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DRAFT REPORT

FEDERATION OF STATE MEDICAL BOARDS
SPECIAL COMMITTEE ON MAINTENANCE OF LICENSURE

Introduction

In the United States, the practice of medicine is a privilege granted by the public through
their elected representatives. Medical licensing authorities are charged through state
medical practice acts to protect the public from the unprofessional, improper,
incompetent, unlawful, fraudulent and/or deceptive practice of medicine." Every medical
practice act is built upon this same premise, and likewise, each state medical board has
criteria, such as review of applicant’s education and training and assessment of
applicant’s medical knowledge via a licensing examination, to assess a physician’s

competence and fitness to practice prior to granting initial licensure.

For a variety of reasons, state medical boards devote few resources to prospectively
ensuring the ongoing competence of licensees. In contrast to the rigorous standards for
initial licensure, state medical boards have few requirements in place to ensure licensed
physicians maintain their competence throughout their professional careers. In virtually
all states, it is possible for a physician to practice medicine for a lifetime without having
to demonstrate to the state medical board that he or she has maintained an acceptable

level of continuing qualifications or competence.

State medical boards recognize that such practices are no longer acceptable. Rapid
advances in technology and medical science are revolutionizing medicine, making it
increasingly difficult for physicians to meet their professional responsibility to stay
current. Some physicians, for example, may take time away from clinical practice for
personal reasons such as to raise families or to pursue alternate careers which may
cause them to be unable to maintain the requisite competencies to practice medicine.?
State medical boards have historically functioned in a policing capacity, responding to
complaints and devoting their resources to removing from practice the “bad apples.” In
order to meet increased public demands for greater accountability, state medical boards
will need to broaden their responsibilities to include facilitating the continued

competence of all licensees.

FSMB Special Committee on Maintenance of Licensure
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In 2003, the Federation of State Medical Boards (FSMB) established a special
committee to study the issue of state medical boards’ role in ensuring physicians’
continued competence and to develop recommendations for use by state medical
boards. The Special Committee on Maintenance of Licensure was charged to develop a
position statement regarding the responsibility of state medical boards to ensure
licensees are competent over the course of their professional careers; and to develop
strategies for state medical boards to use in implementing programs to carry out that

responsibility.

The committee sought input from the following organizations regarding their work to
address the continued competence of physicians: Institute of Medicine (IOM), PEW
Health Professions Commission, Accreditation Council for Continuing Medical Education
(ACCME), American Board of Medical Specialties (ABMS), National Board of Medical
Examiners (NBME), The Joint Commission, American Medical Association (AMA),

American Osteopathic Association (AOA) and the North Carolina Medical Board.

The committee has issued two interim reports, the first of which contained the following

policy recommendation adopted by the FSMB House of Delegates in 2004:

State medical boards have a responsibility to the public to ensure the ongoing

competence of physicians seeking relicensure.

The committee’s second report outlined conceptual challenges associated with
implementing maintenance of licensure requirements, including determining the purpose
of the assessment, differentiating between competence and performance, and
assessment of undifferentiated medical practice versus specialty-specific assessment.

(The interim reports are provided as Addendum 1.)

In carrying out its charge, the committee adopted the following principles to guide its

work:

1. The goal of maintenance of licensure is to support physicians’ commitment to

lifelong learning and to facilitate improvement in physician practice while
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ensuring that physicians identified as having deficiencies are remediated and
truly incompetent physicians are removed from practice.

2. Collaboration with other stakeholders is critical. State medical boards should set
standards for maintenance of licensure and rely on external parties to develop
tools and resources for use by physicians in meeting those requirements.

3. Requirements are not to be punitive, redundant or overly burdensome for
physicians; and should be structured to allow consistent implementation across
jurisdictions.

4. If problems or deficiencies are identified, the system should include mechanisms
to ensure that appropriate training or intervention is prescribed.

5. Participation in intervention and training programs should be confidential and
non-punitive, enabling physicians to obtain help without fear of recrimination or

action from the state medical board.

This report provides guidance to state medical boards regarding how to implement
maintenance of licensure requirements. The report is divided into three sections. The
first section addresses maintenance of licensure, beginning with a discussion of
environmental trends that the committee believes create a climate that will support state
medical boards’ efforts to implement maintenance of licensure requirements. This
section also provides an overview of the status of discussions within the state medical
board community regarding maintenance of licensure as well as recommendations that
boards could use in implementing requirements for maintenance of licensure. The
second section provides guidelines regarding reentry to practice. The third section
includes suggestions regarding the kinds of assistance the Federation of State Medical
Boards can provide to state medical boards in implementing maintenance of licensure

standards.

SECTION I: MAINTENANCE OF LICENSURE

Environmental Trends

While the question of how to assure ongoing physician competence has a long history of
debate with little agreement, a number of developments over the past 15 years appear

to be providing impetus for action by the health professions regulatory community.
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Public Expectations regarding Physician Competence

In the mid-to late 1990s, the Institute of Medicine and the Pew Health Professions
Commission’s Taskforce on Health Care Workforce Regulation released a series of
reports addressing the quality and safety of the existing health care system. The IOM’s
To Err is Human report, which addresses medical error rates in the United States,
challenges the health professions to make the overall health care system safer for
patients by periodically re-examining and re-licensing providers "based on both
competence and knowledge of safety practices."® Subsequent IOM reports also
recommend that health regulatory boards take a more proactive and involved approach

to practitioner competence.**

The Pew Health Professions Commission Taskforce on Health Care Workforce
Regulation's initial report, Reforming Healthcare Workforce Regulation, also is cited as a
turning point for discussions within the health professions about addressing the issue of
ongoing practitioner competence. Released as part of a series of reports focusing on the
regulation of health care providers as a means of ensuring high-quality health care
services, the report recommends that states "require each licensing board to develop,
implement and evaluate continuing competency requirements to assure the continuing

competence of regulated health care professionals."®

In 1997, the FSMB commissioned a study of public awareness and attitudes about state
medical boards. The periodic retesting of physicians was the second most-cited

responsibility for state medical boards.’

In 2007, the AARRP, in collaboration with the Citizens Advocacy Center, conducted a
study of Virginians 50 years of age and older to assess their understanding and
knowledge of Virginia’s existing licensure requirements for health professionals to
maintain competence. More than 95 percent of respondents believe that healthcare
professionals should be required to show they have the up-to-date knowledge and skills
needed to provide quality care as a condition of retaining their license. Ninety percent of

the respondents indicated that it is at the least very important for health care
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professionals to periodically be re-evaluated to show they are currently competent to

practice safely.®

International Initiatives to Ensure Physician Competence

Since 1998, the General Medical Council (GMC) in the United Kingdom has been in the
process of implementing a "revalidation" program that will require all licensed physicians
to undergo review of their practice every five years in order to maintain their licenses.
The program, and the areas in which physicians' performance are reviewed, are based
on the principles set forth by the GMC in its Good Medical Practice guidelines, which
include good clinical care; maintaining good medical practice; teaching and training,
apprising and assessing; relationships with patients; working with colleagues; probity;
and health.’

The College of Physicians and Surgeons of Ontario has evaluated the continuing
competence of its licensees since 1981, when it initiated the Peer Assessment Program.
As part of the program, physicians undergo an office-based evaluation of their facilities,
medical records and quality of care once every 10 years. Physicians found to have
practice deficiencies participate in remediation programs developed by the College. The
College has also initiated Mini-Peer Assessments, in which physicians complete and
submit a questionnaire and medical records to an assessor for determination of whether
an on-site visit is necessary.'® A December 2006 survey of Ontario physicians regarding
the Peer Assessment Program shows that 73% of respondents rate the program as
excellent (42%) or good (31%)."

In 2007, the Council of the College of Physicians and Surgeons of Ontario approved an
amendment to its Bylaws requiring all physicians to participate in continuing professional
development, which consists of educational programs designed to assist physicians in
upgrading their knowledge and skills and addressing practice-specific needs in order to
assure their ongoing competence. Following legislative approval of the change, the
College will focus on developing standards and ways in which physicians can meet the
requirements.' The Council is also considering requiring physicians to notify the College
of any change in their scope of practice or of their intent to return to practice; this

information is currently provided on a voluntary basis. The change would allow the
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College to ensure that physicians who are practicing a particular medical specialty have

the necessary skills, training and experience.™

Increased emphasis on continuous improvement in medicine

Recent years have seen a number of medical regulatory organizations implement
initiatives that seek to instill principles of quality and performance improvement within the
medical profession. Such initiatives could provide resources for use by physicians in
meeting state medical boards’ continuing competence requirements for purposes of
licensure renewal/re-registration. The following paragraphs describe some of these

initiatives.

American Board of Medical Specialties: Maintenance of Certification

The American Board of Medical Specialties is an organization of 24 member boards
responsible for specialty certification and recertification of physicians. In 1998, in
response to concerns about the inadequacy of the existing recertification process to
document physicians’ ongoing competence, the ABMS proposed a Maintenance of
Certification (MOC) program that requires physicians to provide evidence of meeting the
following criteria on a continual basis in order to maintain specialty board certification:

e Part I: professional standing

e Part Il: commitment to lifelong learning and involvement in periodic self-

assessment
e Part lll: cognitive expertise

e Part IV: evaluation of performance in practice

Maintenance of Certification has since been adopted by all ABMS member boards as
the model for recertification. Each specialty board is responsible for developing and
implementing its own program to assure the ongoing competence of its members, while

adhering to the standards and guidelines set forth by the ABMS.

