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INTRODUCTION
Integrated services among multiple health care providers have become increasingly prevalent
in the provision of quality health care. The high-performing interprofessional health care team
is widely recognized as an essential tool for constructing a more patient-centered, coordinated,
and effective health care delivery system. The team-based model has been formalized and
implemented to help address the growing complexities of health care delivery, coordinating
and responding to multiple patient needs, keeping pace with the demands of new technology,
delivering care across different settings, and responding to recent health care trends such as
patient-centered medical homes, accountable care organizations, and an emphasis on
population health.
State health professional licensing boards are responding to the changing landscape of health
care not only by collaborating to determine discipline of their individual members, but also by
seeking opportunities to have a greater understanding of the roles, responsibilities, and
approaches of all members of the health care team.
In April 2015, the Federation of State Medical Boards (FSMB) Chair, J. Daniel Gifford, MD, FACP,
appointed the Workgroup on Team-Based Regulation to identify and recommend model
practices and strategies for achieving greater cooperation and collaboration among health
professional boards in carrying out their shared responsibility to protect the public.
In order to accomplish this charge, the workgroup conducted an environmental scan and
analysis of health care delivery models and methods that utilize interdisciplinary collaboration
and team based-approaches to patient care, examined the defined roles and responsibilities of
individual team members in such scenarios, and identified characteristics of a high functioning
health care team.
This policy document is intended as a resource outlining emerging model practices for state
medical and osteopathic boards (hereinafter “state medical boards”) seeking to incorporate
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regulatory strategies to achieve increased cooperation and collaboration among health
professional regulatory boards.
Over the course of 13 months, the workgroup reviewed current processes to establish
accountability among health care teams and identified existing state-based mechanisms for the
oversight of issues that involve multiple practitioners and span the authority of multiple health
regulatory boards. The workgroup evaluated data from the 2015 FSMB Member Board Survey
and several state-based examples as well as international models of team-based care, based on
a survey of members of the International Association of Medical Regulatory Authorities
(IAMRA).
SECTION ONE. BACKGROUND.
The role of health care providers is changing in the United States and globally1 as the demand
for health care services is increasing.2 Partly in response, team-based care has recently drawn
the attention of a wide range of health care institutions in the United States, including the
Agency for Healthcare Research and Quality (AHRQ),3 Institute of Medicine (IOM, now known
as the National Academy of Medicine)4 Health and Medicine Division (HMD) of the National
Academies of Sciences Engineering, and Medicine (the Academies),5 the American Medical
Association (AMA),6 and the Association of American Medical Colleges (AAMC).7
The delivery of health care has slowly evolved from a sole provider responsible for the patient’s
health from cradle to grave to an entire team of health professionals responsible for
coordinating the care necessary for a patient’s wellbeing.8 Health care teams are viewed as
tools that help break down the hierarchy characteristic of most health organizations, ensuring
that patients receive patient-centered, high quality care.9 Team-based care is often aligned with
enhanced patient-centered care so that patients may benefit from creative, complex problem
solving and the diverse academic backgrounds, experiences, and perspectives of many health
care professionals.10 Health care teams can also reduce redundant or duplicative services,
affording patients more efficient and streamlined health care solutions.11
Studies have identified teamwork as requisite for high quality, safe patient care, especially as
clinical care is becoming more complex and specialized.12 In addition to enhancing quality,
team-based care has been shown to lower health care costs13 and may provide better
treatment for resource-limited populations and communities.14 Members of such teams report
positive satisfaction and reduced stressors that ordinarily contribute to burnout.15
SECTION TWO. DEFINING “TEAM-BASED CARE.”
