complete a criminal background check at
. . L 6 (17)
the time of their application.
6. The board permits anonymous reporting. 5 (14)

7. The board defines which types of alleged misconduct trigger special
procedures to protect the public (eg: consideration of emergency 5 (14)
suspension of a license, expedited investigation).

8. Board has a screening committee that triages incoming complaints. 1(4)

9. Board routinely checks the Prescription Monitoring Program (PMP) for the
top prescribers of opioids and checks for suspicious patterns of 4 (1)
prescribing or dispensing opioids.

10. When the National Practitioner Data Bank (NPDB) has a plausible category
to characterize wrongdoing (eg: sexual misconduct), then the Board would

ban the use of the "other" or "N/A" categories. "Other" or "N/A" categories 4
would be used as a last resort.
11. Board requires all physicians to complete a criminal background check at 3(9)

the time of their renewal.

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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Supplemental Material

SUPPLEMENTAL TABLE 4: Cluster 4 pre- and post-workshop action plan reactions

Pre-Workshop Respondents

(GE[0]S)]
Perceived Positive Int ti
Cluster 4 Recommendations Impact of r;\:rei- in
Recommendation opting
n (%) n (%)
1. Board issues subpoenas for witnesses and medical and business records. 1(1) 0(0)

2. Board provides disciplinary information to the FSMB Physician Data Center,
which allows for disciplinary alerts to be sent to other jurisdictions in which 11(12) 2(2)
the physician holds a license.

3. Hospitals are required to report to boards when employed physicians have 20 (22) 19 (21)

been dismissed or resigned due to concerns about egregious wrongdoing.

4. Board requires medical schools and post-graduate training programs to 2(2) 3(3)

report egregious wrongdoing as a condition to licensure eligibility.

5. Board requires all physicians to report any disciplinary action during
medical school at the time of their application (eg: suspension, warning,
probation, expulsion, being requested or allowed to resign in lieu of
discipline).

2(2) 3(3)

6. State law indemnifies those who, in good faith, provide mandated reports
or assist the board with investigations. (To indemnify means to protect
the individuals from legal actions brought against them for performing
their duties.)

7(8) 8(9)

7. Information sharing is required between the board and the VA system,
. o ; - 5 (6) 13 (14)

including information about physicians.

8. Board informs law enforcement that they can report accusations against a 6(7) 5(6)

physician to the board even if criminal charges are not filed.

9. Board requires medical schools and post-graduate training programs to
report any disciplinary complaints about physicians during medical school 1(1) 1(1)
as a condition for licensure eligibility.

10. Board allows unfettered investigative information sharing about physicians
with other boards, including when a physician applies for licensure and 17 (19) 12 (13)
when potentially actionable out-of-state conduct occurs.

11. Insurance companies are required to report to the board each time a

payment is made in a malpractice case. 1l &)
12. Board has a duty to report to law enforcement any time it becomes aware
. . . . 2(2) 2(2)
of sexual misconduct or other instances of egregious wrongdoing.
13. Board coordinates investigations with community partners (eg: local and
. o . 7(8) 6 (7)
state police, healthcare organizations, other state agencies).
14. Board reports impaired physicians to the National Practitioners 101) 0(0)
Data Bank (NPDB).
15. Board conducts joint investigations with other professional boards 8(9) 9 (10)

(eg: nursing, physician assistants, dentistry) within the state.

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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Supplemental Material

SUPPLEMENTAL TABLE 4: Cluster 4 pre- and post-workshop action plan reactions

Immediate Post-Workshop

Cluster 4 Recommendations Respondents (n=35)

Action Plan Focus

1. Board issues subpoenas for witnesses and medical and business records. 1(3)

2. Board provides disciplinary information to the FSMB Physician Data Center,
which allows for disciplinary alerts to be sent to other jurisdictions in which 3(9)
the physician holds a license.

3. Hospitals are required to report to boards when employed physicians have
- . . . 9 (26)
been dismissed or resigned due to concerns about egregious wrongdoing.

4. Board requires medical schools and post-graduate training programs to 5(14)

report egregious wrongdoing as a condition to licensure eligibility.

5. Board requires all physicians to report any disciplinary action during
medical school at the time of their application (eg: suspension, warning,
probation, expulsion, being requested or allowed to resign in lieu of
discipline).

5(14)

6. State law indemnifies those who, in good faith, provide mandated reports
or assist the board with investigations. (To indemnify means to protect
the individuals from legal actions brought against them for performing
their duties.)

3(9)

7. Information sharing is required between the board and the VA system,

including information about physicians. 504

8. Board informs law enforcement that they can report accusations against a

physician to the board even if criminal charges are not filed. oty

9. Board requires medical schools and post-graduate training programs to
report any disciplinary complaints about physicians during medical school 5 (14)
as a condition for licensure eligibility.