Physicians participating in the MOC program are expected to demonstrate competence
in the following six general competencies: medical knowledge, patient care, practice-

based learning and improvement, interpersonal and communication skills,

FSMB Special Committee on Maintenance of Licensure
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professionalism, and systems-based practice. Physicians who have certificates without
time limit are exempt from participation in MOC. However, such physicians will not lose
their permanent certification if the choose to voluntarily participate in MOC but fail to
meet the MOC requirements. Implementation of maintenance of licensure requirements
could motivate this group of physicians to comply with MOC requirements in order to

meet licensure requirements.

Accreditation Council for Continuing Medical Education

In 2005, in an effort to strengthen the role of CME in physician performance
improvement and lifelong learning, the ACCME proposed a model for CME based on
practice-based, self-directed physician learning and change.' Subsequently, in
September 2006, the ACCME released new standards for the accreditation of CME
providers that focus on learning and change for both CME providers and learners. The
new standards aim to improve physician practice and, thus, the quality of patient care by
requiring CME providers to develop and implement CME programs that focus on
improving physician competence, physician performance and/or patient outcomes. CME
providers will be asked to evaluate their success in meeting this goal. The new
standards represent a shift in CME in that providers will move through levels of
accreditation that require them to take on greater responsibility for changing and
improving CME, ultimately moving beyond simply providing CME opportunities to

becoming a strategic asset to quality and safety initiatives.'

Accreditation Council for Graduate Medical Education

As part of its mission to ensure and improve the quality of graduate medical education,

in 2001 the Accreditation Council for Graduate Medical Education (ACGME) began
implementation of the Outcome Project. While the accreditation process traditionally
focused on the potential of a program to educate residents, the Outcome Project focuses
on the actual accomplishments of a program through an assessment of its outcomes. As
part of the Outcome Project, residency programs are required to provide educational
experiences that enable their residents to obtain competencies in six general areas:
medical knowledge, patient care, practice-based learning and improvement,

interpersonal and communication skills, professionalism, and systems-based practice.
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Residency programs also must demonstrate a plan to assess residents’ performance
and to utilize the results to improve performance. Consequently, the Outcome Project is
also involved in the identification and development of measurement tools. The ACGME,
in collaboration with the ABMS, developed a “toolbox” of instruments that programs can
use for educational outcomes assessment, including 360-degree evaluation, chart
stimulated recall oral examinations, checklist evaluation of live or recorded performance,

patient surveys and written examinations.'®

Bureau of Osteopathic Specialists

The Bureau of Osteopathic Specialists (BOS) is an organization of 18 member boards
responsible for the specialty certification and recertification of osteopathic physicians. All
member boards currently issue time-limited certificates, and the BOS has begun
incorporating seven core competencies (medical knowledge, osteopathic philosophy and
osteopathic manipulative medicine, patient care, professionalism, interpersonal and
communication skills, practice-based learning, and improvement and systems based
practice) into the recertification process. In addition, there is ongoing dialogue between
the BOS and its member boards about moving to continuous, rather than periodic,
evaluation of physicians’ competence."” The American Osteopathic Board of Emergency
Medicine (AOBEM) has already implemented a continuous certification program to
replace traditional recertification. As part of this process, diplomats are required to
provide evidence of meeting criteria in four components on a continual basis:
Professional Status, Continuous Osteopathic Learning Assessment, Formal Re-

Certification Examination, and Practice Status.'®

The Joint Commission

The Joint Commission is responsible for the accreditation of health care organizations
and programs in the United States. As part of the accreditation process, the Joint
Commission evaluates health care organizations’ compliance with Joint Commission
standards, including those for credentialing and privileging of physicians. Prompted by
deficiencies in the existing system, in 2003 the commission began revising its

credentialing and privileging standards to focus on the proactive evaluation of
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physicians’ competence and to move beyond privileging decisions based primarily on an

evaluation of physicians’ technical skills.

The new standards, which were implemented in January 2007 and January 2008, are
intended to make the credentialing and privileging process more objective and evidence-
based by facilitating continuous monitoring of physicians’ performance and by providing
a basis for intervening when quality of care concerns are identified.' Under the new
standards, organizations are required to implement a Focused Professional Practice
Evaluation as well as an Ongoing Professional Practice Evaluation as part of the
credentialing and privileging process. The Focused Professional Practice Evaluation
standards apply to 1) the evaluation of currently privileged practitioners who are seeking
new privileges they have never performed before in the organization and 2) situations in
which the competence of a practitioner with existing privileges comes into question. The
Ongoing Professional Practice Evaluation standards enable the continuous, rather than

periodic, review of practitioners’ performance.?*%'

The new standards also require organizations to evaluate physicians on multiple
competencies, such as the six core competencies developed by the Accreditation
Council for Graduate Medical Education (i.e., medical knowledge, patient care, practice-
based learning and improvement, interpersonal and communication skills,
professionalism, and systems-based practice), rather than just technical competency.
Finally, the new standards address hospital-based education and require that such
activities relate, at least in part, to the type of services offered by the organization and be

based on the findings of performance improvement activities.

American Medical Association

The American Medical Association is a national physician advocacy body in the United
States and works to develop programs and policies that address physician practice. As
part of this effort, the AMA, through its Initiative to Transform Medical Education (ITME),
is collaborating with a broad array of stakeholders within the medical profession to
address the need to reform the medical education system, including the need for
educational opportunities to support physicians’ continuing professional development

and to assist physicians seeking to reenter practice.?*??

FSMB Special Committee on Maintenance of Licensure
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Recognizing the increasing and varied ways in which physicians learn, in recent years
the AMA has also expanded the credit for the AMA Physician Recognition Award (PRA)
Category 1 Credit to include test item writing, manuscript review, performance

improvement activities and internet learning and point of care.?*

Ensuring Competence as a Condition of License Renewal/ Re-registration

All medical licensing authorities require physicians to renew or re-register their licensees
every one to three years.? This process requires licensees to complete a renewal/re-
registration form and pay a fee. State medical boards may also review hospital privilege
reports, malpractice reports, specialty board certification status, disciplinary data banks,
hospital audits/inspections, patient complaints and other information in an effort to
assess licensees’ competence and fitness to practice at the time of license renewal/re-

registration.

In addition to assessing a licensee’s qualifications for relicensure, 60 out of 69 medical
licensing boards require physicians to obtain a specified number of CME credits.?® While
some states mandate that a certain number of required CME hours be content-specific,
such as HIV/AIDS, palliative care, pain management and medical ethics, no jurisdiction
requires physicians to obtain CME that has a direct relation to their actual practice. State
medical boards require physicians to attest on the license renewal/re-registration form to
having met CME requirements and subsequently conduct random audits of a certain
percentage of license renewal/re-registration applicants to ensure CME requirements

have been met.

Concerns about the utility of CME in assuring physicians’ ongoing competence have
been raised since the late 1970s, when state medical boards first began mandating CME
for license renewal/re-registration. Concerns have centered around whether such
programs truly impact physician performance, especially if the CME is not related to the
physician’s day-to-day practice or deficiencies. ?"?® There is now empiric evidence from
meta syntheses that supports the use of CME as a tool for physician learning and

change.?%%3'32 |n addition, the CME community has made great strides in addressing
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concerns about CME’s impact on physician practice and in developing CME programs

and criteria that address physician performance and lifelong learning.*®

State medical boards and maintenance of licensure

In the last 10 years, medical licensing authorities in California, Texas, and Nevada have
attempted to or studied the feasibility of implementing requirements for periodic
demonstration of competence for license renewal/re-registration. In all three cases, the
boards abandoned their initiatives due to the political climate, concerns about the
negative impact on workforce, or resistance from the profession based on lack of
evidence that such requirements would make a difference in the quality of care provided

to patients.

According to a 2007 survey conducted by the Federation of State Medical Boards,
continuing competence of physicians is a matter of concern. Sixty-three of 69 FSMB
member boards responded to the survey, and 36 (57.2%) indicated that they had
discussed the issue one or more times within the past 12 months. Three boards (4.8%)
had formed a committee to study the issue, while only nine (14.3%) had never discussed
the issue. While many boards (29 or 47.5%) indicated that they were undecided on the
issue, 22 (36.1%) said they are supportive. Eight (13.1%) responded that they are

uninformed and only two (3.3%) responded that they are not supportive.

The vast majority of boards (55 or 87.3%) have not implemented or previously attempted
to implement rules and regulations, policies or statutes regarding maintenance of
competence, but eight (12.7%) indicated that they have. Finally, most boards (25 or
42.4%) said that their existing statutes do not give board the authority to implement
maintenance of competence requirements. Twenty-one (35.6%) said existing statutes do

give them authority, while 13 (22.0%) were not sure.>

These results are similar to the results of a 2002 Citizen Advocacy Center (CAC) survey
of 323 health professions licensing boards (45 of which were state medical boards)
regarding continuing competence. Seventy boards (21%) stated that they were
"considering introducing continuing competency requirements in the future," and 60

(19%) had already formed committees to study the issue. Responses from 16 boards
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(22%) indicated that their state’s legislature was considering new initiatives to require
licensees to periodically demonstrate their continuing competence. Program models
being considered ranged from requiring all licensees to demonstrate current competence
upon license renewal to requiring demonstration of current competence by only those
licensees that meet specified "triggers", such as change in practice setting, disciplinary

action and failure to recertify with a credentialing agency.*

Guidelines for Implementing Maintenance of Licensure Requirements

Establishing standards for demonstrating competence

State medical boards should require physicians seeking relicensure to demonstrate
competence in the area of practice in which they engage on a daily basis. Such

requirements should include the following elements or expectations:

1. Participation in an ongoing process of reflective self-evaluation, self-assessment
and practice assessment, with subsequent successful completion of educational

activities tailored to meet the needs or deficiencies identified by the assessment.