The literature addressing team-based care is comprehensive, and a number of definitions have
been offered for the term. For example, the National Academy of Medicine defines team-based
care as “an approach to health care whereby a group of people work together to accomplish a
common goal, solve a problem, or achieve a specified result.”16 The Agency for Healthcare
Research and Quality offers the following definition for team-based care: “[T]he provision of
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health services to individuals, families, and/or their communities by at least two health
providers who work collaboratively with patients and their caregivers, to the extent preferred
by each patient, to accomplish shared goals within and across settings to achieve coordinated,
high-quality care.”17
For the purposes of this report, specific to state-based medical regulation in the United States,
team-based care is defined as: “[T]he provision of comprehensive health services to individuals,
families, and/or their communities by at least two health professionals who work
collaboratively along with patients, family caregivers, and community service providers on
shared goals within and across settings to achieve care that is safe, effective, patient-centered,
timely, efficient, and equitable.”18 It should be noted parenthetically that a wide range of terms
are actually used to describe collaborative working arrangements between professionals.19
Descriptors such as interdisciplinary, interprofessional, and multidisciplinary are often used in
the existing literature to refer to different types of teams.20 The generic term for “team-based
care” is used throughout this document to refer to health care provided by teams, and the term
“interprofessional” is used when the members of such teams include a range of health service
workers, both professionals and non-professionals, with the majority being from professional
groups.21
A team-based care model usually consists of an interdisciplinary group of health care providers,
typically organized around a lead provider, where all professionals on the team collaborate to
deliver health care to patients. Members of the care team generally take collective
responsibility for the care of the patient because their multidisciplinary skills are blended as
care is administered. However, in order to coordinate all health professionals involved, efficient
and deliberate delineation of responsibilities is an underlying requirement of a well-working
health care team.22
SECTION THREE. EXAMPLES OF STATE-BASED MODELS AND APPROACHES.
The following section identifies and summarizes several standards and procedures that have
been implemented successfully to address regulatory issues associated with team-based care,
allow for oversight of teams of interdisciplinary health professionals, and establish
accountability of the health care team. These examples may provide options for consideration
by state medical boards seeking to incorporate regulatory strategies to achieve greater
cooperation and collaboration among health professional boards in the best interest of caring
for the public.
Statutory Authority: State medical boards are charged by state legislatures to regulate the
practice of medicine in order to fulfill their mission to protect the public, with statutory
authorization codified in each state’s respective Medical Practice Act. State nursing, pharmacy,
and physician assistant regulatory boards are similarly authorized by state statute. A number of
state statutes authorize collaboration on regulatory matters among health professional
licensing boards.
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a. Joint Rulemaking or Authority
For example, in Massachusetts the statute authorizing the Board of Registration in Nursing
states that “advanced practice nursing regulations which govern the ordering of tests,
therapeutics and prescribing of medications shall be promulgated by the board [of Registration
in Nursing] in conjunction with the Board of Registration in Medicine.”23 The statute further
requires that the boards meet, consult, and concur on the content of the advanced practice
nursing regulations in order for the regulations to take effect.24 Similarly, South Dakota’s Nurse
Practice Act authorizes joint control and regulatory authority of nurse practitioners and nurse
midwives to the South Dakota Board of Nursing and the Board of Medical and Osteopathic
Examiners, specifying that the boards may jointly “license, supervise the practice, and revoke or
suspend licenses or otherwise discipline any person applying for or practicing as a nurse
practitioner or nurse midwife.”25
b. Joint Committees
More commonly, state medical and/or nurse practice acts establish joint committees
authorized to develop and recommend rules to be adopted by the state health professional
licensing boards that oversee the particular licensees that are subject to the recommended
rules.26 This construct often arises in the regulation of advanced registered nurse practitioners
and supervising physicians.27 For example, the state legislature in Florida established a joint
committee to determine minimum standards for the content of establish protocols pursuant to
which an advanced registered nurse practitioner may perform medical acts and the minimum
standards for supervision of such acts by the physician.28 The Florida joint committee standards
are required by statute to be adopted as rules by the Florida Board of Nursing and the Florida
Board of Medicine for purposes of carrying out their responsibilities respectively.29 The North
Carolina Medical Practice Act requires the North Carolina Medical Board to appoint and
maintain subcommittees to work jointly with a subcommittee of the Board of Nursing and the
Board of Pharmacy to develop rules to govern the performance of medical acts by registered
nurses and clinical pharmacist practitioners, respectively.30 The rules developed by the joint
committees must be adopted as rules by the Board of Medicine, Board of Nursing, and Board of
Pharmacy in order to become effective.31
Two notable characteristics are typical of joint committee statutes. The first commonality is a
statement of clarification regarding disciplinary authority. In the Florida statutes discussed
above, the joint committee authorizing language states “neither board shall have disciplinary
powers over the licensees of the other board.”32 In the North Carolina statute establishing a
joint subcommittee of the North Carolina Medical Board to work with subcommittees of the
Board of Nursing and Board of Pharmacy, the North Carolina Medical Board is delegated the
responsibility for ensuring compliance with the rules promulgated by its subcommittee.33 The
second common characteristic in joint committee statutes is the deliberate effort by the
legislature to ensure that the joint committee is comprised of representatives from each of the
state health professional licensing boards that might adopt the joint committee’s regulations.34
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c. Interagency Advisory Committees
It is also common for boards to utilize interagency advisory committees or panels to encourage
interdisciplinary collaboration. Advisory panels or committees review rule changes, policy
developments, or legislation and/or make recommendations in areas affecting the represented
licensees. However, these entities are advisory and the ultimate authority remains with the
state health professional licensing board. Advisory entities are typically facilitated by a single
health professional licensing board or are established as stand-alone entities. For example,
advisory boards are established by statute in Virginia and advise the Virginia Board of Medicine
on matters of licensure, discipline, and regulation.35 Alternatively, in Minnesota, the Health
Licensing Board Executive Directors Forum is an advisory group of state licensing board
executive directors that makes recommendations on issues relating to the powers and duties
under each participating board’s respective practice act.