10. Board allows unfettered investigative information sharing about physicians
with other boards, including when a physician applies for licensure and 4 (1)
when potentially actionable out-of-state conduct occurs.

11. Insurance companies are required to report to the board each time a

payment is made in a malpractice case. 4 (1)
12. Board has a duty to report to law enforcement any time it becomes aware 3(9)
of sexual misconduct or other instances of egregious wrongdoing.
13. Board coordinates investigations with community partners (eg: local and
. o : 3(9)
state police, healthcare organizations, other state agencies).
14. Board reports impaired physicians to the National Practitioners Data Bank
2 (6)
(NPDB).
15. Board conducts joint investigations with other professional boards 3(9)

(eg: nursing, physician assistants, dentistry) within the state.

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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SUPPLEMENTAL TABLE 5: Cluster 5 pre- and post-workshop action plan reactions

Pre-Workshop Respondents
(n=106)

Perceived Positive .
Interestin

Adopting

Cluster 5 Recommendations Impact of

Recommendation

n (%) n (%)

1. Board has the authority to make decisions and take action independently in

disciplinary matters. 10 (12) 3(4)

2. Board allows an emergency suspension or restriction of a physician when

physicians are credibly accused of sexual misconduct with a minor. 78) 3@

3. The board is authorized to enact an emergency suspension to prevent
ongoing, egregious wrongdoing when allegations are credible, or a 19 (22) 7(8)
physician has been arrested in connection with such conduct.

4. The board monitors physicians and their continued practice following a

finding of sexual wrongdoing if a license is not revoked or suspended. 78 67
5. The board has the authority to permanently revoke the license of a
- . . - 5 (6) 8(9)
physician who is convicted of sexual misconduct.
6. When a physician agrees to a disciplinary recommendation, an order is 0(0) 101)
presented to the full board for approval.
7. When a physician declines to accept a disciplinary recommendation, formal 101) 101)
charges are filed, and a contested case is publicly held.
8. The board considers revocation when a physician repeatedly commits
. . . . 2(2) 4 (5)
lesser acts of wrongdoing, especially following remedial efforts.
9. Certain criminal acts by physicians (eg: sexual misconduct) are raised to 2(2) 6(7)
the felony level subjecting them to mandatory reporting.
10. Board suspends a physicians' license when their license is suspended in 3(a) 5(6)

another jurisdiction.

11. Board allows an emergency suspension or restriction of a physician
when physicians are in possession of a controlled substance without a 2(2) 1(1)
valid prescription.

12. Board imposes penalties on physicians for not reporting peers who

: : : 5(6) 9 (1)
engage in egregious wrongdoing.

13. Board utilizes preponderance of the evidence as the standard of proof in
all disciplinary proceedings (rather than "clear and convincing evidence" 10 (12) 1(1)
or other standards).

14. Board fines hospitals and academic medical centers for failure to report

instances of egregious wrongdoing. 12.(14) 30(35)

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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SUPPLEMENTAL TABLE 5: Cluster 5 pre- and post-workshop action plan reactions

Immediate Post-Workshop

Cluster 5 Recommendations Respondents (n=35)

Action Plan Focus

1. Board has the authority to make decisions and take action independently

in disciplinary matters. 3(9)

2. Board allows an emergency suspension or restriction of a physician when

physicians are credibly accused of sexual misconduct with a minor. ity

3. The board is authorized to enact an emergency suspension to prevent
ongoing, egregious wrongdoing when allegations are credible, or a 4 (1)
physician has been arrested in connection with such conduct.

4. The board monitors physicians and their continued practice following a

finding of sexual wrongdoing if a license is not revoked or suspended. e
5. The board has the authority to permanently revoke the license of a
e . . ; 4 (1)
physician who is convicted of sexual misconduct.
6. When a physician agrees to a disciplinary recommendation, an order is 41
presented to the full board for approval.
7. When a physician declines to accept a disciplinary recommendation, formal 3(9)
charges are filed, and a contested case is publicly held.
8. The board considers revocation when a physician repeatedly commits
. . . . 8(23)
lesser acts of wrongdoing, especially following remedial efforts.
9. Certain criminal acts by physicians (eg: sexual misconduct) are raised to 4
the felony level subjecting them to mandatory reporting.
10. Board suspends a physicians' license when their license is suspended in 3(9)

another jurisdiction.

11. Board allows an emergency suspension or restriction of a physician when
physicians are in possession of a controlled substance without a valid 1(3)
prescription.

12. Board imposes penalties on physicians for not reporting peers who 3(9)

engage in egregious wrongdoing.

13. Board utilizes preponderance of the evidence as the standard of proof in
all disciplinary proceedings (rather than "clear and convincing evidence" 3(9)
or other standards).

14. Board fines hospitals and academic medical centers for failure to report

instances of egregious wrongdoing. el

Note. Participants were asked to select all that apply for the policy recommendations presented in the immediate post-workshop assessment.
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