Evidence of self-evaluation, self-assessment and practice assessment could
include participation in self-evaluation exercises or modules, such as self-review
tests, home study courses and web-based materials, or passage of a state
medical board approved examination in the physician’s current practice area.
Remediation and educational activities could include review of literature in the
physician’s current practice area; CME in the physician’s current practice area
that enhances patient care, performance in practice and and/or patient

outcomes; or participation in other educational programs.

2. Demonstration of continued competence in the following areas: medical
knowledge, patient care, practice-based learning and improvement, interpersonal
and communication skills, professionalism, systems-based practice and, if
applicable, osteopathic philosophy and osteopathic manipulative medicine;
including the knowledge, skills and abilities to provide safe, effective patient care

within the scope of their professional medical practice.

FSMB Special Committee on Maintenance of Licensure
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This criterion should be met, in part, by passage of a valid, secure, proctored
examination in the physician’s current practice area not more than every 10

years.

3. Demonstration of accountability for performance in practice.

This could be met by peer assessment, such as 360 evaluations, letters of
recommendation and letters of attestation of clinical activities, or by patient
reviews, such as satisfaction surveys. Participation in recognized quality
improvement activities as well as collection and analysis of practice data, such as
thorough review of office records, chart review, case review and submission of a

case log, could also be utilized.

Licensees should be expected to provide documented evidence of compliance with the
state medical board’s maintenance of licensure requirements. State medical boards
should provide guidance to licensees as to the types of evidence the board deems
acceptable for purposes of meeting maintenance of licensure requirements. Such
evidence could include documentation of continuous participation in Maintenance of
Certification processes or participation in recognized quality improvement activities such
as those required by Joint Commission, If a licensee’s clinical practice is outside the
scope of his or her board certification or training, the licensee’s documentation should

include evidence of competence in that practice.

Physicians not in active clinical practice

All physicians with active licenses should be expected to meet requirements for
maintenance of licensure. Physicians not in active clinical practice who wish to maintain
an active license should be expected to comply with all maintenance of licensure
requirements. Evidence of demonstration of accountability for performance in clinical
practice could be met by evaluation of a physician’s competence relevant to that
practice. Assessment methods should address the knowledge, skills and behaviors
necessary to deliver safe and effective care for the types of patients that would typically

be encountered in their practice. Physicians whose licenses are inactive or have lapsed

FSMB Special Committee on Maintenance of Licensure
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should be expected to meet these requirements when they reenter active clinical

practice.

Disclosure

Physicians who do not comply with maintenance of licensure requirements or who are
identified through the program as incompetent should be subject to normal adjudication
processes and to public disclosure as required by state law. When an education or
remediation plan is required by the state medical board for these practitioners, the state
medical board should approve the elements and scope of the plan prior to its initiation.

All other maintenance of licensure activities should not be subject to public disclosure.

Reporting requirements

In order to assure that physicians are demonstrating competence within their scope of
practice, state medical boards should require licensees to report information about their
practice as part of the license renewal or re-registration process. Such information
should include: scope of practice, type of practice (to include location, supervisory
responsibilities), status (e.g., full-time, part-time, number of hours worked per week),
whether they are actively seeing patients, specialty board certification or recertification
status, and what activities they are engaged in if they are not engaged in clinical practice
(e.g., research, administration, non-medical work, retired, etc.). Practitioners, as part of
their personal and professional responsibility, should keep the board apprised of their
practice status at all times by reporting any subsequent changes in practice status or

scope of practice to the board within a specified timeframe as determined by the board.

Research

Developing evidence regarding the impact of maintenance of licensure programs on
physician practice and patient care is a priority. State medical boards should work with
relevant organizations to develop a research agenda aimed at gathering data to improve

maintenance of licensure processes.

Section II: Reentry to Practice

FSMB Special Committee on Maintenance of Licensure
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Many practitioners who take voluntary leaves of absence from clinical practice choose to
maintain full and unrestricted licensure status while on leave. Currently, because states
do not have maintenance of licensure requirements in place, such practice poses a
significant dilemma for state medical boards. Most state medical boards currently do not
gather data about their licensees’ practice status, thus they have no means of identifying
licensees who are clinically inactive or validating that these individuals are adequately

prepared to reengage in patient care duties.

The policy questions pertaining to reentry to practice are challenging. For example, how
many hours a week of patient care duties constitute active clinical practice? Do all areas
of specialized medical practice require the same level of active patient care in order to
maintain competence in that specialty? Should reentering physicians be required to
demonstrate competence for the general undifferentiated practice of medicine or

competence in those areas in which they will be providing patient care?

Limited information is available to inform discussions about these policy issues.
However, the growing number of physicians facing reentry to practice challenges, along
with a growing workforce shortage, has led to the recognition of the critical importance of

facilitating the successful return to practice of qualified practitioners.*¢*

The following guidelines are intended to help state medical boards facilitate a physician’s
reentry to practice while simultaneously ensuring the public is protected. While some of
the recommendations contained herein may be appropriate for physicians whose
absence is due to disciplinary or impairment reasons, the guidelines are primarily
intended to address situations where a physician has taken a voluntary leave of
absence. For purposes of this report, the recommendations apply to both physicians and

physician assistants.

Determining when a practitioner should demonstrate readiness to reenter practice

One of the initial questions a state medical board grapples with when faced with a
practitioner who has been clinically inactive is whether he or she has the knowledge and

clinical skills needed to provide safe patient care. Currently, most state boards use a two

FSMB Special Committee on Maintenance of Licensure
15



508
509
510
511
512
513
514
515
516
517
518
519
520
521
522
523
524
525
526
527
528
529
530
531
532
533
534
535
536
537
538
539
540
541

DRAFT REPORT

year timeframe when considering practitioners who are seeking to return to clinical
practice, although requirements nationwide range from 1 to 5 years. Current FSMB
policy recommends that applicants for licensure by endorsement who have not been in
active practice for the previous 24-month period be required to demonstrate their

continued competence.®®

Little research is available to inform discussions about how time away from clinical
practice impacts competence. Because competence is maintained in part through
continuous engagement in patient care activities, practitioners seeking to return to
clinical work following an extended leave should be considered on a case-by-case basis.
Decisions about whether the practitioner should demonstrate readiness to reenter
practice should be based on a global review of the physician, including length of time out
of practice, the physician’s area of specialization, malpractice history, prior disciplinary
history, hospital privilege reports, patient complaints and whether the practitioner
participated in continuing medical education activities during the time out of clinical

practice.

Practitioners who wish to take some time away from clinical practice should be
encouraged to remain clinically active in some capacity, even if on a limited basis, and to

participate in ABMS Maintenance of Certification or AOA equivalent activities if available.

Standards for demonstration of readiness to reenter practice

All practitioners returning to clinical practice after a period of inactivity should be required
to provide documented evidence of competence in the scope of practice in which he or
she plans to engage. Because the practitioner’s intended scope of practice may not be
the same as the specialty in which he or she is trained or board certified, the reentering
practitioner should also be required to provide information regarding the environment
within which they will be practicing, the types of patients they anticipate seeing, and the
types of clinical activities in which they will be engaged. The degree of evidence required
may vary depending on the length of time away from clinical practice and whether the
practitioner’s scope of practice is consistent with his or her medical education and

training.
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Reentry documentation should reflect the practitioner’s participation in assessment
and/or self-reflection activities with subsequent successful completion of educational
activities tailored to address weaknesses or deficiencies identified through the
assessment. Formal documentation of such activities should be required. Continuing
medical education activities presented by the practitioner in support of his or her
competence should be relevant to the area of practice in which the practitioner intends to
engage and should be accredited by an accrediting agency acceptable to the state

medical board.

If available, practitioners also should be required to provide documentation showing their
satisfactory performance in practice. Examples of such documentation could include

reports from practice monitors, preceptors, peer evaluations, locum tenens, etc.

Requirements for reentry and education plans

Practitioners who have been clinically inactive or who plan to move into a new area of
clinical practice should participate in a reentry plan developed and/or approved by the
state medical board. Potential resources that could be used as part of a reentry plan
include practice monitors; chart audits; “mini-residencies”; individualized, tailored

continuing medical education; and evaluation by a formal assessment program.

State medical boards should use an individualized, diagnostic approach to identify the
educational and clinical needs of the returning practitioner and identify remedial
educational services to address identified weaknesses or deficiencies. State medical
boards should approve the elements and scope of the educational program prior to its
initiation. Subsequently, the practitioner should be required to present the evaluation
results and evidence of successful completion of the subsequent educational plan to the
state medical board. All costs associated with the reentry and educational programs

should be borne by the practitioner.