Interagency Cooperation: The primary responsibility and obligation of state health professional
licensing boards is to protect consumers of health care by ensuring that all health care
professionals in a state are properly licensed and comply with various laws and regulations
pertaining to the practice of medicine. One of the most important roles of state health
professional licensing boards is the responsibility for disciplining health professionals who
engage in unprofessional, improper, or incompetent practice of their respected professions.
However, as team-based care becomes more prevalent, it will become increasingly challenging
for health licensing boards to effectively address complaints and implement appropriate
disciplinary action when it involves interdisciplinary teams. Accordingly, the complaint intake,
investigation, and disciplinary processes are areas ripe for opportunities to accommodate and
encourage team-based regulatory models.
a. Coordinated Complaint Intake
It is the duty of state medical boards, acting in accordance with the respective state Medical
Practice Act, to review and investigate complaints and adverse information about licensees.36 It
is longstanding FSMB policy that states should reduce barriers to cooperation and
communication among health regulatory boards and that consideration should be given to
implementing a system for joint review of complaints involving multiple practitioners and
authorizing sharing of complaint information among regulatory boards.37 As the delivery of
health care evolves to accommodate the team-based care model, it is important that complaint
intake and investigation processes evolve as well. Generally, the current complaint intake
process does not reflect the team-based care model of health care delivery; it is the
responsibility of the complainant to determine which regulatory board to file with, and which
member of the health care team is ultimately responsible for a perceived or actual injury,
mistreatment or mishap. In practice, the patient may not know which health professional is, in
fact, responsible for the misconduct and may have difficulty as a result when attempting to file
a complaint.
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Two approaches are common among state medical boards when receiving complaints in
circumstances involving the delivery of health care directly or indirectly by a physician. The first
approach establishes the state medical board as the direct recipient of complaints: the state
medical board reviews the complaint to determine whether the board has jurisdiction over the
health professional at issue, and the state medical board refers the complaint to the
appropriate health professional regulatory board when there are other actors implicated in the
complaint who are not under the jurisdiction of the state medical board.
Alternatively, some state medical boards receive complaints from a central agency or office
that is responsible for determining which board should investigate the complaint. For example,
in Washington, D.C., complaints received by the District of Columbia Board of Medicine are first
referred to the district’s Complaints Review Unit (CRU). An initial review determines whether
the Board of Medicine has jurisdiction over the health care professional who is the subject of
the complaint and whether the conduct complained of may be a violation of law or regulation
governing the practice of the health care profession. Complaints that pass the initial review are
then forwarded to the licensed health care provider who is the subject of the complaint for a
response. If the Board of Medicine does not have jurisdiction over a particular complaint, it is
referred to the agency or department with jurisdiction or authority to address the complaint.38
b. Shared Investigatory Data
In addressing complaints involving interdisciplinary health care teams, a number of state
medical boards share investigatory data with other health regulatory boards. This practice may
be codified by statute, as seen in Minnesota, where each health-related licensing board is
required to establish procedures for exchanging information with other Minnesota state
boards, agencies, and departments responsible for regulating health-related occupations,
facilities, and programs, and for coordinating investigations involving matters within the
jurisdiction of more than one regulatory body. The procedures must provide for the forwarding
to other regulatory bodies of all information and evidence, including the results of
investigations that are relevant to matters within that licensing body’s regulatory jurisdiction.