State medical boards should foster collaborative relationships with academic institutions
and specialty societies within their jurisdictions to develop educational and remediation

interventions and resources for the various types of practices.
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Monitoring practitioners who reenter the workforce

Practice monitors may be selected by either the state medical board or the practitioner,
but in all cases should be approved by the state medical board. The practice monitor
should be board certified and practicing in the same clinical area as the practitioner

seeking reentry.

The state medical board should set forth in writing its expectations of the practice
monitor, including what aspects of the reentering practitioner’s practice are to be
monitored, frequency and content of reports by the monitor to the state medical board
and how long the practice is to be monitored. The timeframe stipulated for monitoring the
practice will vary depending on the practitioner’s circumstances. The board’s
expectations should be communicated both to the monitor and the practitioner being

monitored.

The practice monitor should be required to demonstrate to the board’s satisfaction that
he or she has the capacity to serve as a practice monitor, including sufficient time for
mentoring; lack of disciplinary history; proof of an active, unrestricted medical license;
letters of recommendation; and/or demonstration of a prescribed number of years in

clinical practice.

The practice monitor should be permitted to receive financial compensation or incentives
for work associated with practice monitoring. Any costs associated with the practice
monitoring should be borne by the reentering practitioner, unless alternate financial

arrangements or funding is available.

The state medical board should work with the state medical society and the medical
education community to identify and increase the pool of potential practice monitors. The
state medical board should also explore ways in which legal protection could be offered
to practice monitors, such as through the state or through malpractice carriers. Such
protection could encourage and increase the willingness of practitioners to act as

practice monitors.

FSMB Special Committee on Maintenance of Licensure
18



609
610
611
612
613
614
615
616
617
618
619
620
621
622
623
624
625
626
627
628
629
630
631
632
633
634
635
636
637
638
639
640
641
642

DRAFT REPORT

As an alternative to practice monitors, state medical boards could require chart audits to
be performed by independent practitioner reviewers assigned by the state medical

board.

A system of checks and balances should be in place to ensure that practitioners who
have returned to clinical practice after an extended leave are being monitored. The state
medical board should expect all practitioners reentering clinical practice to inform the
board of what quality assurance and quality control processes and mechanisms will be
used in their practices; such processes and mechanisms should be approved by the
board.

While state medical boards are responsible for ensuring that practitioners are safe to
reenter clinical practice, hospital credentialing committees and peer review organizations
provide a subsequent check of practitioners’ competence to practice. State medical
boards should coordinate with the practitioner’s employer or privileging body as a safety
measure to ensure the practitioner is practicing within the scope of practice in which he
or she has demonstrated competence. For practitioners who are in solo or office-based
practices, state medical boards should require chart audits to be performed by

independent reviewers assigned by the state medical board.

Improving regulation of licensed practitioners who are clinically inactive

Until such time that maintenance of licensure requirements are in effect, state medical
boards should implement the following mechanisms to improve regulation of licensed

practitioners who are clinically inactive but may return to clinical practice in the future.

Identifying inactive licensees: State medical boards should require licensees to report
information about their practice as part of the license renewal or registration process, to
include: type of practice, status (e.g., full-time, part-time, number of hours worked per
week), whether they are actively seeing patients, specialty board certification or
recertification status, and what activities they are engaged in if they are not engaged in
clinical practice (e.g., research, administration, non-medical work, retired, etc.). Such
information will enable state medical boards to identify licensees who are not clinically

active and to intervene as needed if and when a licensee chooses to return to patient
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care duties. State medical boards should advise licensed practitioners who are clinically
inactive of their personal obligation to participate in an individualized, diagnostic reentry

program that assures their readiness to resume patient care duties.

Licensure status: Licensed practitioners who are clinically inactive should be allowed to
maintain their licensure status as long as they pay the required fees and complete any
required continuing medical education or other requirements as set forth by the board.
Upon a practitioner’s decision to return to clinical practice, he or she should be required

to participate in a reentry plan approved by the board.

Consent orders as a licensing mechanism: Medical boards should be authorized to use
non-punitive, time-limited consent orders to return a practitioner’s license to active,
unrestricted status. Such a mechanism permits the practitioner to participate in activities
necessary to regain the knowledge and skills needed to practice medicine safely, such
as participation in a mini-residency. The consent order should be a public document
about the physician’s participation in a reentry program. The consent order should
specify the case-specific details of the reentry program and should be lifted once the
specified requirements have been met. For liability coverage and specialty board

certification purposes, the license should be reported as active and unrestricted.

When used in this fashion, the consent order should be viewed as a licensing action, not
a disciplinary action. The licensing committee of the state medical board should have
sole discretion as to the content of the order and should have the authority to remove the
order once the requirements have been met. While the intent of the consent order is to
provide the board with a non-punitive means of assessing an applicant’s readiness to
reenter practice, the board should have the authority to discipline the practitioner for

unprofessional conduct should he or she fail to meet the terms of the order.

Reducing barriers to reentry

Financial: Practitioners returning to clinical practice after an extended leave often face
financial challenges that hinder their ability to update their knowledge and clinical skills.
While a number of practitioner assessment programs exist across the United States and

Canada, they are often cost-prohibitive. State medical boards and practitioners should
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work with assessment programs, as well as specialty societies and private
organizations, to determine alternative financial arrangements or sources of funding. Any
costs for participating in the program should be borne by the practitioner, unless

alternate financial arrangements or funding is available.

Insufficient educational resources: Preceptors and residency programs often are hesitant
to assume responsibility for monitoring or reeducating practitioners who have been out
of clinical practice for some period of time because of financial and liability concerns.
State medical boards should work with preceptors and residency programs to address

these concerns.

Insurance coverage: According to information from the Physician Insurers Association of
America (PIAA), insurers typically require physicians to have a license to practice prior to
providing coverage, as documentation of a license to practice serves as basic
competency criteria for insurers when accepting new physicians.*® In situations involving
a licensed physician reentering the workforce, state medical boards should utilize the
mechanisms recommended in these guidelines to facilitate reporting of the physician’s
license as unrestricted in order to meet insurers’ requirements. State medical boards
should work with insurers to address concerns associated with insurance coverage for

physicians returning to clinical practice.

Relationship between licensure and specialty certification

A physician’s ability to maintain specialty board certification during a leave of absence
will depend on whether the physician has voluntarily allowed his or her license to lapse.
The 24 boards of the American Board of Medical Specialties are progressing with
implementing maintenance of certification programs, which require, in part, the
physician’s ability to demonstrate good professional standing by virtue of having a full
and unrestricted license. In situations where a licensed, board certified physician is
returning to clinical practice after a substantial period of inactivity (two or more years),
state medical boards should make every effort to ensure that any conditions for the
physician’s reentry to practice do not hinder the physician’s ability to maintain specialty

certification.
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Outreach measures

To help prepare practitioners who either are thinking about taking a leave of absence or
are considering returning to the clinical practice, state medical boards should proactively
educate licensees about the issues associated with reentering clinical practice. For
example, state medical boards could develop a white paper providing guidance on
issues like the importance of engaging in clinical practice, if even on a limited, part time
basis, or seeking counsel from their insurance carriers prior to withdrawal from practice
and when they are ready to reenter practice. State medical boards could include such

information with the initial license, in the board’s newsletter and on the board’s website.

In doing so, the medical community will have to determine how to make the system
flexible enough to accommodate practitioners whose personal lives impact their ability to
provide patient care even in a part-time capacity. Medical education programs, hospitals
and residencies will need to be encouraged to accommodate individuals who are
interested in engaging in clinical practice and education on a limited basis in order to

remain engaged in medicine.

Section lll: FSMB Assistance in Implementing Standards

To assist state medical boards in implementing maintenance of licensure and reentry to
practice standards, the Federation of State Medical Boards should make appropriate
revisions to its policy document Essentials of a Modern Medical Practice Act, which will
provide sample language that boards can use, if needed, in revising their medical
practice acts to implement the standards. (Proposed revisions are provided as
Addendum 2.)

The FSMB should also assist states in developing campaigns to support implementation
of the standards. The FSMB should provide resource materials to assist state medical
boards when speaking to their legislatures about the standards, including testimony and
letters of support. Furthermore, the FSMB should assist state medical boards with
developing key messages and public relations tools to assist in reaching and educating
legislatures, practicing physicians, the public and other relevant and interested entities

about the standards and rationale for implementation.
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Conclusion

State medical boards are charged to protect the public by ensuring that licensed
physicians are safe to practice. As the sole entity with the authority to regulate
physicians, state medical boards are also obligated under the laws of their states to
ensure that unfit physicians are removed from practice. Increased calls for the health
professions to be more accountable are putting the onus on state medical boards to take
a more proactive approach to evaluating and ensuring physicians’ ongoing competence.
As state medical boards proceed with implementing maintenance of licensure
requirements, they should find a balance between their duty to remove unsafe
practitioners and facilitating practice improvement and enabling remediation and

education where appropriate.

Physicians, in turn, have a professional obligation to their patients to maintain their
competence in order to provide safe and effective care. Participation in maintenance of

licensure activities will assist physicians in fulfilling that responsibility.

Physicians who have been out of practice for an extended period of time and want to
reenter active clinical practice pose a unique challenge to state medical boards. State
medical boards should mandate reentry plans for all physicians who have been out of
clinical practice. However, given the complexity and uniqueness of the circumstances
surrounding physicians’ withdrawal from medical practice, state medical boards should
have a multi-faceted plan to address the unique situation presented by each physician at
the time of reentry. Since no one single plan for reentry will work for all physicians, state
medical boards should have available a variety of mechanisms that can be utilized and
implemented depending on what is most appropriate in any given situation. State
medical boards should take proactive steps to encourage physicians to remain “primed”
during the time they are out of practice, such as participating in continuing medical

education activities or a maintenance of certification program of a certifying board.

Whether assessing the competence of physicians who are currently in practice or who
are seeking to reenter practice, state medical boards should take advantage of the

changing environment to encourage the development of new, additional assessment
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programs. State medical boards should also encourage the cooperation of medical
schools and residency programs in providing educational opportunities for updating
existing skills or learning the necessary skills to move into a new clinical area for
physicians identified through the maintenance of licensure process or seeking to reenter

practice.

Definitions

For the purposes of this report, the following terms are defined as follows:

Accredited — having complied with the standards of a public or private organization
approved to issue certificates of accreditation based on an examination of quality of

services provided compared to established standards.

Assessment — a formal system to evaluate a practitioner's competence and ability to

perform safely and effectively within the practitioner’s scope of practice.

Clinical practice — the active involvement in providing direct patient care and/or

consultative care.

Competence — A competent physician is one who demonstrates the requisite
knowledge, technical skills, judgment, and interpersonal and communication skills to
provide safe, effective patient care within the scope of professional medical practice

while engaging in ongoing, practice-based learning and improvement.

Continuing Medical Education — educational activities that maintain, develop or
increase the knowledge, skills, professional performance and relationships that a

physician uses to provide services for patients, the public or the profession.

Credentialing — the process of obtaining, verifying, and assessing the qualifications of a
health care practitioner to provide patient care services in or for a health care
organization. (JCAHO Hospital Accreditation Standards, 2003)
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License — authorization by law to practice medicine.

License renewal/re-registration — the process whereby a licensee demonstrates

qualification for continued licensure.

Licensure — the process by which a state medical board grants a license pursuant to

applicable statutes.

Maintenance of competence — the dynamic process of assessing and updating the
knowledge, skills and attitudes required to meet the needs of the physician’s current

practice. (From Aylmer I)

Maintenance of licensure — the process by which a licensee demonstrates that he/she
has maintained his or her competence and qualifications for purposes of continued

licensure.

Performance - the translation of competence into action when managing patient care.

(From Aylmer I)

Privileging — the process whereby a specific scope and content of patient care services
(that is, clinical privileges) are authorized for a health care practitioner by a health care
organization based on evaluation of the individual’s credentials and performance.
(JCAHO Hospital Accreditation Standards, 2003)

Reentry to practice — a return to clinical practice following a period of inactivity as

defined by the licensing authority.

Remediation — The process whereby deficiencies in physician performance identified

through an assessment system are corrected.

Retraining — updating one’s skills or learning the necessary skills to move into a new

clinical area.

FSMB Special Committee on Maintenance of Licensure
25



846
847
848
849
850
851
852
853
854

DRAFT REPORT

Self-assessment — the evaluation process a professional uses to define any gaps, or
differences, between their own knowledge or competence (ability) or performance-in-

practice and that of a pre-determined self-, norm- or criterion- referenced standard.

Specialty certification — recognition granted by the American Board of Medical
Specialties (ABMS), Bureau of Osteopathic Specialists (BOS) or other equivalent
organization as determined by the state medical board that a practitioner has met certain
published standards; provides evidence to the public that a practitioner has successfully

demonstrated advanced training and experience in a given specialty.
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ADDENDUM 1
BRD RPT 04-1
REPORT OF THE BOARD OF DIRECTORS
Subject : Report on: Special Committee on Maintenance of Licensure

Referredto : Reference Committee

In the United States, medical licensing authorities are charged through state medical
practice acts to ensure that physicians granted the privilege of licensure are competent
to practice medicine safely. According to Federation of State Medical Board policy as
set forth in A Guide to the Essentials of a Modern Medical Practice Act, the primary
responsibility and obligation of the state medical board is to “protect the public from the
unprofessional, improper, incompetent, unlawful, fraudulent and/or deceptive practice of
medicine.” All medical practice acts are built upon this same premise, and likewise, all
state medical boards have some set of criteria (e.g., review of applicant’s education and
training, assessment of applicant’s medical knowledge via a licensing examination, etc.)
to assess a physician’s competence and fitness to practice prior to granting initial

licensure.

In the interest of public protection, state medical boards also have the implied
responsibility of assuring the ongoing competence of licensed physicians. For a variety
of reasons state medical boards have been passive in this arena. In fact, state medical
boards currently devote few resources to prospectively assuring the ongoing
competence of a licensee. A physician who pays a re-registration fee, fulfills any re-
registration requirements set by the board, and who has not had a complaint filed with
the medical board may practice medicine for a lifetime without having to demonstrate

that he or she has maintained an acceptable level of continuing qualifications.

According to a study commissioned by the Federation of State Medical Boards in 1997

regarding public awareness and attitudes about state medical boards, the periodic
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retesting of physicians was the second most-cited responsibility for state medical
boards, with 9.3% of the public mentioning it “top-of-mind.” (10% top-of-mind mention
signals a national issue.) Clearly, the public thinks state medical boards have a
responsibility to monitor and deal with the competence of individual physicians and,
arguably, probably believes this is already occurring. Furthermore, in September 2000,
the Federation hosted a symposium to discuss the role of medical licensure in the next
century and the priorities facing state medical boards. Assuring the ongoing
competence of physicians was identified as one of three main challenges facing state

medical boards in the next decade.

Recently, national health care policy tracking organizations such as the Pew Health
Professions Commission Taskforce on Health Care Workforce Regulation and the
Institute of Medicine (IOM) have recommended that state medical boards develop and
implement continuing competence requirements and that they periodically re-examine
and re-license physicians based, in part, on demonstration of competence. Likewise,
consumer advocacy groups such as the Citizen Advocacy Center (CAC) have asserted
that medical licensing authorities need to demonstrate to the public that licensees are

competent throughout their careers.

In 2002, the CAC released the results of a survey of 323 health professions licensing
boards (45 of which were medical boards) regarding continuing competence. Seventy
boards (21%) stated that they are "considering introducing continuing competency
requirements in the future," and 60 (19%) have already formed committees to study the
issue. Responses from 16 boards (22%) indicate that their state’s legislature is
considering new initiatives to require licensees to periodically demonstrate their

continuing competence.

Medical licensing authorities in Nevada, Texas and California have formed committees
to study how best to assure licensees’ ongoing competence, and Nevada is poised to
become the first board to require physicians to demonstrate their ongoing proficiency for
license re-registration. Additionally, the American Board of Medical Specialties (ABMS)
is implementing a system that will require board-certified physicians to continually

demonstrate their ongoing competence in order to maintain certification.
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As an organization dedicated to serving the public interest and promoting high standards
for physician licensure and practice, the Federation has periodically discussed the
responsibility of state medical boards to ensure the ongoing competence of physicians
since the late 1970s. Through a series of Ad Hoc Committees in the late 1970s and
early 1980s, the Federation evaluated the concept of physician re-licensure and the role
that continuing education and other measures could play in assuring ongoing physician
competence at the time of re-registration and/or re-licensure. In 1996, the Federation’s
Special Committee on Evaluation of Quality of Care and Maintenance of Competence
assessed the role of state medical boards in assuring quality care and physician
competence and recommended, in part, that states develop proactive methods of

identifying physicians whose competence may be in question.

In May 2003, Federation Chair Thomas D. Kirksey, MD, established the Special

Committee on Maintenance of Licensure. The committee charge is to:

1. Evaluate the responsibility state medical boards have to ensure physician
competence through the course of one’s professional career and the efficacy of

methods historically used to carry out those responsibilities;

2. Research, review and evaluate systems currently used or under development by
healthcare providers and national medical organizations to facilitate maintenance
of physician competence, and determine to what extent these systems could

assist state medical board efforts to ensure physician competence;

3. Identify pertinent stakeholders, their positions regarding the role of state medical
boards in ensuring physician competence for purposes of relicensure, and where
appropriate, their willingness to collaborate with medical regulators to achieve

improvement in physician practice.

4. Research, review and evaluate tools/resources available to state medical boards

and others for use in measuring competence and remediating deficiencies;
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5. Develop a position statement regarding the responsibility of state medical boards

in ensuring physician competence over the course of his/her career;

6. Develop strategies for state medical boards to use in implementing programs to
ensure physicians maintain an appropriate level of competence to practice

medicine safely throughout their professional careers.

The Special Committee on Maintenance of Licensure has met twice since May 2003. At
these meetings, the committee reviewed current legislative and medical board initiatives
regarding maintenance of competence, as well as similar initiatives being undertaken by
other healthcare professions and medical regulatory agencies in the United States and
internationally. The committee has begun to discuss tools and systems or partnerships,
that boards could utilize or implement to proactively assess the continued competence of
their licensees. The committee also discussed the need for a cohesive remediation
system within the United States to provide remedial education programs to physicians

who would be identified through maintenance of competence initiatives.

Representatives from the Pew Health Professions Commission Taskforce on Health
Care Workforce Regulation and from the Institute of Medicine met with the committee to
discuss their organizations’ recommendations that regulatory boards implement
mechanisms to periodically assess licensee competence. A representative from the
ABMS presented information regarding the ABMS’ Maintenance of Certification program,
and a representative from the Accreditation Council for Continuing Medical Education
discussed initiatives to develop valid, appropriate, and meaningful continuing medical

education that is relevant to the physician’s practice.