Each health-related licensing board has access to any of the offices of the Department of
Human Services that relate to a person subject to the jurisdiction of the licensing board. 39 It
should be noted that commitments by the state’s health professional regulatory boards to
share investigatory information may include statements authorizing the sharing of such
information, even if the information is deemed confidential.40
c. Joint Investigations
State medical boards are responsible for investigating complaints and/or reports received from
patients, other state medical boards, health professionals, government agencies and health
care organizations about physicians who may be incompetent or acting unprofessionally, and to
take appropriate action against a physician’s license if the person is found to have violated the
law. A few state medical boards reported that they conduct joint investigations with other
health professional regulatory boards.41 Joint investigations are seen as an effective mechanism
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for regulatory coordination of health professional teams, even though they are often
implemented through an informal process.i
d. Joint Meetings
Several states have found that joint meetings of state health regulatory boards are effective in
addressing team-based care regulatory issues and to achieve better oversight of health
professional teams. Participation in formal and informal meetings, where representatives from
a number of health professional boards and public members may come together regularly to
discuss pressing issues facing each board individually and as a group, have been cited as useful
by many state medical boards. For example, the Oregon Board of Medicine meets monthly with
sixteen (16) health regulatory boards. The Minnesota Board of Medical Practice meets
periodically with other health licensing boards to discuss pending legislation and to share
perspectives or current issues before the boards. These joint meetings have been seen as
beneficial, especially in providing a venue for state health professional regulatory boards to
discuss proposed rule changes and to ensure that potential new rules do not conflict with
existing regulations of a separate health regulatory professional board.
Interdisciplinary Duty to Report: In April 2016, the FSMB adopted as policy Position Statement
on Duty to Report42 which articulates that the reporting of misconduct, observed impairment,
incapacity or incompetent performance by licensees to the state medical board is essential for
medical boards to fulfill their mission to regulate the medical profession in the interests of
patients. In order to provide state medical boards with all relevant information that allows
them to operate effectively, many state medical boards require licensees and other entities to
report evidence of misconduct by other licensees. The FSMB’s Essentials of a State Medical and
Osteopathic Practice Act43 provides model language requiring such reporting, as does the
National Council of State Boards of Nursing’s Model Act44 and the National Association of
Boards of Pharmacy’s Model Act.45
SECTION FOUR. CONCLUSION AND STRATEGIES.
The purpose of this report has been to provide a resource outlining emerging model practices
for state medical boards seeking to incorporate regulatory strategies to achieve increased
cooperation and collaboration among health professional regulatory boards as they fulfill their
mission to protect the public.
The Federation of State Medical Boards recommends:
1. State medical boards should be authorized and encouraged, within their jurisdictions
and where appropriate, to:
a. Conduct joint investigations with other health professional licensing boards
i

Note: The Interstate Medical Licensure Compact authorizing statute, which has been enacted by eighteen (18)
member states at the date of publication, codifies that a member state medical board may participate with other
member boards in joint investigations of physicians licensed by the member boards. See
http://licenseportability.org/wp-content/uploads/2016/01/Interstate-Medical-Licensure-Compact-FINAL.pdf.
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2.

3.
4.

5.

b. Share investigatory data with other health professional licensing boards
c. Create or develop processes to facilitate communication and collaboration
among professional licensing boards and their representatives
State medical boards should consider developing, implementing, evaluating, and
monitoring a simple and sensible complaint intake processes, in collaboration with other
health professional licensing boards and members of public and/or patient advocacy
groups as appropriate and as statutes and rules permit, which are designed to be userfriendly and easy to use by patients who file complaints because they have been
harmed and/or have been subjected to professional misconduct by one or more health
care professionals in a team-based care setting.
States should monitor, evaluate, and study the outcomes of collaborative efforts among
state health professional licensing boards.
State medical boards are encouraged to collaborate with other state health professional
regulatory boards to implement one or more of the regulatory strategies or practices
outlined in this report.
State medical boards are encouraged to support cross-discipline reporting and to urge
licensees to report evidence of impairment and/or misconduct by other health
professionals to their corresponding regulatory board.

8

Appendix 1. Model Regulatory Language
The [Name of Board] shall establish procedures for exchanging information with other [name of
state] boards, agencies, and departments responsible for regulating health-related occupations,
facilities, and programs, and for coordinating investigations involving matters within the
jurisdiction of more than one regulatory body. The procedures must provide for:
1. Conducting joint investigations with other health professional licensing boards;
2. Sharing investigatory data with other health professional licensing boards; and
3. Creating or developing processes to facilitate communication and collaboration among
professional licensing boards and their representatives.
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