Throughout these discussions, the committee has been cognizant of the need to balance
public interest against professional autonomy. In making a determination about the
responsibility of state medical boards to ensure ongoing physician competence, the
committee acknowledged that the majority of physicians embrace lifelong learning as an
integral part of professionalism in medicine. However, the committee also
acknowledged that the permission to practice medicine is granted by the public, and that
it is reasonable to assume the public expects the re-granting of that permission to be

based on a fair and reasonable assessment of a physician’s continued competence.
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Of equal import was a recognition that non-physician healthcare professions, such as
nurses, physician assistants and emergency medical technicians, have made significant
progress in developing maintenance of competence programs, while the physician
community has moved slowly to embrace a more formal, regulated approach to
evaluating ongoing competence. There is some concern that continued progress made

by other healthcare professions will lag unless medicine takes an active role.

At its December 2003 meeting, the Special Committee on Maintenance of Licensure
determined that state medical boards do have a responsibility to ensure the ongoing
competence of licensees and has recommended the following public policy statement to

the Board of Directors for consideration:

State medical boards have a responsibility to the public to ensure the ongoing

competence of physicians seeking relicensure.

The committee believes such a responsibility should be carried out prospectively, should
be non-punitive in nature, and should be structured so if problems or deficiencies are
identified, appropriate training or intervention is prescribed. The committee will continue
meeting over the next year to develop strategies that may be used by state medical

boards to ensure ongoing physician competence.

Conclusion and Recommendation:

Events within both the public and the regulatory arena are converging to shape the
debate regarding how best to ensure ongoing physician competence. While state
medical boards are just one component of a complex healthcare system, as policy
makers and regulators they play a critical role in influencing the behavior of the medical

profession and the environment within which physicians practice.

State medical boards serve the public interest and as such, are responsible for ensuring
that licensees are competent and fit for the practice of medicine. While applicants for
initial licensure must meet a variety of prerequisites that ensure their competence and

fitness to enter practice, regulatory boards have no requirements in place to assure
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those same individuals maintain an acceptable level of qualifications throughout their
professional careers. However, continuing focus on patient safety initiatives and public
pressure for physician accountability demands that medical licensing authorities take
action to proactively ensure the competence of physicians to practice medicine safely —

not just at the point of initial licensure but throughout their careers.

Accordingly, the Board of Directors recommends that the House of Delegates of the

Federation of State Medical Boards adopt the following policy statement:

State medical boards have a responsibility to the public to ensure the ongoing

competence of physicians seeking relicensure.
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FEDERATION OF STATE MEDICAL BOARDS
OF THE UNITED STATES, INC.

SPECIAL COMMITTEE ON MAINTENANCE OF LICENSURE

INTERIM REPORT TO THE BOARD OF DIRECTORS
FEBRUARY 2005

Section I: Introduction

The Special Committee on Maintenance of Licensure was established in May 2003 by
Thomas Kirksey, MD, Chair of the Federation of State Medical Boards (FSMB), and

charged with the following:

Evaluate the responsibility of state medical boards to ensure physician
competence through the course of one’s professional career and the efficacy of
methods historically used to carry out those responsibilities;

Research, review and evaluate systems currently used or under development by
national organizations to facilitate physician competence and determine to what
extent these systems could assist states efforts to ensure physician competence;
Identify pertinent stakeholders and their positions regarding the role of state
medical boards in ensuring physician competence for purposes of relicensure
and where appropriate, their willingness to collaborate with medical regulators to
achieve improvement in physician practice;

Research, review, and evaluate tools and resources available to state medical
boards and others for use in measuring competence and remediating
deficiencies;

Develop a position statement regarding the responsibilities of state medical

boards in ensuring physician competence over the course of his/her career;
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o Develop strategies for state medical boards to use in implementing programs to
ensure physicians maintain an appropriate level of competence to practice

medicine safely throughout their professional careers.

The committee has met three times, during which it has reviewed the factors
precipitating the FSMB’s interest in the continuing competence of physicians; information
about recent initiatives undertaken by state medical boards and other health professions
regulatory bodies to implement continuing competence requirements for their licensees;
initiatives being pursued by international medical regulatory bodies to implement license
revalidation requirements; FSMB policies that contain language regarding physician
competence; and initiatives being implemented by medical professional organizations to

increase the profession’s accountability to the public.

The committee has also received presentations from the following organizations:
e The Institute of Medicine (IOM);
e The PEW Health Professions Commission;
e The Accreditation Council for Continuing Medical Education (ACCME);
o The American Board of Medical Specialties (ABMS);
o The National Board of Medical Examiners (NBME); and

e The Joint Commission on Accreditation of Healthcare Organizations (JCAHO)

Early in its deliberations, the committee concluded that the profession must implement
some form of mandated assessment of competence beyond that required for entry to
practice if it is to demonstrate to the public that it is committed to maintaining high
standards for practice. The committee further concluded that state medical boards are
the sole entities with the authority to require all licensed physicians to periodically

demonstrate their ongoing competence.

The committee identified a number of guiding principles for use in developing
recommendations for how states should approach implementing maintenance of
licensure requirements. In developing these principles, the committee acknowledged it
will be important to develop a system that respects the profession’s commitment to
lifelong learning and improvement while concurrently responding to public calls for

increased accountability:
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1. The goal of maintenance of licensure should be to facilitate improvement in
physician practice while ensuring that dyscompetent physicians are identified and
remediated and incompetent physicians are removed from practice.

2. If problems or deficiencies are identified, the system should include mechanisms
to ensure that appropriate training or intervention is prescribed.

Requirements must not be redundant or overly burdensome.

Requirements should be consistent across jurisdictions.

State medical boards should set standards for maintenance of licensure and rely
on external parties to develop tools and resources for use by physicians in

meeting those requirements.

In 2004, the FSMB’s House of Delegates adopted the following policy position

developed by the Special Committee on Maintenance of Licensure:

State medical boards have a responsibility to the public to ensure the ongoing

competence of physicians seeking relicensure.

Through the remainder of 2005 and 2006, the committee’s focus will be on developing a
framework for implementing this policy. Because many physicians work in healthcare
systems that influence a physician’s provision of care to patients, the committee
recognizes that professional accountability for ongoing competence must take into

account the impact of the practice environment on a physician’s performance.

The following document outlines some of the conceptual challenges associated with
implementing maintenance of licensure requirements, discusses issues that the
committee has considered and summarizes the committee’s thinking to date. The
committee will continue to solicit input from other national organizations that will help

shape the committee’s final recommendations to FSMB’s House of Delegates.

Section ll: Committee Deliberations to Date

A. State medical board Responsibility to Ensure Physician Competence

FSMB Special Committee on Maintenance of Licensure
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In the United States, medical licensing authorities are charged through state medical
practice acts to ensure that physicians granted the privilege of medical licensure are
competent to practice medicine safely. According to FSMB policy as set forth in A Guide
to the Essentials of a Modern Medical Practice Act, the primary responsibility and
obligation of the state medical board is to “protect the public from the unprofessional,

improper, incompetent, unlawful, fraudulent and/or deceptive practice of medicine””

Recent developments, some of which are listed below, are prompting state medical
boards to evaluate whether this charge should include a responsibility to ensure
physicians remain competent throughout their careers:

e Rapid advances in technology and medical science that make it increasingly
difficult for physicians to stay current;

¢ Opportunities to improve practice and provide better medical care afforded by
advances in technology and medical science;

¢ Increased public focus on improving the safety of the US healthcare system and
the quality of care received by patients who interact with that system;

o Reports issued by national healthcare policy bodies such as the IOM and the
PEW Commission, which recommend that the health professions regulatory
bodies develop and implement continuing competence requirements and that
they periodically re-examine and re-license healthcare professionals based, in
part, on competence®>;

¢ Data from a study commissioned by FSMB in 1997 regarding public awareness
and attitudes about state medical boards which indicated that the periodic
retesting of physicians was the second most-cited responsibility for state medical
boards (FSMB, unpublished data, 1997); and

o Initiatives being implemented by oversight bodies such as the Accreditation
Council for Graduate Medical Education (ACGME) and the ABMS to establish

competency-based programs for their physician constituents.

! Federation of State Medical Boards. 4 Guide to the Essentials of a Modern Medical Practice Act, Tenth
Edition. 2003.

2 Finocchio L J, Dower C M, McMahon T, Gragnola C M and the Taskforce on Health Care Workforce
Regulation. Reforming Health Care Workforce Regulation: Policy Considerations for the 21°" Century. San
Francisco, CA: Pew Health Professions Commission; December 1995.

3 Institute of Medicine. To Err is Human: building a safer health system. Washington, DC: National
Academy Press; 1999.
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State medical boards use rigorous standards to ensure individuals seeking to enter
medical practice are competent. Applicants for initial licensure must provide evidence
that they have graduated from an accredited medical school, passed a three-part
standardized, national medical licensing examination of cognitive knowledge and clinical
and communication skills, and completed a certain amount of post-graduate training.
When presented with an applicant for initial licensure who has successfully navigated
such hurdles, state medical boards have a high degree of confidence that the physician
has the requisite knowledge and skills to practice medicine safely. Likewise, the public

can be assured that the newly licensed physician is competent to practice medicine.

In contrast, state medical boards historically have utilized much less stringent
mechanisms to determine a physician’s qualifications for relicensure. As discussed later
in this report, most state medical boards use continuing medical education as a means
of encouraging licensees to maintain competence. In addition, information such as
licensing board disciplinary actions, hospital privileging reports and malpractice history
are used to prompt reviews of physician competence as part of the license renewal
process. Currently, however, unless an indicator prompts review, physicians enjoy the
privilege of licensure for a lifetime without having to demonstrate to the public that they

have maintained a level of competence to merit that privilege.

The mechanisms employed by state medical boards to determine physicians’
qualifications for relicensure are predicated upon an assumption that licensees are
competent unless a reported event or other problem indicates otherwise. This
assumption may not be valid and, more importantly, is not consistent with public
expectations that physicians uphold the highest standards of professionalism and

medical practice.

B. The Role of CME in Ensuring the Ongoing Competence of Physicians

State medical boards have used Continuing Medical Education (CME) requirements
since 1971 as a means of encouraging physicians to maintain competence. Currently, of
the 69* state medical boards that license physicians, 56 require physicians to participate

in some amount of CME in order to maintain licensure. Licensees are required to attest

* There are 70 state medical boards in the U.S., 69 of which license physicians.
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on their license renewal form that they completed the requisite number of hours of CME,
and most states monitor compliance through random audits of a sample of the licensee
population each year. Some jurisdictions require physicians to obtain a certain number
of CME hours related to a particular topic, such as pain management or ethics, but no
jurisdiction requires that the CME be associated with or related to the physician’s actual

practice.

The committee reviewed data provided by the ACCME pointing to the efficacy of
continuing medical education in changing knowledge and practice when it is obtained as
a part of a system of continuous professional development involving self-
assessment/self-reflection, remediation, and reassessment. Groups like the ACCME, the
Council on Medical Specialties and the American Academy of Family Practitioners are
implementing standards and systems they believe will transform traditional CME into an
enterprise that measures the effectiveness of an educational experience by its impact on

physician performance and patient care outcomes.

CME has the potential to be a viable tool for use in ensuring ongoing physician
competence if it is part of a system of continuous professional development that includes
self-assessment, remediation, and reassessment. The committee believes CME, as
currently mandated by state medical boards, is necessary to facilitate continued

competence but, alone, is not sufficient to verify or ensure continued competence.

C. Efforts by Non-Governmental Oversight Agencies to Ensure Physician Competence

A variety of non-governmental oversight organizations contribute to the system of
professional self-regulation in which physicians participate. Several of these
organizations are responding to increased demands for accountability by implementing

initiatives aimed at measuring the ongoing competence of their physician constituents.

Specialty board certification. The ABMS is pursuing one of the most significant
undertakings — one that could have greatest utility to state medical boards as they

consider maintenance of licensure requirements.
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In 2000, the 24 member boards of the ABMS endorsed the principles behind
Maintenance of Certification (MOC), a program designed to continuously and
comprehensively assess the ongoing competence of physicians certified by each of the
24 ABMS specialty boards. This initiative will replace the recertification requirements
that ABMS boards began utilizing in the late 1970s.

The MOC program will require specialists to demonstrate evidence of the following:
professional standing; a commitment to lifelong learning and involvement in a periodic
self-assessment process; cognitive expertise; and evaluation of performance in practice.
Each of the four areas has associated standards in place specifying what is considered
acceptable evidence for meeting that requirement, including recommended timelines for
reassessment. As of December 31, 2004, each ABMS board had submitted initial plans

for implementing MOC requirements.

Physicians who are certified through the ABMS MOC program will be expected to
demonstrate competence in six core areas: patient care, medical knowledge,
interpersonal and communication skills, professionalism, practice-based learning, and
systems based practice. The ABMS is using these competencies, which were developed
by the ACGME for use with physicians in training, because it believes they have

relevance to physician practice regardless of area of specialty.

Approximately 90 percent of all licensed and practicing physicians are certified by at
least one ABMS specialty board. Physicians who have certificates without time limit are
not required to participate in MOC. Permanent certificate holders who elect to voluntarily
participate in MOC activities will not lose their permanent certification should they fail to
meet the MOC requirements. Implementation of maintenance of licensure requirements
could motivate this subgroup of certified physicians to comply with the MOC

requirements in order to meet licensure requirements.

ABMS is discussing the possibility of allowing physicians who are not eligible for
certification by an ABMS board (approximately 10 to 12 percent of all licensed
physicians) access to some of the tools and resources being developed through the

MOC program for their use in meeting maintenance of licensure requirements.
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Physician Credentialing and Privileging in Hospitals. The JCAHO is responsible for
accrediting health care organizations, such as hospitals, through an evaluation of the
quality and safety of care provided by the organizations. While hospitals are responsible
for credentialing and granting privileges to physicians who want to practice in their
settings, under the current system, they face several challenges in determining which
physicians should be granted initial privileges or renewal of privileges. Furthermore,
hospitals do not have processes in place to proactively ensure the ongoing competence

of physicians once they are privileged.

In response to these concerns, the JCAHO established a Credentialing and Privileging
Task Force, which is reviewing ways to implement proactive methods of assessing
physicians in the hospital setting and to improve the validity of the credentialing and
privileging processes. The Task Force is also expanding the criteria upon which
privileges are granted so that hospitals will have to assess physicians in areas such as
interaction within the team environment, rather than granting privileges solely on

technical skill and ability.

The Task Force is currently developing new standards for hospital credentialing and
privileging that are scheduled for implementation in early 2006. As part of the new
standards, hospitals will be expected to engage in the continuous collection of
performance data for physicians, provide simulated training experiences, provide
proctoring as appropriate for physicians and high-risk procedures and implement 360-

degree reviews for physicians.

State medical boards rely on hospital credentialing and privileging to ensure that
physicians have the proper training and education to perform procedures safely and
effectively. While the committee agreed that the current system for hospital
credentialing is not adequate, it believes that once the new processes are implemented,
hospital credentialing could serve as a tool for physicians to demonstrate their ongoing

competence as a condition of relicensure.

The committee will continue to track efforts by non-governmental oversight agencies to
ensure ongoing physician competence. While the committee felt that the standards
being implemented by the ABMS and the JCAHO could be utilized by state medical
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boards as part of the maintenance of licensure process, it will continue to discuss,
evaluate and recommend alternatives for physicians who are not eligible for ABMS
Maintenance of Certification or who do not practice in JCAHO-accredited health care
settings. The committee also plans to review information from the American Osteopathic
Association (AOA) regarding its efforts to ensure the ongoing competence of osteopathic

physicians.

D. Assessing the Competence of Practicing Physicians

Multiple conceptual and methodological challenges come into play when developing
tools to assess the competence of practicing physicians. The following paragraphs
discuss three of those challenges: determining the purpose of the assessment,
differentiating between competence and performance, and assessment of

undifferentiated medical practice versus specialty-specific assessment.

Purpose. The first and perhaps most fundamental conceptual challenge to developing
an assessment process for practicing physicians is defining its purpose. When thinking
about how assessment could support maintenance of licensure, it must be decided
whether the assessment is intended to 1) exclude from practice physicians who are no
longer able to practice safely and competently, 2) identify areas for improvement in

otherwise competent physicians or 3) accomplish both.

If the assessment is intended to identify opportunities for improvement in practice, then it
must be relevant to what the physician does in his or her practice. Because the majority
of physicians embrace lifelong learning as an integral part of professionalism, an
assessment process that seeks to improve physician practice would be perceived more
positively by physicians and would likely have the greatest impact on quality of patient
care. Since the outcome of such a process would be improved practice, such an

assessment requirement could reasonably be applied to all licensees.

A number of organizations in the US and internationally are using physician assessment
and remediation programs as the basis of their recertification or relicensure
requirements. These programs fall into three broad categories: periodic comprehensive

assessment of all physicians, performance-focused tiered approach (such as Canada’s
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Monitoring and Enhancement of Physician Performance model), and cyclical delivery of
assessments over time (such as the American Board of Internal Medicine’s Continuing
Professional Development program). In general, the defined purpose of each is the
continuous professional development of practicing physicians. While this model is the
most politically acceptable, has potential for significant quality improvement and focuses
on the majority of physicians who are competent, it leaves unanswered how to identify

and respond to the remaining small percentage of physicians who are not competent.

Competence vs. Performance. A second conceptual challenge to consider is the blurred
distinction between competence and performance. While there is no single agreed upon
definition for these terms, there is some consensus that competence points to the ability

to do (or can do), whereas performance refers to does do.’

Standardized tests are associated with competence assessments, whereas workplace
assessments are associated with performance assessments. While there are valid,
reliable standardized tests such as multiple-choice examinations that may be used to
measure competence, there are few such tools available for use in measuring
performance. Ideally, a physician should be expected to demonstrate accountability for
both general competencies, including the knowledge, skills and abilities to provide safe,
effective patient care within the scope of their professional medical practice, as well as

performance in practice.

GUMP vs. practice-specific assessment. The third conceptual design challenge pertains
to whether practicing physicians should demonstrate competence in the general
undifferentiated practice of medicine or in the area of practice in which they engage on a

daily basis.

Because initial licensure is based on the general, undifferentiated practice of medicine
(or the “GUMP” model), one could argue that assessment for relicensure should focus
on the same general domains measured through examinations for initial licensure.

However, because physician practice narrows over time, the deficiencies identified by a

5 Rethans JJ, Norcini JJ, Baron-Maldonado M, Blackmore D, Jolly BC, LaDuca T, Lew S, Page GG,
Southgate LH. The relationship between competence and performance: implications for assessing practice
performance. Med Educ. 2002;36:901-909.
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GUMP level assessment may have a low level of relevance to patient care;

consequently, remediation may not result in improved practice.

An assessment that is tailored to reflect at least in part what the physician does in his or
her practice will also be perceived by the physician as more relevant and credible than a
GUMP-level assessment. One challenge to this construct is that the infrastructure
needed to efficiently gather data about physician practice so that assessments could be
tailored is not sufficiently developed.®,” In the interim, state medical boards could require
physicians to self-report and to select assessment methods that appear to be relevant to

their practice.

Physicians who change their scope of practice must also be considered. As part of the
maintenance of licensure process, physicians could be required to notify their state
medical board of any change in the scope of their practice and provide evidence of
having undertaken appropriate education and training to perform safely and effectively
within the new practice area. Such physicians would then be expected to demonstrate

accountability for competence and performance in the new practice area.

Also germane to this discussion is whether core competencies exist that all doctors
granted the privilege of licensure, regardless of specialty, should be presumed to know.
Both the ACGME and ABMS have identified six core competencies that their physician
constituents will need to demonstrate. It must be determined whether state medical
boards could or should utilize these same core competencies for purposes of
maintenance of licensure. The committee will continue to evaluate this issue, focusing
specifically on what comprises core competence and what role it should play in

programs to assess the ongoing competence of practicing physicians.

The committee agreed that, ideally, maintenance of licensure should support and
facilitate physicians’ commitment to continuous professional development while

balancing the state’s responsibility to remove incompetent physicians from practice. The

% Melnick DE, Asch DA, Blackmore DE, Klass DJ, Norcini JJ. Conceptual challenges in tailoring
physician performance assessment to individual practice. Med Educ. 2002;36:931-935.

’ Landon BE, Normand ST, Blumenthal D, Daley J. Physician Clinical Performance Assessment: Prospects
and Barriers. JAMA. 2003;290:1183-1189.
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committee agreed that tools or programs used by physicians to document their ongoing
competence should be valid, reliable, feasible, have credibility with the profession and
should provide adequate feedback so that the physician participating in the program may

improve his or her practice.

Finally, the committee also agreed that remediation must be included in any program
developed to ensure physicians’ ongoing competence. Currently, physicians who seek
educational interventions to address deficiencies have few resources available. In order
for maintenance of licensure initiatives to succeed, additional remedial education
programs will need to be developed and existing programs will need to be improved and
expanded to assist physicians who are identified through these processes. Data
regarding the effectiveness of the educational programs will need to be gathered and
disseminated. Such issues will continue to be a part of the committee’s discussions as it

continues its work over the coming year.

E. Balancing Confidentiality Against the Public’s Right to Information

As public agencies, state medical boards are required to conduct much, if not all, of their
business in a transparent fashion. This raises questions about whether information
resulting from maintenance of licensure initiatives should be available to the public.
Other professions that are pursuing such initiatives have chosen to use the professional
development model, whereby the practitioner engages in self-assessment and
remediation, both of which are completed in a confidential manner. The system is
similar to the impaired physician model, in that participation is confidential until such time
as it is determined a practitioner has deficits that are so severe that he/she is a danger
to the public or until the practitioner fails to comply with the program. Only those

physicians who are referred to the disciplinary system are subject to public disclosure.

It is the committee’s opinion that the process used by physicians to maintain licensure
should be transparent, but information regarding physicians’ participation in maintenance
of licensure programs should remain confidential._This is based on the premise that
physicians should not be penalized for engaging in a process that allows them to identify
and correct their deficiencies, ultimately resulting in improved practice performance and

patient care. Physicians who do not comply with maintenance of licensure requirements
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or who are identified through the program as incompetent should be subject to normal

adjudication processes and to public disclosure as required by state law.

lll. Conclusion

There is increasing public pressure on the medical profession to take steps to ensure the
ongoing competence of physicians as part of its professional responsibility. However, no
single entity has the resources or capability to accomplish this on its own. Every public
and private institution that contributes to the system of medical professional self-
regulation has a responsibility and role to play. To be successful in implementing
maintenance of licensure requirements, state medical boards will need to collaborate
with credentialing agencies, certifying bodies, employers, professional associations, and
others in developing a coordinated system of oversight that supports physicians’ efforts

to be lifelong learners.

Recognizing that state medical boards will need to rely on external organizations to
develop and provide tools for use by physicians to demonstrate competence, it will be
important for boards to have methods in place by which they can evaluate the validity
and acceptability of such tools. Over the next year, the committee will seek to develop
guidelines for use by state medical boards in evaluating whether the activities in which a

physician engages are sufficient to meet requirements for ongoing competence.

State medical boards are one component of a complex healthcare system. As policy
makers and regulators, they play a critical role in influencing standards for physicians
and the environment within which physicians practice. State medical boards have
historically devoted the maijority of their resources to identifying and removing from
practice physicians who are unable to practice safely and competently. In order for
maintenance of licensure initiatives to succeed, that orientation must include facilitating

practice improvement for all physicians.
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ADDENDUM 2

Revising A Guide to the Essentials of a Modern Medial Practice Act

Section XVI: Periodic Renewal

The medical practice act should provide for the periodic renewal of medical licenses to

permit the Board to review the qualifications of licensees on a regular basis. At the time

of periodic renewal, the Board should require the licensee to demonstrate to its

satisfaction his or her continuing qualification for medical licensure. These provisions of

the act should implement or be consistent with the following:

A. The Board should require the following for license renewal and require

documentation thereof:

1. Participation in an ongoing process of reflective self-evaluation, self-

assessment and practice assessment, with subsequent successful

completion of educational activities tailored to meet the needs or deficiencies

identified by the assessment.

2. Demonstration of continued competence in the following areas: medical

knowledge, patient care, practice-based learning and improvement,

interpersonal and communication skills, professionalism, and systems-based

practice and, if applicable, osteopathic philosophy and osteopathic

manipulative medicine; including the knowledge, skills and abilities to provide

safe, effective patient care within the scope of their professional medical

practice. This criterion must be met, in part, by passage of a valid, secure,

proctored examination in the physician’s current practice area.

3. Demonstration of accountability for performance in practice.

licensure—The application form for license renewal should be designed to require
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the licensee to update and/or add to the information in the Board’s file relating to

the licensee and his or her professional activity. It should also require the

licensee to report to the Board the following information:

The licensee’s completion of activities related to maintenance of licensure,

specialty board certification or maintenance of certification within the

reqgistration period.

Any action taken against the licensee by:

e any jurisdiction or authority (United States or foreign) that licenses or
authorizes the practice of medicine;

e any peer review body;

e any specialty certification board;

e any health care organization;

e any professional medical society or association;

e any law enforcement agency;

e any court; and

e any governmental agency for acts or conduct similar to acts or conduct

described in the medical practice act as grounds for disciplinary action.

Any adverse judgment, settlement or award against the licensee arising from

a professional liability claim.

The licensee’s voluntary surrender of or voluntary limitation on any license or
authorization to practice medicine in any jurisdiction, including military, public

health and foreign.

Any denial to the licensee of a license or authorization to practice medicine

By any jurisdiction, including military, public health and foreign.

The licensee’s voluntary resignation from the medical staff of any health care
organization or voluntary limitation of his or her staff privileges at such an
organization if that action occurred while the licensee was under formal or
informal investigation by the organization or a committee thereof for any
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reason related to possible medical incompetence, unprofessional conduct or

mental or physical impairment.

The licensee’s voluntary resignation or withdrawal from a national, state or
county medical society, association or organization if that action occurred
while the licensee was under formal or informal investigation or review by that
body for any reason related to possible medical incompetence,

unprofessional conduct or mental or physical impairment.

Whether the licensee has abused or has been addicted to or treated for

addiction to alcohol or any chemical substance during the registration period.

Whether the licensee has had any physical injury or disease or mental illness

within the registration period that affected or interrupted his or her practice of

medicine.

. _The licensee should be required to provide information about his or her practice.

Such information should include: scope of practice, type of practice (to include

location, supervisory responsibilities), status (e.q., full-time, part-time, number of

hours worked per week), whether they are actively seeing patients, specialty

board certification or recertification status, and what activities they are engaged

in if they are not engaged in clinical practice (e.d., research, administration, non-

medical work, retired, etc.). Licensees should keep the board apprised of their

practice status at all times by reporting any subsequent changes in practice

status or scope of practice to the board within a specified timeframe as

determined by the board.
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The licensee should be required to attest to the accuracy of the information

provided on the license renewal form. sign-the-applicationform-forlicense
renewal-and-have-itwitnessed-—Failure to report fully and correctly should be

grounds for disciplinary action by the Board.

The Board should be directed to establish an effective system for reviewing
renewal forms. It should also be authorized to initiate investigations and/or
disciplinary proceedings based on information submitted by licensees for license

renewal.

Licensees not in active clinical practice who wish to maintain an active license

should be expected to comply with all maintenance of licensure requirements.

Physicians whose licenses are inactive or have lapsed should provide evidence

of meeting maintenance of licensure requirements when they reenter active

clinical practice.
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